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NOTE    TO    THE    THIRD    EDITION. 

The  carlv  exhaustion  of  the  second  edition  called  for  an  immediate  re-issue. 
Advantaj^e  has  been  taken  of  this  fact  to  introduce  a  few  more  coloured  figures 
of  cases  which  it  was  found  impossible  to  complete  in  time  for  the  second  edition, 
and  to  replace  some  of  the  black  and  white  illustrations  by  better  examples. 

These  alterations,  and  the  introduction  of  the  appropriate  references   in  the 
Text  and  in  the  General   Index,  constitute  the  only  changes. 

The  publishers  are  gratified  that  the  unprecedented   demand  for  the  volume 
has  made  these  improvements  possible  at  so  early  a  date. 

December:   1917. 


PREFACE     TO.    THE     SECOND     EDITION 

Little  need  be  said  by  way  of  preface  to  the  second  edition  of  this  work  ;  the 
gratifying  sale  of  the  first  edition  and  the  necessity  there  has  been  to  reprint  it 
several  times  is  sufficient  evidence  that  the  book  is  one  which  the  medical  profession 
welcomes  and  appreciates. 

In  this  edition  every  article  has  been  revised  and  several  new  ones  have  been 
added. 

The  elaborate  index,  which  has  been  much  appreciated,  has  been  made,  if 
possible,  even  more  complete,  and  at  the  same  time  it  has  been  simplified  in  some 
particulars  ;  the  relative  importance  of  the  entries  in  it  are  indicated  more  clearly 
perhaps  than  was  the  case  in  the  first  edition,  by  the  use  of  three  degrees  of  type. 

The  illustrations  are  nearly  doubled  in  number ;  the  coloured  plates  especially 
having  been  increased  from  sixteen  to  thirty-seven,  and  neither  time  nor  expense 
has  been  spared  in  the  endeavour  to  make  them  characteristic  of  the  conditions 
they  represent. 

The  size  of  the  type  employed  is  larger  than  before,  in  response  to  suggestions 
from  readers,  and  consequently  the  pages  have  had  to  be  enlarged  also. 

It  became  a  question,  therefore,  whether  the  book  should  be  published  in  two 
volumes  ;  in  the  belief,  however,  that  in  a  work  in  which  numerous  cross-references 
are  unavoidable  it  is  advantageous  to  confine  it  within  one  cover,  it  has  been 
decided  to  keep  it  as  a  single  book.  The  general  character  of  the  volume  remains 
otherwise  unchanged. 

It  is  hoped  that  this  second  edition  will  be  as  widely  welcomed  as  was  the  first  ; 
and  that  it  will  prove  even  more  helpful  in  its  primary  purpose,  namely,  to  be  of 
assistance  in  arriving  at  the  diagrtosis  of  the  exact  cause  of  particular  symptoms. 

Cordial  thanks  are  extended  to  many  helpers  who,  whilst  not  contributing^ 
written  articles  to  the  volume,  have  nevertheless  assisted  greatly  in  various  ways  ; 
especially  to  Dr.  D.  S.  Davies,  Mr.  C.  Thurstan  Holland,  Dr.  A.  C.  Jordan,  Dr.  T. 
Warner  Lacey,  Dr.  T.  M.  Legge,  Dr.  Lindsay  Locke,  Professor  Rutherford  Morison. 
Sir  Malcolm  Morris,  Dr.  H.  B.  Newham,  Dr.  G.  W.  Nicholson,  Dr.  J.  H.  Ryffcl, 
Mr.  S.  Gilbert  Scott,  Dr.  W.  P.  Saunders,  Dr.  A.  Rendle  Short,  Dr.  Hugh  Walsham, 
Dr.  S.  A.  K.  Wilson  ;  also  to  the  Royal  Society  of  Medicine,  the  Gordon  Museum, 
Guy's  Hospital,  the  South  Eastern  Fever  Hospital,  and  the  London  School  of 
Tropical  Medicine.  Also  to  the  publishers  and  proprietors  of  various  journals  and 
periodicals  for  unfailing  courtesy  in  giving  facilities  for  the  use  of  copyright  material 
and  illustrations. 


Herbert    French. 


London, 

February,  1917. 


PREFACE     TO     THE     FIRST     EDITION 

This  book  is  a  treatise  on  the  application  of  differential  diagnosis  to  all  the  main 
signs  and  symptoms  of  disease.  It  aims  at  being  of  practical  utility  to  medical 
men  whenever  difficulty  arises  in  deciding  the  precise  cause  of  any  particular 
symptom  of  which  a  patient  may  complain.  It  covers  the  whole  ground  of  medicine, 
surgery,  gynaecology,  ophthalmology,  dermatology,  and  neurology. 

Whatever  the  disease  from  which  a  patient  is  suffering,  the  importance  of 
diagnosing  it  as  early  as  possible  can  hardly  be  over-rated.  The  present  volume 
deals  with  diagnosis  from  a  standpoint  which  is  different  from  that  of  most  text- 
books, having  been  written  in  resf)onse  to  requests  for  an  Index  of  Diagnosis  as  a 
companion  to  the  publishers'  Index  of  Treatment,  issued  in  1907.  The  book  is  an 
index  in  the  sense  that  its  articles  on  the  various  symptoms  are  arranged  in  alpha- 
betical order ;  at  the  same  time  it  is  a  work  upon  differential  diagnosis  in  that  it 
discusses  the  methods  of  distinguishing  between  the  various  diseases  in  which  each 
individual  symptom  may  be  observed.  Whilst  the  body  of  the  book  thus  deals 
with  symptoms,  the  general  index  at  the  end  gathers  these  together  under  the 
headings  of  the  various  diseases  in  which  they  occur. 

The  Editor  lays  particular  stress  upon  the  importance  of  using  these  two  parts 
of  the  book  together.  Unless  reference  is  made  freely  to  the  general  index,  the 
reader  may  miss  a  number  of  the  places  in  which  is  discussed  the  diagnosis  of  the 
disease  with  which  he  has  to  deal ;  for  while  each  symptom  is  considered  but  once, 
each  disease  is  likely  to  come  up  for  discussion  under  the  heading  of  each  of  its  more 
important  symptoms. 

The  guiding  principle  throughout  has  been  to  suppose  that  a  particular 
symptom  attracts  special  notice  in  a  given  case,  and  that  the  diagnosis  has  to  be 
established  by  differentiating  between  the  various  diseases  to  which  this  symptom 
may  be  due.  One  of  many  difficulties  arising  during  the  construction  of  the  work 
was  that  of  deciding  where  to  draw  the  line  as  regards  symptoms  themselves.  The 
exclusion  of  many  borderline  headings  such  as  "  Dullness  at  the  base  of  one  lung," 
"  Inability  to  breathe  through  the  nose,"  and  various  signs  such  as  Romberg's, 
Stell wag's,  von  Graefe's,  and  so  forth,  may  perhaps  seem  arbitrary  ;  but  reference 
to  the  minor  symptoms  and  physical  signs  which  have  not  been  thought  sufficiently 
important  to  merit  separate  articles  will  be  found  in  the  general  index  at  the  end 
of  the  volume. 

Treatment,  pathology,  and  prognosis  arc  not  dealt  with  except  in  so  far  as  they 
may  bear  upon  differential  diagnosis — the  employment  of  salicylates,  for  instance, 
in  distinguishing  acute  rheumatic  from  other  forms  of  arthritis  ;  the  use  of  the 
microscope  in  distinguishing  malignant  neoplasms  from  inflammatory  or  other 
tumours  ;  the  value  of  the  lapse  of  time  in  distinguishing  between  tuberculous  and 
meningococcal  meningitis. 

Coloured  plates  and  other  illustrations  have  been  introduced  freely  wherever 
it  was  thought  they  might  be  helpful  in  diagnosis.     Most  of  them  arc  original,  but 
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a  few  are  reproduced  from  other  sources,  and  thanks  are  due  to  the  authors  and 
publishers  who  have  kindly  lent  them. 

So  far  as  the  Editor  is  aware,  although  there  exist  indices  of  symptoms,  and 
medical  works  in  which  various  maladies  are  discussed  in  alphabetical  order,  the 
present  Index  of  Differential  Diagnosis  of  Main  Symptoms  is  unique  in  medical 
literature.  It  rests  with  the  medical  profession  to  decide  whether  it  strikes  the 
mark  at  which  it  aims.  There  must  be  room  for  improvement  in  many  respects, 
notwithstanding  the  great  amount  of  time  and  labour  that  have  been  bestowed 
upon  it. 

However  this  may  be,  the  work  undoubtedly  owes  much  of  what  value  it 
possesses  to  the  suggestions  and  kindly  help  of  the  many  contributors  who  have 
assisted  in  its  making  ;  and  to  the  practitioners  and  the  authorities  of  various  insti- 
tutions who  have  generously  lent  the  material  for  many  of  the  illustrations.  Indeed, 
it  is  difficult  to  see  how  the  book  could  have  been  produced  in  its  present  complete- 
ness without  their  willing  collaboration  :  they  are  enumerated  elsewhere,  and  to  all 
of  them  the  Editor  tenders  his  sincere  thanks. 

Criticisms  and  suggestions  are  invited,  and  will  be  received  with  gratitude  by 
the  Editor, 


Herbert    French. 


62,  Wimpole  Street,  LondoUy  W 
March,  1912. 
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ACCENTUATION  OF  HEART  SOUNDS.— It  may  be  that,  without  cardiac  bruit, 
one  or  other  of  the  heart  sounds  is  much  louder  than  it  ought  to  be.  Such  accentuation 
generally  has  important  clinical  significance.  It  is  the  first  sound  that  is  likely  to  be  accen- 
tuated or  prolonged  at  the  impulse  ;  whilst  in  the  second  right,  or  second  and  third  left 
intercostal  spaces  close  to  the  sternum,  it  is  the  second  sound  that  is  likely  to  be  accentuated 
rather  than  the  first.  It  is  very  unusual  to  find  the  first  sound  accentuated  at  the  base 
or  the  second  sound  at  the  impulse,  unless  there  is  at  the  same  time  still  greater  accen- 
tuation of  the  first  sound  at  the  impulse,  and  of  the  second  sound  at  the  base  respectively. 
Hence  the  three  conditions  under  which  accentuation  of  a  cardiac  sound  becomes  clinically 
important  are  :  (1)  When  the  second  sound  is  unduly  loud  in  the  second  right  intercostal 
space  close  to  the  sternum  ;  (2)  When  there  is  accentuation  of  the  second  sound  with 
maximum  oj  intensity  in  the  second  or  third  left  intercostal  space  close  to  the  sternum  ; 
(3)  When  Utereis  accentuation  of  the  first  sound  with  maximum  intensity  at  or  near  the  impulse, 

Aoeentoadoii  of  the  second  sound  with  maximam  intensity  in  the  second  right 
intercostal  space  close  to  the  sternum  nearly  always  indicates  that  the  systemic  blood- 
pressure  is  above  the  normal.  The  latter  can  only  be  determined  with  certainty  by  actual 
measurement  of  the  systemic  blood-pressure  instrumentally.  The  causes  of  the  increase 
will  probably  be  one  or  other  of  the  following  : — 

Age. — Even  healthy  persons  over  fifty  begin  to  show  slight  increase  of  Blood- 
PRKSSL^RE  (p.  81)  ;    and  their  aortic  second  sound  begins  to  get  louder  than  the  first. 

Arteriosclerosis  or  granular  kidney, — ^These  can  be  discussed  together,  because  it 
is  extremely  difiicult  to  tell  where  the  one  ends  and  the  other  begins.  In  both  there  is 
cardiac  hypertrophy,  increase  in  the  blood -pressure,  prolongation  of  the  first  sound  at 
the  impulse,  possibly  a  blowing  systolic  bruit  there,  a  ringing  or  clanging  aortic  second 
sound,  albuminuria,  a  tendency  to  heart  failure  as  time  goes  on,  with  all  its  concomitant 
symptoms,  and  albuminuric  retinitis.  It  is  sometimes  stated  that  the  accentuation  of 
the  aortic  second  sound  is  due  to  local  atheroma  ;  but  this  is  inaccurate,  for  atheroma 
by  itself,  though  it  may  easily  produce  an  aortic  systolic  bruit,  does  not  accentuate  the 
second  sound  ;  and  when  in  the  second  right  intercostal  space  there  is  a  soft  systolic  bruit 
replacing  the  first  sound,  and  a  clanging  second  sound,  the  former  indicates  atheroma  of 
the  aortic  valves,  and  the  latter  arteriosclerosis.  These  two  absolutelv  distinct  vascular 
lesions  often  coincide  in  the  same  patient,  atheroma  affecting  the  aorta,  and  the  coronary 
and  cerebral  arteries,  whilst  arteriosclerosis  affects  the  middle-sized  arteries,  especially 
of  the  splanchnic  area.  There  is  often  extensive  visceral  arteriosclerosis  when  the  radial 
artery  does  not  feel  abnormal  to  the  fingers. 

Accentuation  of  the  second  sound  with  maximum  intensity  in  the  second  or 
third  left  intercostal  space  close  to  the  sternum,  generally  spoken  of  as  accentuation 
of  the  pulmonary  second  sound,  indicates  a  higher  pressure  than  there  should  be  in  the 
pulmonary  circulation,  except  in  children,  in  whom  it  is  not  uncommon  to  find  the  pul- 
monary second  sound  normally  much  louder  than  the  aortic.  The  most  important  cause 
of  pathological  accentuation  of  the  pulmonary  second  sound  is  disease  of  the  mitral  valve  ; 
it  occurs  more  markedly  with  mitral  stenosis  than  with  mitral  regurgitation.  It  may 
sometimes  be  a  marked  feature  of  the  latter,  whether  due  to  organic  changes  in  the  mitral 

D  1 


2  ACCENTUATION    OF    HEART    SOUNDS 

valve  itself,  or  secondary  to  dilatation  of  the  otherwise  normal  orifice  as  the  result  of  heart 
failure  from  aortic  disease,  myocardial  degeneration,  arteriosclerosis,  or  granular  kidney. 
Sometimes,  instead  of  accentuation  of  the  pulmonary  second  sound,  the  latter  may  be 
reduplicated  ;  the  significance  of  its  reduplication  is  identical  with  that  of  its  accentuation, 
the  probable  reason  for  the  reduplication  being  that  when  the  pressure  in  the  pulmonary 
circulation  is  relatively  very  much  above  the  normal,  the  pulmonary  semilunar  valves 
close  sooner  than  the  aortic,  the  first  part  of  the  reduplicated  second  sound  being  due  to 
closure  of  the  pulmonary  valves,  whilst  its  second  part  is  due  to  closure  of  the  aortic  valves. 
The  cause  of  an  accentuated  or  reduplicated  pulmonary  second  sound  will  generally  be 
obvious  if  the  other  cardiac  physical  signs  are  observed  carefully  ;  one  way  in  which  it 
may  have  particular  significance  is  in  distinguishing  between  old  and  recent  changes  in 
the  mitral  valve  ;  when,  for  instance,  a  systolic  and  mid-diastolic  bruit  at  the  impulse  are 
due  to  recent  endocarditis  which  may  possibly  clear  up,  there  is  very  much  less  accentua- 
tion of  the  pulmonary  second  sound  than  there  would  be  if  the  same  bruits  were  due  to 
mitral  stenosis  and  regurgitation  due  to  old  fibrotic  changes.  The  greater  the  accentuation 
of  the  pulmonary  second  sound,  the  greater  tiie  mitral  leakage  or  obstruction. 

Accentuation  of  the  first  sound  at  tlie  impuise  may  have  one  or  other  of  two 
entirely  different  characters  ;  it  may  be  an  accentuation  of  very  short  duration,  difficult 
to  describe  in  words,  though  obvious  enough  when  heard,  and  often  spoken  of  as  a 
^  slapping '  first  sound  at  the  impulse  :  this  is  one  of  the  most  characteristic  physical 
signs  in  many  cases  of  mitral  stenosis.  It  may  occur  when  there  is  neither  a  presystolic 
nor  a  mid-diastolic  bruit,  though  even  when  there  is  a  bruit  the  slapping  character  of  the 
first  sound  is  still  to  be  distinguished.  When  there  is  failure  of  compensation  in  a  mitral 
case,  the  driving  power  of  the  heart  may  become  so  feeble  that  bruits  are  no  longer  audible, 
and  the  heart's  action  is  quite  irregular  ;  in  such  cases,  the  occurrence  of  this  slapping 
character  of  the  first  sound,  clearly  audible  here  and  there  in  an  otherwise  tumbling 
rhythm,  is  highly  suggestive  of  mitral  stenosis. 

The  second  variety  of  accentuation  of  the  first  sound  at  the  impulse  consists  in  its 
being  very  much  longer  than  it  ought  to  be — a  marked  prolongation  of  the  first  sound 
as  distinct  from  there  being  any  bruit.  This  prolongation  is  obvious  enough  when  heard. 
It  indicates  that  there  is  considerable  hypertrophy  of  the  left  ventricle,  and  therefore, 
in  the  absence  of  bruits,  nearly  always  points  to  a  high  blood-pressure  such  as  results  from 
either  arteriosclerosis,  granular  kidney,  or  the  two  combined  ;  it  is  repeatedly  met  with 
in  cases  in  which  there  is  accentuation  of  the  aortic  second  sound  at  the  same  time.  In 
a  person  of  middle  age  or  over,  in  whom  there  is  a  prolonged  first  sound  at  the  impulse 
— sometimes  spoken  of  as  a  '  lumpy '  first  sound — and  a  clanging  aortic  second  sound, 
with  or  without  Albuminuria  (p.  11),  a  diagnosis  of  arteriosclerosis  or  of  granular  kidney 
is  very  probably  correct,  and  instrumental  determination  of  the  blood-pressure  will 
generally  show  that  it  has  risen  from  the  normal  120-150  mm.  Hg  to  something  between 
180  and  300  mm.  Hg,  or  even  more. 

It  is  noteworthy  that  transient  accentuation  of  the  first  sound  at  the  impulse  may 
occur  in  nervous  young  patients  examined  while  their  hearts  are  acting  rapidly  ;  it  vanishes 
in  a  few  minutes  when  the  patient  becomes  less  nervous  and  the  heart  slower.  The 
phenomenon  is  common  in  connection  with  life  insurance  examinations.       Herbert  French. 

ACCOUCHEUR'S  HAND  is  seen  most  characteristically  in  tetany  (Fig.  1),  though 
it  may  also  occur  in  a  few  cases  of  other  spasmodic  neuro-muscular  affections  such  as 
athetosis.  In  a  typical  case,  the  attitude  of  the  fingers  is  almost  pathognomonic.  There 
is  full  extension  of  all  the  fingers  and  of  the  thumb  at  the  interphalangeal  joints,  the  four 
fingers  are  adducted  firmly  towards  the  middle  finger,  so  as  to  form  a  cone,  they  are  semi- 
flexed at  the  metacarpo-phalangeal  joints,  and  the  thumb  is  strongly  adducted  and  opposed 
to  the  cone  of  which  the  middle  finger  forms  the  apex,  or  else  into  the  palm  of  the  hand. 
The  spasmodic  muscular  contraction  seldom  ceases  here,  but  generally  affects  the  rest  of 
the  arm  also,  the  wrist  being  flexed  and  abducted  towards  the  ulnar  side.  The  elbow  is 
flexed  to  a  right  angle,  and  the  arm  rotated  inward  and  adducted  so  as  to  lie  in  contact 
with  the  trunk.  The  affection  is  symmetrical.  The  feet  and  ankles  are  apt  to  show 
similar  spasmodic  contractions,  the  ankle  being  fully  plantar-flexed,  the  toes  and  the  distal 
half  of  the  feet  rotated  inward,  the  knees  extended  rigidly,  and  generally  the  thighs  also. 
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The  contractions  may  be  limited  to  the  hands  and  feet — the  so-called  carpo-pedal  spasm 
— especially  in  the  tetany  of  young  children  suffering  from  rickets  or  from  gastro-intestinal 
disorder  such  as  diarrhoea.  When  adults  are  affected,  the  symptoms  spread  from  the 
limbs  to  the  trunk,  the  whole  body  being  kept  rigidly  extended,  the  paroxysms  lasting 
from  a  few  minutes  to  many  hours,  and  recurring  for  days,  weeks,  or  even  months.  So 
far  as  the  tetany  itself  is  concerned  recovery  is 
invariable,  though  the  patient  may  sometimes 
succumb  to  the  associated  malady,  tetany  itself 
being  generally  not  a  primary  disease  but  a  com- 
plication of  gastric  ulcer,  gastrectasis,  colitis, 
intestinal  fermentation  or  putrefaction,  thyroidec- 
tomy, or  pregnancy.  The  diagnosis  is  seldom 
difficult. 

One   remarkable   feature   of  the  case  is  that       '  }./ 

in  the  intervals  between  the  spasms,  if  the  upper  j.,.,  i._t,,^  ,,^„j  i„  ^^^^^^ 

arm  is  grasped  firmly  between  the  observer's  two 

hands,  and  the  pressure  maintained,  the  hand  and  wrist  may  be  forthwith  sent  into  the 
typical  spasm,  a  sign  described  as  Trousseau's.  If  the  cheek  close  to  the  front  of  the  ear 
is  percussed  gently  but  sharply  from  above  downwards,  the  different  groups  of  muscles 
supplied  by  the  branches  of  the  pes  anserinus  of  the  seventh  nerve  can  be  made  to 
twitch  successively — Chvostek's  sign.  The  muscles  of  the  limbs  often  show  altered 
electrical  reactions  in  that,  though  still  responding  to  faradism,  with  galvanism  A.C.C.  is 
greater  than  K.C.C. — Erb's  sign.  Herbert  French. 

ACETONURIA  denotes  the  occurrence  of  acetone  in  the  urine  in  amounts  to  be 
detected  by  ordinary  clinical  tests.  In  practice  the  laboratory  method  of  distilling  a 
quantity  of  urine  to  get  a  concentrated  solution  of  any  acetone  that  may  be  present  takes 
too  long,  and  yet  without  distillation  it  is  difficult  to  apply  the  iodoform  test  for  acetone. 
An  easier  and  more  useful  plan  is  LegaPs  nitroprusside  test,  or  Rothera's  modification  of  it. 
LegaFs  test  consists  in  taking  5  c.c.  of  urine  in  a  test-tube,  adding  a  few  drops  of  liquor 
soda;,  then  a  few  drops  of  fresh  sodium  nitroprusside  solution,  and  finally  acidifying  with 
strong  acetic  acid.  The  liquor  sodae  causes  no  cfiangc  of  colour,  or  at  most  an  opalescence 
from  the  precipitation  of  phosphates  :  the  sodium  nitroprusside  produces  a  reddish-brown 
colour  in  almost  all  urines  owing  to  the  presence  of  creatinine  ;  if  the  red  colour  is  due  to 
creatinine  only  it  is  discharged  on  adding  acetic  acid,  whereas  when  acetone  is  present 
the  red  deepens  into  a  rich  burgundy  that  is  unmistakable.  Rothera's  modification  of  this 
test  consists  in  adding  a  few  drops  of  fresh  nitroprusside  solution  to  5  c.c.  of  urine,  licpior 
ammonioe  till  the  mixture  is  decidedly  alkaline,  and  then  ammonium  sulphate  crystals 
in  excess  ;  as  the  solution  becomes  saturated  with  the  latter,  a  colour  like  that  of  potassium 
permanganate  develops  if  acetone  is  present,  the  maximum  being  reached  in  about  fifteen 
minutes. 

Acetone  is  often  associated  with  diacetic  acid,  oxvbutvric  acid,  and  amido-oxvbutvric 
acid  ;  the  detection  of  these,  however,  affords  no  clinical  information  that  is  not  afforded 
by  the  acetone  alone,  so  that  it  generally  suflices  to  test  for  the  latter,  and  possibly  for 
diacetic  acid  also.  The  tests  for  the  but>Tie  acids  are  difiicult.  When  these  substances 
are  being  produced,  the  patient  is  said  to  be  suffering  from  acidosis,  the  result  of  unnatural 
metabolism.  Acetonuria  is  indeed  the  chief  practical  evidence  of  acidosis.  It  occurs  in 
the  most  extreme  degree  in  certain  cases  of  diabetes  mellitus  ;  from  the  point  of  view  of 
prognosis  all  eases  of  glycosuria  may  be  divided  broadly  into  two  classes,  namely,  those 
with,  and  those  without,  acetonuria.  The  same  patient  may,  of  course,  be  passing  acetone 
in  his  urine  at  one  time  and  not  at  another  ;  the  prognosis  is  always  graver,  however,  when 
acetone  is  present,  for  it  is  the  acidosis  that  causes  the  serious  results  of  diabetes  and 
glycosuria.  A  patient  without  acetonuria  is  in  no  iiiimediate  danger  of  coma,  whereas, 
when  acetone  is  present  as  well  as  sugar,  coma  may  supervene  at  any  time.  Broadly 
speaking,  once  glycosuria  has  been  diagnosed,  it  is  more  important  to  test  the  urine  for 
acetone  from  time  to  time  than  it  is  for  sugar,  and  that  treatment  which  reduces  the 
acetone  to  a  minimum  is,  generally  speaking,  doing  most  good,  whatever  quantities  of 
sugar  may  be  passed. 
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Acetonuria  may  occur,  however,  without  glycosuria  ;  even  a  healthy  person  who 
is  starved  of  carbohydrate  food  is  apt  to  pass  acetone  and  diacetic  acid  in  the  urine.  This 
explains  why  it  is  that  acetonuria  occurs  in  such  conditions  as  gastric  ulcer  ;  gastric  carci- 
noma ;  gastrectasis ;  cesophagcal  stenosis ;  intestinal  obstruction  ;  cachexia,  whether 
tuberculous,  malignant,  syphilitic  or  malarial  ;  in  cases  of  persistent  vomiting  of  pregnancy  ; 
uraemia  ;  severe  migraine  ;  infantile  diarrhoea  and  vomiting  ;  cyclical  vomiting  of  children 
(p.  765) ;  and  probably  in  many  other  conditions  in  which  there  is  either  actual  or  virtual 
starvation.  The  same  applies  to  surgical  operations  under  anaesthetics — the  patient  is 
often  starved  beforehand,  and  may  then  be  persistently  sick  afterwards  ;  almost  all  patients 
who  have  been  under  a  general  anaesthetic  for  any  length  of  time  have  acetonuria,  and  in 
some  the  acidosis  increases  instead  of  being  transient,  this  being  to  a  large  extent,  perhaps, 
the  pathology  of  so-called  delayed  chloroform  poisoning.  It  may  also  result  from  gross 
intracranial  lesions,  especially  those  of  an  inflammatory  nature  ;  thus,  acetonuria  may 
be  pronounced  even  as  early  as  the  first  two  or  three  days  in  acute  epidemic  cerebro- 
spinal meningitis. 

The  chief  importance  of  acetonuria  therefore  from  a  diagnostic  point  of  view  Jies, 
not  so  much  in  distinguishing  one  disease  from  another,  as  in  detecting  the  existence  of 
acidosis.  The  importance  of  this  from  the  point  of  view  of  prophylaxis  and  treatment 
will  be  obvious  when  it  is  remembered  that  acidosis  does  not  occur  until  the  liver  and  tissues 
have  lost  their  glycogen,  and  that  glycogen  storage  depends  largely  upon  the  ingestion 
of  carbohydrates  either  by  the  mouth,  the  rectum,  or  hypodermically.         Herbert  French. 

ACIDOSIS. — (See  Acetonuria,  p.  8.) 

ACROPARiESTHESIA.— (See  Pain  in  the  Extremity,  Upper,  p.  442.) 

ALBUMINURIA — ^This  term  is  used  to  denote  the  passage  in  the  urine  of  proteid 
that  is  coagulable  on  boiling.  More  than  one  substance  is  included  in  this  sense,  and  there 
are  varying  proportions  of  albumin  and  globulin  in  different  cases.  So  variable  may  be 
the  relative  amounts  of  these,  not  only  in  different  diseases,  but  also  in  different  cases  of 
the  same  disease,  and  in  the  same  patient  at  different  times,  that  little  useful  clinical  infor- 
mation is  to  be  obtained  by  dealing  with  them  separately,  at  any  rate  so  far  as  present 
knowledge  goes.     Nucleo-albumin  (p.  424)  comes  in  quite  a  different  category. 

Although  numbers  of  tests  for  albumin  have  been  devised  and  advocated,  for  clinical 
purposes  there  is  little  need  to  trouble  about  more  than  the  two  common  ones,  namely 
the  acetic  acid  and  boilings  and  the  cold  nitric  acid  tests.  It  is  true  that  each  of  these  has 
fallacies  ;  but  the  latter  are  not  common  to  both,  and  therefore  if  there  is  doubt  in  the 
interpretation  of  one  of  the  two  tests,  it  can  be  confirmed  or  otherwise  by  the  other.  More 
delicate  tests  exist,  but  there  is  such  a  thing  as  too  great  delicacy  in  a  clinical  method. 
One  does  not  want  to  find  albumin  in  minute  traces  where  it  does  not  matter ;  and  it 
seldom  matters  until  its  amount  is  sufiicient  to  give  both  the  common  tests. 

The  Acetic  Acid  and  Boiling  Test. — A  test-tube  three  parts  full  of  urine — cleared 
by  filtration  if  need  be — is  held  by  its  lower  end  whilst  its  upper  part  is  heated  carefully 
to  boiling  point.  It  is  best  not  to  add  any  acetic  acid  before  boiling  unless  the  specimen 
is  distinctly  alkaline,  in  which  case  it  may  be  just  acidulated  with  a  drop  of  acetic  acid. 
After  boiling,  the  tube  should  be  held  in  a  good  surface-light  against  a  dark  background, 
such  as  the  sleeve  of  one's  coat  ;  any  opalescence  will  be  obvious,  and  there  may  be  a  dense 
white  cloud.  Except  in  rare  cases  of  Bence-Jones  albumosuria  (p.  16),  this  will  be  due 
to  one  or  more  of  three  things,  namely,  calcium  and  magnesium  phosphate,  calcium  car- 
bonate, or  coagulated  albumin.  One,  two,  or  more  drops  of  acetic  acid  solution  (B.P.)  are 
now  added  ;  if  the  cloud  disappears  entirely,  quickly,  and  at  once,  it  was  due  to  earthy 
phosphates,  and  no  albumin  is  present ;  if  it  disappears  entirely  but  with  brisk  efferves- 
cence, the  latter  is  due  to  calcium  carbonates  amongst  the  phosphates,  and  no  albumin  is 
present ;  if,  on  the  other  hand,  the  cloud  clears  up  but  partially,  or  remains  unaltered,  or 
actually  increases  and  becomes  more  flocculent,  albumin  is  almost  certainly  present.  There 
is  only  one  serious  fallacy  remaining,  and  that  is  in  regard  to  nucleo-proteid  ;  this  is  preci- 
pitated by  acetic  acid,  and  it  is  possible  for  a  cloud  of  phosphates  to  be  cleared  up  by  the 
latter  and  yet  for  a  faint  cloud  of  nucleo-proteid  to  come  down  in  the  place  of  the  phosphates 
in  such  a  way  as  to  suggest  that  the  original  cloud  was  not  wholly  soluble  in  the  acid,  and 
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therefore  that  albumin  is  present  when  it  is  not.  There  are  three  ways  of  obviating  this 
source  of  fallacy  :  the  first  is  to  add  a  single  drop  of  dilute  non-fuming  nitric  acid  to  the 
suspicious  cloud  that  remains  after  adding  the  acetic  acid  ;  if  it  is  due  to  albumin  it  will 
persist  or  even  increase,  whilst  if  it  is  due  to  nucleo-proteid  the  nitric  acid  will  disperse 
it ;  the  second  is  to  perform  the  cold  nitric  acid  test  for  albumin  as  described  below — 
nucleo-proteid  will  not  give  a  definite  localized  white  ring  with  it ;  and  thirdly,  a  control 
test  may  be  done,  acetic  acid  being  added  to  another  specimen  of  the  urine  without  boiling, 
and  the  cloud  due  to  any  nucleo-proteid  present  compared  with  the  cloud  in  the  Acidulated 
and  boiled  specimen. 

Hdler'8  Cold  Nitric  Add  Test. — About  an  inch  and  a  half  of  urine  is  poured  into 
a  test-tube,  the  latter  is  held  much  inclined,  and  colourless  nitric  acid  is  allowed  to  flow 
gently  down  the  side  until  about  one-third  as  much  as  the  urine  has  been  added.  The 
nitric  acid  is  heavier  than  urine  and  goes  to  the  bottom  ;  if  albumin  is  present  a  white 
ring  forms  at  the  junction  of  the  two  fluids.  Some  prefer  to  pour  the  nitric  acid  into  the 
test-tube  first,  and  then  add  the  urine  with  a  pipette.  It  is  important  not  to  shake  the 
tube,  or  the  nitric  acid  and  urine  will  mix  and  there  will  be  no  dcfmite  junction  line  between 
them.  Fuming  nitric  acid  must  be  avoided  because  the  nitrous  oxide  fumes  decompose 
the  urea  and  the  resultant  bubbles  mix  the  fluids  ;  sometimes  there  is  bubbling  even  when 
the  nitric  acid  is  colourless,  in  which  case  this  is  due  tc  CO.^  set  free  from  carbonates.  The 
test  is  very  delicate ;  if  any  large  quantity  of  albumin  is  present,  the  ring  appears  at  once ; 
if  there  is  only  a  trace,  the  white  ring  may  not  appear  for  a  little,  and  the  tube  should  be 
set  aside  and  looked  at  again  in  a  few  minutes.  Broadly  speaking  it  takes  three  minutes 
for  it  to  develop  when  the  amount  of  albumin  is  1  part  in  30,000.  This  test  is  open  to 
more  fallacies,  however,  than  the  acetic  acid  and  boiling  test,  so  that  it  should  not  be 
trusted  to  alone  unless  it  is  negative.  In  concentrated  urines  it  is  common  to  get  a  dark- 
brown,  reddish-brown,  or  violet-brown  ring  of  colour  at  the  junction  ;  this  is  nothing  to 
do  with  albumin  ;  it  is  generally  most  marked  in  cases  of  Indicanuria  (p.  314).  White 
rings,  more  or  less  like  that  due  to  albumin,  may  also  be  due  to  any  of  the  following  : — 

1.  Resin. — If  the  patient  is  taking  copaiba  or  other  similar  drug,  enough  of  the  resin 
may  be  excreted  in  the  urine  to  form  a  diffuse  white  cloud  above  the  nitric  acid.  This 
fallacy  is  best  avoided  by  bearing  it  in  mind  and  checking  the  nitric  acid  test  by  the  heat 
test ;   this  latter  safeguard  applies  to  all  cases  of  suspected  albuminuria. 

2.  Albumoses. — ^These  generally  occur  in  association  with  albumin  ;  should  they 
occur  alone  the  ring  will  disappear  with  warming,  to  reappear  with  cooling,  and  there  will 
be  no  cloud  with  the  heat  test. 

3.  Bence-Jones^s  Albumose. — ^This  occurs  without  albumin,  gives  a  white  ring  with 
nitric  acid  that  disappears  on  warming,  to  reappear  on  cooling  ;  with  the  heat  test,  a 
dense  cloud  appears  about  60°  C,  to  disappear  on  further  heating  to  boiling-point  (p.  16). 

4.  Nucleo-albumin, — ^The  ring  with  this  is  not  in  contact  with  the  nitric  acid,  but 
higher  up,  and  diffuse  ;  it  may  be  a  real  difliculty  in  diagnosis  from  albumin,  for  it  is  also 
precipitated  by  acetic  acid,  and  may  therefore  give  a  haze  with  the  boiling  test  (see  above). 

5.  Urates. — ^These  may  form  a  cloud  near  the  nitric  acid  if  the  urine  is  very  concen- 
trated ;  the  cloud  will  disappear  on  gentle  warming,  to  reappear  on  cooling,  so  that  it 
may  also  be  mistaken  for  albumose  ;  the  fallacy  may  be  avoided  by  diluting  the  urine 
with  plain  water  before  the  nitric  acid  test  is  employed. 

6.  Urea  Nitrate. — If  the  urine  contains  a  large  percentage  of  urea  a  crystalline  deposit 
of  urea  nitrate  may  form  at  the  junction  ;  as  a  rule  the  crystalline  nature  of  the  ring  is 
obvious  on  inspection  ;  but  in  case  of  doubt  the  urine  should  be  diluted  and  the  test 
repeated. 

It  does  not  matter  which  test  is  most  relied  upon  when  the  result  is  negative  ;  but 
before  the  positive  deduction  that  a  urine  contains  albumin  is  drawn,  both  the  acetic  acid 
and  boiling,  and  the  cold  nitric  acid  tests,  should  be  positive. 

In  arriving  at  a  diagnosis  of  the  precise  cause  of  albuminuria  in  any  given  case,  it  is 
essential  that  a  microscopical  examination  of  the  centrifugalized  deposit  from  the  urine  should 
be  made.  Whatever  else  may  be  found,  the  first  question  to  be  answered  is  :  Are  renal 
tube-casts  present  as  well  as  albumin,  or  not  ?  All  cases  of  albuminuria  may  be  divided 
into  two  main  groups,  namely  :  (I)  Cases  with  renal  tube-casts  ;  (II)  Cases  without  renal 
tube-casts. 
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Renal  Tube-casts. — When  one  speaks  of  renal  tube-easts,  however,  one  has  to  bear 
in  mind  that  modern  methods  of  centrifugaHzing  witli  electrically-driven  machinery  have 
reached  such  perfection  that  hardly  anything  that  a  specimen  of  urine  contains  escapes 
detection  ;  technique  has  become  almost  too  perfect ;  for  when  clinical  methods  become 
too  delicate  they  begin  to  lose  some  of  their  clinical  value.  The  result,  in  connection  with 
casts,  is  that  even  in  a  great  many  normal  urines  an  occasional  renal  tube-cast  and  an 
occasional  red  blood  corpuscle  are  found  ;  therefore  when  one  speaks  of  cases  of  "  albumin- 
uria with  tube-casts,*"  one  means  ''  with  enough  renal  tube-casts  to  be  pathological."  The 
observer  learns  from  experience  to  know  when  the  *  occasional '  tube-cast  is  inside  or 
outside  the  normal  limits.  More  than  one  examination  may  be  required,  and  the  urine 
should  be  as  fresh  as  possible,  for  casts  disintegrate  on  standing,  especially  in  hot  weather 
and  in  alkaline  urines. 

Renal  tube-casts  are  of  various  sorts  (Plate  /),  and  a  certain  amount  of  help  can  be 
derived  from  a  knowledge  of  the  particular  kinds  of  casts  present  in  a  given  case.  Their 
matrix  or  foundation  is  a  structureless  material  whose  origin  is  obscure,  though  thought 
to  be  due  to  some  kind  of  proteid  coagulation.  Sometimes  the  casts  consist  of  this 
structureless  matrix  only,  and  according  as  they  are  then  less  or  more  highly  refract ile. 
they  are  spoken  of  as  hyaline  casts  or  waxy  casts  respectively.  The  hyaline  is  commoner 
than  the  waxy,  but  neither  is  characteristic  of  any  particular  disease.  Embedded  in  the 
hyaline  matrix  there  may  be  various  substances  or  structures  ;  and  according  to  the  main 
features  of  the  embedded  substances  the  casts  receive  different  descriptive  names.  If 
renal  epithelial  cells  predominate,  the  cast  is  an  epithelial  cast ;  if  leucocytes  or  pus  corpuscles, 
a  leucocytic  cast ;  if  red  blood  corpuscles,  a  blood  cast ;  if  bacteria,  bacterial  casts  ;  if  fat 
globules,  probably  derived  from  degenerated  renal  cells  or  leucocytes,  fatty  casts  ;  if  non- 
fatty  granular  d6bris,  granular  casts.  It  is  not  at  all  uncommon  to  find  a  long  cast  which 
in  one  part  is  simply  hyaline,  at  one  end  is  granular,  and  at  the  other  epithelial — a  mixed 
cast.  Upon  the  whole  one  may  say  that  the  hyaline  cast  occurs  in  all  forms  of  nephritic 
conditions,  whether  acute  or  chronic  ;  that  epithelial  and  leucocytic  casts  indicate  active 
catarrh  ;  that  granular  casts  tend  to  occur  along  with  epithelial  casts,  but  that  when  they 
occur  alone  or  in  association  with  hyaline  casts  they  are  evidence  of  at  least  less  acute 
mischief  than  are  epithelial  casts  ;  whilst  fatty  casts  come  between  the  two.  Blood  casts 
may  occur  in  almost  any  variety  of  renal  haemorrhage,  and  by  themselves  they  are  not 
evidence  of  inflammation,  though  in  association  with  other  casts  they  indicate  very  acute 
innammatory  changes. 

I.~ALBUMINURIA    WITH    RENAL    TUBE-CASTS. 

When  it  has  been  decided  that  there  are  a  pathological  number  of  renal  tube  casts 
as  well  as  albumin  in  the  urine,  it  is  almost  certain  that  there  is  an  inflammatorv  lesion 
of  the  kidney.  The  next  step  in  the  diagnosis  is  to  decide  by  microscopical  examination 
whether  pus  is  present  also  ;  in  other  words,  the  cases  may  be  subdivided  into  two  main 
sub-groups,  namely  :  (A)  Albuminuria  with  renal  tube-casts  without  obvious  pus  ;  and 
(B)  Albuminuria  with  renal  tube  casts  and  obvious  pus.  There  are  border-line  cases  in 
which  leucocytes  are  present  in  excess,  and  yet  not  in  suflicient  numbers  to  constitute 
pus  ;  other  points  about  such  a  case  will  generally  lead  one  to  decide  whether  it  comes 
in  the  apyuric  or  in  the  pyuric  group.  The  differential  diagnosis  of  the  latter  is  discussed 
under  Pyuria  (p.  574),  so  that  it  only  remains  here  to  discuss  : — 

(A)  The  Differential  Diagnosis  of  Albuminuria  xvith  Tube-casts  without  Obvious  Pus. — 
The  causes  of  this  condition  may  be  classified  as  follows  : — 

1.  The  Various  Forms  of  Brights  Disease: — 

(a)  A  primary  acute  nephritis. 

(b)  An  acute  exacerbation  upon  an  underlying  chronic  nephritis. 

(c)  Chronic  nephritis  of  young   people  :    (i)   Arising  out   of  a  known   attack  of 

acute  nephritis  ;    (ii)  Arising  without  any  known  previous  attack  of  acute 
nephritis. 

(d)  Chronic  nephritis  of  old  people  :    (i)  cirrhosis  of  the  kidneys  ;    (ii)  Arterio- 

sclerosis, 
(c)  Cystic  disease  of  the  kidneys. 

2.  Nephritis  of  Pregnancy. 
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3.  Chronic  Aseendlng  Nephritis,  leading  to  scarred  contracted  kidneys,  the  result  of 

(fi)  Obstruction  to  urine  outflow  by  : — 
(i)  Urethral  stenosis. 

(ii)  Enlarged  prostate. 

(iii)  Displacement  of  the  womb. 

(iv)  Fibromyoma,  ovarian  cyst,  or  other  pelvic  tumour. 

(v)  Pregnancies. 

(vi)  Undue  mobility  of  the  kidney  and  kinking  of  the  ureter. 

(vii)  Rarities,  such  as  abdominal  aneurysm  obstructing  a  ureter. 
(b)  Irritation  ascending  from  the  pelvis  of    the  kidney,  the  result  especially  of 

calculus,  but  also  sometimes  of  chronic  tuberculous  lesions. 

4.  Lardaceous  Disease  of  the  Kidneys. 

5.  Infaretion  of  the  Kidneys,  especially  when  the  result  of  embolism  in  cases  of 
fungating  endocarditis  ;    but  also  due  to  thrombosis,  as  in  some  blood  diseases. 

6.  Tluromiiosis  of  the  inferior  vena  cava  involving  the  renal  veins. 

7.  New  Growth  of  the  Kidney,  some  cases. 

In  many  cases  the  diagnosis  soon  becomes  obvious,  but  in  some  there  may  be  great 
dirPiculty.     The  two  following  may  serve  to  illustrate  how  such  difficulties  may  arise  : 

A  patient  of  middle  age,  who  had  not  been  strong  for  a  long  time,  began  to  suffer  from 
cedema  of  the  ankles,  which  increased  rapidly  and  spread  to  her  legs,  thighs,  genital  organs, 
and  back.  Within  a  few  days  her  abdomen  began  to  swell,  and  she  began  to  pass  very 
little  water,  the  colour  of  blood.  Upon  examination  the  urine  had  a  sp.  gr.  of  1030.  was 
loaded  w^ith  albumin  and  blood,  and  microscopically  there  was  an  abundance  of  red 
corpuscles,  renal  epithelial  cells,  leucocytes,  and  epithelial,  fatty,  granular,  and  blood 
casts,  without  pus,  crystals,  or  bacteria.  It  seemed  almost  obvious  that  she  must  be 
suffering  from  acute  Bright's  disease  ;  but  there  was  no  cpdema  of  the  eyelids,  and  there 
was  definite  enlargement  of  the  left  supraclavicular  lymphatic  gland  ;  the  discovery  of 
the  latter  led  to  a  very  careful  examination  for  malignant  disease  ;  and  a  latent  and  quite 
unsuspected  carcinoma  of  the  rectum  was  found.  The  diagnosis  was  carcinoma  recti, 
secondary  deposits  in  the  retroperitoneal  glands,  obstruction  and  thrombosis  of  the  inferior 
vena  cava  and  of  the  renal  veins,  with  conse(|uent  albuminuria,  hematuria,  and  renal 
tube-casts  from  asphyxial  nephritis,  simulating  acute  Bright\s  disease. 

Another  case  was  that  of  a  girl  of  ICi,  suffering  from  increasing  anosmia,  shortness  of 
breath,  cedema  of  her  ankles  and  face,  and  slight  pyrexia.  The  heart  was  a  little  enlarged, 
and  there  were  soft  systolic  bruits  that  were  regarded  as  secondary  to  the  ansemia.  The 
urine  contained  blood  and  albumin,  with  renal  epithelial  cells  and  tube-easts  in  abundance. 
Ascites  developed,  with  increasing  general  oedema  ;  there  were  also  retinal  hiemorrhages 
ami  neuro-retinitis.  The  diagnosis  of  acute  nephritis,  however,  was  only  in  small  degree 
correct  ;  for  she  was  really  suffering  from  malignant  endocarditis  of  a  subacute  type, 
the  nephritis  being  due  to  infected  emboli  of  the  kidney  producing  inflammatory  changes 
around  multiple  renal  infarcts. 

These  cases  will  serve  to  show  how  it  may  be  impossible  to  arrive  at  a  correct  diagnosis 
except  by  thorough  examination  of  all  the  systems,  by  watching  the  case  carefully,  and 
by  repeating  the  full  systemic  examination  at  intervals.  We  will  now  deal  with  the 
headings  in  the  above  table  in  their  reversed  order. 

If  there  is  New  Growth  in  a  kidney  the  number  of  renal  tube-casts  is  likely  to  be 
small  :  sooner  or  later  a  microscopic  fragment  of  new  growth  may  be  detected  in  the  centri- 
fugalized  urinary  deposit.  Albuminuria  will  not  be  extreme  unless  the  renal  veins  and 
the  inferior  vena  cava  become  involved  (Fig.  30 1-,  p.  750),  the  same  applying  also  to  the 
crdema  of  the  legs  and  trunk  ;  hiematuria  is  likely  to  occur  at  intervals,  the  attacks  being 
separated  by  many  weeks  sometimes,  and  being  relatively  painless  ;  there  may  be  an  in- 
creasing renal  tumour  ;  cystoscopic  examination  may  show  blood-stained  urine  (see  Plate 
\l\  Fig.  A,  p.  282)  coming  from  one  ureter  only  :  and  finally,  when  suspicion  of  new  growth 
has  lx»en  aroused,  laparotomy  may  be  indicated  and  the  diagnosis  confirmed  thereby. 

Thrombosis  of  the  Renal  Veins  and  Inferior  Vena  Cava  has  been  referred  to 
above  as  a  condition  that  may  simulate  acute  nephritis.  Points  to  lay  stress  on  in  arriving 
at  the  diagnosis  are  :    (1)  To  make  a  vcr>'  careful  and  systematic  examination,  including 
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that  of  rectum  and  vagina,  in  order  not  to  miss  anything,  such  as  some  latent  growtli  whose 
secondary  deposits  are  obstructing  the  veins  ;  (2)  To  enquire  carefully  into  the  history 
— many  cases  of  inferior  vena  caval  thrombosis  are  due  to  extension  upwards  from  iliac 
or  saphenous  clots,  in  which  case  there  will  nearly  always  have  been  swelling  of  one  leg 
only  to  start  with,  followed  later  by  extension  to  the  back  and  to  the  other  leg  ;  (3)  To 
note  that  although  the  cedema  of  the  legs  and  back  may  be  extreme,  there  is  a  deflnite 
upper  level  to  it  and  no  swelling  of  the  eyelids  or  scalp  ;  and  (4)  To  note  that  if  there  are 
any  distended  or  varicose  veins  upon  the  abdominal  wall  (see  Veins,  Vaiiicgse  Abdominal, 
Fi^.  S03,  p.  749),  the  current  in  them  has  become  reversed — ^to  being  from  below 
upwards  instead  of  from  above  downwards. 

Infarction  of  the  Kidneys  may  be  either  embolic  or  thrombotic.  The  commonest 
cause  of  embolic  renal  infarction  is  fungating  endocarditis.  Each  embolus  gives  rise  to 
the  sudden  appearance  of  blood  in  the  urine  which  may  have  contained  none  previously, 
or  to  increase  in  any  existent  hsematuria  ;  there  may  or  may  not  have  been  a  sudden  pain 
in  the  back  at  the  same  time.  Around  each  infarct  acute  nephritis  develops,  so  that  in 
some  cases  all  the  characters  of  the  latter  malady  may  be  superposed  upon  those  of  the 
fungating  endocarditis.  If  the  patient  is  already  known  to  have  heart  disease  the  diagnosis 
is  easy  enough  ;  the  difficulties  arise  in  cases  in  which,  notwithstanding  the  endocarditis, 
there  is  no  bruit.  If  fungating  endocarditis  is  suspected,  the  points  that  confirm  the 
diagnosis  are  those  mentioned  on  p.  34. 

Thrombotic  infarcts  are  less  severe  in  their  effects  ;  they  may  produce  no  hsematuria 
at  all,  and  the  albuminuria  may  be  slight,  and  unaccompanied  by  tube-casts.  They 
generally  arise  in  cachetic  conditions,  or  in  blood  diseases  such  as  leukaemia  or  pernicious 
anaemia,  in  which  cases  the  diagnosis  will  be  arrived  at  on  other  grounds,  albuminuria 
not  being  the  prominent  feature  of  the  case. 

Lardaceous  Disease  of  tlie  Kidneys  used  to  be  common  in  the  days  oi  septic 
surgery,  but  it  is  uncommon  now.  It  is  a  risky  diagnosis  to  make,  therefore,  unless  there 
is  some  obvious  cause  for  it,  such  as  long-standing  suppuration  in  association  with  a  spinal, 
hip-joint,  or  empyema  sinus,  bronchiectasis,  phthisis  with  cavitation,  or  the  like  ;  or  clear 
evidence  of  tertiary  syphilis  with  cachexia.  There  is  nothing  characteristic  about  the 
urine.  In  the  earlier  stages  there  may  be  but  a  trace  of  albumin  in  an  otherwise  normal 
urine  ;  later,  the  albumin  increases  and  it  may  reach  very  large  amounts,  such  as  20  parts 
per  1000,  casts  being  very  few  in  proportion,  the  total  amount  of  urine  increased,  its  colour 
pale,  and  its  sp.  gr.  low — 1005  to  1012  ;  later  still,  possibly  as  the  result  of  superposed 
nephritis,  the  amount  of  urine  falls  until  only  a  few  ounces  may  be  passed  each  day,  of 
high  colour  and  sp.  gr.  1020  to  1035,  loaded  with  albumin,  and  now  containing  hyaline, 
waxy,  granular,  fatty,  and  epithelial  casts.  Lardaceous  casts  may  or  may  not  occur,  but 
they  are  not  diagnostic,  for  they  have  also  been  found  in  cases  of  nephritis  without  lardaceous 
disease.  Indeed,  the  diagnosis  of  lardaceous  kidney  resolves  itself  into  one  of  guesswork 
in  a  case  in  which  there  has  been  prolonged  suppuration  or  severe  syphilis  to  give  rise  to 
it,  and  in  which  there  may  be  smooth  firm  enlargement  of  the  liver,  moderate  enlargement 
of  the  spleen,  and  more  or  less  severe  diarrhoea,  to  indicate  corresponding  lardaceous 
change  in  the  other  organs  that  are  generally  affected  at  the  same  time  as  the  kidneys. 

Clironic  Ascending  Nepliritis  arises  from  precisely  the  same  causes  as  acute  ascending 
nephritis  or  surgical  kidney,  and  probably  results  from  recurrent  focal  inflammations 
which  heal,  with  the  result  that,  in  the  course  of  months  or  years,  the  kidneys  arc  con- 
verted into  a  mass  of  irregular  fibrotic  scars  which  together  produce  the  same  local  and 
general  changes  and  effects  as  are  found  in  cases  of  ordinary  red  granular  contracted  kidney. 
It  is  important  to  bear  in  mind  that  any  cause  of  prolonged  obstruction  to  the  urine 
outflow  may  cause  granular  kidney  with  albuminuria,  without  pus  but  with  casts,  in  a 
pale  abundant  urine  of  low  specific  gravity.  Tlie  diagnosis  will  generally  be  obvious 
when  the  obstruction  is  due  to  urethral  stricture  ;  it  is  more  apt  to  be  overlooked  in 
other  cases,  though  if  one  bears  in  mind  the  causes  mentioned  in  the  list  above,  the 
methods  of  diagnosis  will  generally  be  clear.  One  would  only  mention  in  particular  that 
uterine  tumours  or  displacements  are  a  very  common  cause  for  slight  albuminuria  and  a 
few  renal  tube-casts  in  women  ;  and  that  in  men  of  sixty  and  over  enlargement  of  the 
prostate  causes  a  precisely  similar  condition  long  before  there  is  any  definite  pyuria. 

Pregnancy  Nepliritis  is  sometimes  spoken  of  as  though  it  were  altogether  different 
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from  nephritis  of  the  Bright^s  disease  type  in  general.  I  do  not  subscribe  to  this  view. 
I  hold  that  Brigbt's  disease  has  many  different  causes  and  many  different  types.  It  may 
be  due  to  scarlet  fever,  in  which  case  it  is  very  possibly  streptococcal ;  it  may  be  due  to 
pneumonia  or  empyema,  in  which  cases  it  may  be  pneumococcal  ;  it  may  be  due  to 
various  other  micro-organisms  ;  it  occurs  in  some  cases  of  cholera,  and  in  severe  secondary 
syphilis  ;  it  is  frequent  in  malaria,  especially  the  quartan  type  ;  it  may  be  due  to  chemical 
substances  such  as  turpentine,  cantharides,  or  oxalic  acid  ;  it  very  often  seems  to  come 
on  from  no  known  cause  at  all,  though  in  such  cases  there  must  be  a  microbial  or  other 
cause  that  is  not  discovered  ;  it  may  be  due  to  pregnancy,  in  which  case  it  is  ascribed  to 
unknown  toxins.  In  all  these  cases  the  types  of  reaction  on  the  part  of  the  kidney  are 
similar,  and  one  can  only  regard  pregnancy  nephritis  as  a  variety  of  non-suppurative 
nephritis  in  general.  Very  likely  it  is  only  a  matter  of  degree  whether  it  is  non-suppurative 
or  merges  into  the  type  in  which  there  is  pyuria  as  well  as  albuminuria — pyelitis  of  preg- 
nancy. Pregnancy  may  cause  a  primary  acute  nephritis,  which  may  recover  either  com- 
pletely, or  but  partially  and  persist  as  chronic  nephritis  ;  or  may  seem  to  recover  when  in 
reality  it  is  merely  latent,  or  even  slowly  and  insidiously  progressive  ;  it  may  produce 
what  seems  to  be  a  primary  acute  nephritis  which  is  really  but  an  exacerbation  superposed 
upon  a  chronic  nephritis  that  has  been  unsuspected  ;  and  very  possibly  it  may  produce 
nephritic  changes  which  are  not  associated  with  definite  symptoms  at  the  time,  but  which 
ultimately  result  in  what  is  spoken  of  as  chronic  interstitial  nephritis.  When,  therefore, 
albuminuria  with  renal  tube-casts,  but  without  pyuria,  occurs  during  pregnancy,  it  matters 
little  what  name  is  given  to  the  condition,  provided  it  is  realized  that  just  the  same  diffi- 
culties offer  themselves  here  as  in  Bright*s  disease  in  general,  in  arriving  at  a  conclusion 
as  to  whether  the  renal  lesion  is  acute,  chronic,  or  acute  on  chronic. 

Varloas  Forms  of  Brlght's  Disease. — Of  all  these,  the  hardest  to  diagnose  with 
certainty  is  primary  acute  nephritis  in  the  adult.  The  majority  of  adult  cases  that  are 
labelled  acute  Bright's  disease  are  really  suffering,  not  from  primary  acute  nephritis,  but 
from  an  acute  exacerbation  upon  the  top  of  already  existent  but  possibly  latent  chronic 
nephritis.  The  difficulty  is  to  arrive  at  the  diagnosis  between  these  two,  particularly 
since  many  of  the  points  mentioned  in  text-books  as  occurring  in  acute  nephritis  are  really 
due,  not  to  the  acute  attack,  but  to  the  subacute  or  chronic  renal  lesion  which  has,  until 
then,  been  unsuspected. 

The  best  examples  of  primary  acute  nephritis  are  to  be  seen  in  cases  that  are  already 
under  observation  for  some  other  disease,  notably  scarlet  fever  or  lobar  pneumonia.  Some- 
times the  onset  of  the  nephritis  is  indicated  by  general  cudenm,  especially  of  the  eyelids 
and  face,  ankles,  genital  organs,  and  loins  ;  but  it  cannot  be  insisted  upon  too  strongly 
that  oedema  is  not  essential,  many  cases  of  acute  nephritis  having  no  oedema  at  all,  especi- 
ally if  the  patient  is  already  in  bed  when  the  kidney  inflammation  begins,  as  in  scarlatina 
cases.  If  the  urine  were  not  examined  the  renal  lesion  would  often  escape  recognition 
altogether  ;  and  there  can  be  no  doubt  that  many  cases  of  primary  acute  nephritis  do 
escape  recognition  in  this  way,  coming  under  observation  later  when  they  present  symptoms 
of  chronic  nephritis,  or  an  acute  exacerbation  on  chronic  nephritis. 

The  essential  point  in  the  diagnosis  is  urine  examination.  According  to  the  severity 
of  the  nephritis  there  will  be  more  or  less  diminution  in  the  total  daily  quantity  ;  it  is 
common  for  less  than  20  oz.  to  be  passed  in  the  twenty-four  hours,  and  often  the  amount 
falls  to  10  oz.,  5  oz.,  or  even  to  none  at  all  for  a  while.  The  specific  gravity  is  raised  to 
1025,  1030,  or  even  to  1035,  but  rarely  to  1040.  The  reaction  is  generally  acid  at  first, 
but  it  soon  becomes  alkaline  on  standing.  The  colour  is  extremely  variable,  according 
as  little  or  much  blood  is  present  ;  sometimes  it  is  almost  normal  or  merely  that  of  a  con- 
centrated urine  ;  more  often  there  is  some  tinging  with  blood,  varying  from  bright  red 
to  brownish,  brown,  brown-black,  or  to  that  peculiar  blackish  tint  which  is  described  as 
smoky.  There  is  a  general  cloudiness  of  the  specimen,  and  on  standing  it  deposits  a  heavy 
sediment  which  often  has  a  dark  brownish  tint  owing  to  the  phosphates  carrying  the  blood 
pigment  with  them.  Microscopically,  the  centrifugalized  deposit  consists  partly  of 
amorphous  debris  due  to  earthy  phosphates,  and  to  the  disintegration  of  cells  and  tube- 
casts  :  and  one  expects  to  find  an  abundance  of  red  corpuscles,  renal  epithelial  cells,  vari- 
able numbers  of  epithelial,  fatty,  granular,  hyaline,  and  blood-casts,  an  excess  of  leucocytes, 
an  occasional  crystal  of  calcium  oxalate  or  uric  acid,  and  irregular  granular  masses  which 


10  ALBUMINURIA 

are  not  definitely  tube-casts.  It  is  noteworthy,  however,  that  in  the  very  acute  stages 
there  may  be  no  tube-casts,  though  shed  renal  epithelial  cells  are  abundant ;  in  such  a 
case  tube-casts  will  show  themselves  in  a  few  days.  It  is  important  that  e?ich  specimen 
should  be  examined  as  fresh  as  possible,  owing  to  the  tendency  of  casts  and  cells  to  dis- 
integrate on  standing.  In  addition  to  red  corpuscles  there  is  often  much  free  haemoglobin ; 
the  tincture  of  guaiacum  test  will  be  positive,  and  the  spectroscope  will  show  the  bands 
of  oxyhsemoglobin  or  of  methaemoglobin.  Coagulable  proteid  is  generally  present  in 
abundance,  the  proportions  of  globulin  and  albumin  varying  greatly,  but  together  amount- 
ing to  anything  between  2  and  20  parts  per  thousand — often  about  15  parts  per  thousand 
at  first,  rapidly  dropping  to  less  after  the  first  few  days  of  treatment,  until  at  the  end  of 
from  a  fortnight  to  a  month  it  may  be  1  part  per  thousand  or  less,  or  even  absent 
altogether.  In  a  few  cases,  however,  there  is  very  little  coagulable  proteid  but  an 
abundance  of  albumose,  so  that  the  boiling  test  gives  but  a  faint  cloud,  whilst  the  nitric 
acid  test  yields  a  dense  white  ring,  soluble  on  warming,  to  reappear  on  cooling.  There 
is  generally  an  excess  of  nucleo -proteid  also.  The  urea,  chlorides,  and  phosphates  all 
fall  below  the  normal  totals,  though  their  percentages  may  be  increased  if  the  urine  is 
very  concentrated. 

With  this  condition  of  urine  there  will  be  little  doubt  as  to  the  presence  of  acute 
nephritis  ;  the  only  question  then  is  whether  it  is  primar>%  or  an  exacerbation  upon  chronic 
nephritis.  The  former  is  probable  if  it  is  known  that  the  urine  was  free  from  albumin  up 
to  the  time  of  the  attack,  if  the  patient  is  known  to  have  suffered  recently  from  scarlet 
fever,  pneumonia,  diphtheria,  secondary  syphilis,  or  some  other  similar  fever  ;  if  the  heart 
is  of  normal  size  and  its  sounds  natural,  the  blood-pressure  natural,  and  the  retime  healthy. 
It  may  be  that  the  patient  himself  may  have  been  exposed  to  scarlatinal  infection,  and 
without  having  had  the  rash  may  develop  nephritis  ;  the  association  of  peeling  of  the 
skin,  or  recent  sore  throat  with  enlarged  glands  in  the  neck,  or  otitis  media,  might  suggest 
the  diagnosis  in  these  mild  cases  of  scarlatina,  though  sometimes  acute  nephritis  in  a  child 
mav  Jt)e  the  sole  evidence  of  the  disease.  The  course  of  the  maladv  will  also  assist  the 
diagnosis  ;  the  albuminuria  of  primary  acute  nephritis  may  clear  up  entirely  in  from  a 
fortnight  to  six  weeks,  though  in  unfavourable  cases  it  persists  and  chronic  nephritis 
develops  out  of  the  acute.  If,  on  the  other  hand,  it  is  found  that,  in  a  case  of  apparently 
recent  acute  nephritis,  with  general  oedema,  haematuria,  and  the  other  urinary  changes 
described  above,  there  is  cardiac  hypertrophy,  w^ith  a  prolonged  lumpy  first  sound  at  the 
impulse,  a  ringing  aortic  second  sound,  a  blood -pressure  of  more  than  150  mm.  Ilg,  and 
possibly  albuminuric  retinitis,  the  probability  is  that  the  acute  nephritis  is  net  primary, 
but  an  acute  exacerbation  of  an  unsuspected  chronic  nephritis.  There  is  often  a  history 
of  former  scarlet  fever  or  of  syphilis  in  such  cases  ;  the  patients  may  be  of  any  age,  from 
childhood  to  past  middle  life.  If  the  patient  survives,  one  or  other  of  two  conditions 
usually  results  :  either  the  albuminuria,  the  scanty  urine,  and  the  tube-casts  persist,  whilst 
the  patient  remains  waterlogged  until  the  end  comes  in  a  few  weeks  or  months,  or  else 
the  acute  exacerbation  subsides  and  the  clinical  characters  of  chronic  nephritis  remain. 

Some  of  these  cases,  but  by  no  means  all  of  them,  are  examples  of  primary  acute 
nephritis,  persisting  and  becoming  chronic.  It  must,  however,  always  be  very  difficult, 
.and  indeed  almost  a  matter  of  opinion  in  many  cases,  to  decide  whether  a  patient  is  suffering 
from  a  chronic  nephritis  which  is  the  result  of  a  primary  acute  nephritis  that  has  not 
cleared  up,  or  from  a  chronic  nephritis  which  was  present  but  unrecognized  before  an  acute 
exacerbation  drew  attention  to  it  ;  my  own  view  is  that  many  cases  in  which  young  adults 
seem  to  develop  acute  nephritis  from  no  more  definite  cause  than  exposure  to  damp  or 
cold,  are  really  examples  of  acute  on  chronic,  and  not  'of  primary  acute,  Bright's  disease. 
The  albuminuria  in  these  cases  does  not  clear  up,  and  it  is  a  mistake  to  restrict  the  diet 
or  the  daily  occupation  after  the  acute  exacerbation  has  subsided.  In  spite  of  the  per- 
sistence of  albuminuria,  these  patients  do  best  if  they  are  given  iron  and  allowed  to  go 
about  their  ordinary  avocations  ;  they  have  diseased  kidneys,  and  they  will  not  live  many 
years,  but  there  is  no  need  to  adopt  treatment  which  constantly  reminds  them  of  the  fact. 
As  the  acute  exacerbation  subsides,  the  amount  of  urine  rises  rapidly  to  60  or  70  oz.  or 
more  per  diem,  and  remains  increased  even  after  all  CDdema  has  passed  away  ;  the  specific 
gravity  falls  to  1012,  1010,  or  lOOS  ;  the  albumin  persists  to  the  extent  of  anything  between 
0*5  and  8  parts  per  thousand  ;    blood  is  absent,  though  an  occasional  red  corpuscle  may 
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be  seen  under  the  microscope  ;  and  there  are  moderate  numbers  of  hyaline,  granular, 
or  even  fatty  casts,  with  an  occasional  renal  epithelial  cell. 

It  happens  not  infrequently  that  a  young  patient  suffering  from  chronic  nephritis 
comes  under  observation  for  shortness  of  breath,  palpitations,  anemia,  or  for  inflammation 
of  one  or  other  of  the  serous  membranes,  without  ever  having  had  any  symptoms  of  acute 
nephritis  at  all.  The  kidneys  that  would  be  found  in  such  cases  differ  from  the  granular 
contracted  kidneys  of  older  people  in  that  they  are  pale  instead  of  red.  They  are  pale 
granular  contracted  kidneys,  precisely  similar  to  those  which  may  result  from  a  long 
antecedent  acute  nephritis  that  has  not  entirely  cleared  up.  When  they  develop  without 
any  known  preceding  attack  of  acute  nephritis  they  have  been  referred  to  as  Rose-Bradford 
kidneys.  It  is  by  no  means  impossible  that  they  are  really  the  result  of  a  preceding  acute 
nephritis  which  escaped  recognition  because  there  was  no  oedema  to  attract  attention  to 
the  need  for  urine  examination.  The  patient  may  be  of  any  age,  though  generally  between 
Ave  and  thirty-five.  There  may  be  no  sign  of  anything  wrong  until  acute  uraemia,  with 
convulsions,  leads  to  rapid  death.  On  the  other  hand,  in  a  typical  case,  in  addition  to 
the  urine  changes  mentioned  above,  one  expects  to  find  some  of  the  following  symptoms 
or  signs  ;  a  great  increase  in  the  size  of  the  left  ventricle,  as  evidenced  by  displacement 
of  the  impulse  downwards  and  outwards,  even  into  the  sixth  left  intercostal  space  below 
or  outside  the  left  nipple,  with  increase  of  the  precordial  impairment  of  resonance  outwards 
to  the  left  without  corresponding  increase  upwards  or  to  the  right  ;  a  ringing  second  sound 
in  the  second  right  intercostal  space  close  to  the  sternum,  and  a  prolongation  of  the  first 
sound  at  the  impulse,  or  its  replacement  by  a  localized  blowing  systolic  bruit  ;  more  or 
less  anaemia,  sometimes  very  considerable  and  of  the  chlorotic  type  ;  a  niaxlnium  systolic 
blood-pressure,  of  175  mm.  Ilg,  or  more,  sometimes  over  300  mm.  Hg,  even  when  the 
pulse  feels  comparatively  soft  to  the  finger  ;  albuminuric  retinitis  ;  a  tendency  to  haemor- 
rhages, especially  to  epistaxis  ;  headache  ;  insomnia  ;  breathlessness  on  exertion  ;  and 
inability  to  work  with  the  usual  energy,  either  mentally  or  physically. 

The  chronic  nephritis  of  old  people  is  diagnosed  more  often  than  it  exists,  if  one  imder- 
stands  by  it  the  disease  associated  with  small  red  granular  contracted  kidneys.  On  the 
other  hand,  the  kidneys  of  most  old  people  exhibit  a  certain  amount  of  interstitial  fibrosis, 
with  occasional  retention  cysts  and  some  granularity  of  the  surface  when  the  capsules 
are  stripped  off,  without  there  being  any  material  diminution  in  their  size.  Where  senile 
changes  that  are  almost  normal  end  and  chronic  interstitial  nephritis  begins,  is  diflicult  to 
determine.  The  same  applies  to  arteriosclerosis  and  the  renal  changes  associated  with 
this.  Some  regard  arteriosclerosis  and  chronic  interstitial  nephritis  as  essentially  different 
maladies  ;  others  regard  the  arterial  as  secondary  to  the  renal  changes  ;  others  hold  that 
arteriosclerosis  leads  to  a  variety  of  red  granular  kidney  that  is  not  the  same  as  the  red 
granular  contracted  kidney  of  chronic  interstitial  nephritis  ;  whilst  others  again  favour 
what  seems  a  likely  view,  namely  that  arteriosclerosis  and  sclerosis  of  the  kidneys  both 
have  common  causes,  and  that  it  is  more  or  less  an  accident  whether  the  j)aticnt.  on  post- 
mortem examination,  presents  more  arterial  or  more  renal  changes,  or  about  the  same 
degree  of  both.  During  life  the  differential  diagnosis  between  them  is  sometimes  impos- 
sible. In  either  case  there  will  be  a  hypertrophied  left  ventricle,  a  loud  lumpy  first  sound, 
or  a  blowing  systolic  bruit,  at  the  impulse,  a  markedly  accentuated  aortic  second  sound, 
a  systolic  blood-pressure  somewhere  between  150  and  320  mm.  Hg,  with  a  tendency  to 
shortness  of  breath  ;  giddiness,  especially  on  sudden  change  of  posture  ;  singing  in  the 
ears  ;  difliculty  in  concentration  of  mind  ;  and  very  possibly  cardiac  symptoms,  varying 
from  a  mere  consciousness  of  the  existence  of  the-  heart,  to  precordial  pain  of  varying 
severity,  or  even  extreme  heart-failure,  with  oedema  of  the  legs,  ascites,  nutmeg  liver, 
orthopmea,  and  pulmonary  congestion.  In  the  latter  case  the  great  difliculty  will  be  to 
decide  whether  the  heart  failure  is  due  to  primary  renal  or  arterial,  primary  cardiac,  or  to 
primarj'  pulmonary  disease,  and  the  only  sure  methods  of  deciding  that  there  is  a  renal 
lesion  are  :  the  discoverv  of  more  than  an  occasional  granular  and  h valine  tube-cast  in 
the  urine  :  the  detection  of  albuminuric  retinal  changes  :  and  instrumental  determination 
that  the  blood-pressure  is  much  raised.  Sometimes  inflammation  of  one  of  the  serous 
membranes  is  the  first  symptom  ;  subacute  or  chronic  peritonitis  with  ascites  ;  pericar- 
ditis ;  or  pleuritic  effusion.  On  the  other  hand,  the  patient  may  seem  to  have  been  in 
robust  health  until  the  nature  of  the  case  is  suggested  by  a  sudden  apoplectic  seizure  due 
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to  cerebral  haemorrhage.  In  yet  another  group  of  eases  the  malady  is  discovered  acci- 
dentally as  the  result  of  examination  for  life  insurance.  It  is  not  very  uncommon  to  find 
glycosuria  as  well  as  albuminuria,  the  sugar  occurring  in  a  urine  of  normal  specific  gravity 
without  any  associated  acetone  or  diacetic  acid.  The  degree  of  albuminuria  is  very 
variable  ;  when  there  are  signs  of  cardiac  failure  there  may  be  oliguria  with  much  albumin 
and  not  a  very  large  number  of  casts  ;  when  there  is  no  heart  failure  there  is  generally 
polyuria,  the  patient  having  to  rise  several  times  in  the  night,  passing  from  60  to  120  oz. 
of  pale  urine  in  twenty-four  hours,  of  sp.  gr.  lOOS  to  1012,  often  containing  only  a  trace 
of  albumin,  and  even  that  not  constantly  ;  there  are  intermediate  cases  in  which  the 
amount  of  albumin  varies  from  0*25  to  4  or  5  parts  per  thousand.  Upon  the  whole  one 
may  say  that,  if  the  increased  albuminuria  due  to  heart  failure  on  the  one  hand,  or  to  a 
super-added  acute  attack  of  nephritis  on  the  other,  can  be  excluded,  the  more  the  disease 
approaches  the  type  of  red  granular  contracted  kidney,  the  more  likely  is  the  albumin 
to  be  small  in  amount  and  intermittent ;  whilst  the  more  the  disease  approaches  in  type 
to  arteriosclerosis  with  renal  changes  on  the  one  hand,  or  to  pale  granular  contracted 
kidneys  on  the  other,  the  greater  will  be  the  amount  of  albumin,  if  any  is  present  at  all. 
There  will  be  tube-casts,  chiefly  granular  and  hyaline,  most  numerous  with  pale  granular 
contracted  kidneys,  fewest  with  arteriosclerosis,  and  intermediate  in  numbers  with  red 
granular  contracted  kidneys.  It  need  scarcely  be  added  that  the  absence  of  albuminuria 
does  not  exclude  arteriosclerosis  ;  but  we  are  here  dealing  only  with  cases  in  which  albu- 
minuria occurs. 

Cystic  Disease  of  the  Kidneys  is  found  in  three  entirely  different  types  of  patients, 
namely,  (1)  the  new  bom,  (2)  the  young,  and  (3)  the  elderly.  In  the  new  born  the  main 
symptom  is  abdominal  distention,  which  may  be  so  extreme  as  to  have  caused  difficulty 
in  delivery  ;  the  bilateral  cystic  tumours  can  be  felt,  and  the  diagnosis  in  such  cases 
is  not  difficult.  Minor  degrees  escape  detection  at  birth,  and  it  may  be  that  several  years 
elapse  before  the  diagnosis  is  arrived  at  as  the  result  of  finding  bilateral  uneven  renal 
tumours  associated  with  the  passage  of  abundant  pale  urine  of  low  specific  gravity  con- 
taining traces  of  albumin,  a  few  granular  and  hyaline  tube-casts,  and  an  occasional  red 
corpuscle.  Sometimes  a  sudden  and  severe  attack  of  ha^maturia  is  the  first  symptom  in 
the  case.  The  discovery  of  bilateral  irregular  renal  tumours  is  the  clinching  point  in  the 
diagnosis.  In  at  least  one  case  they  were  so  large  as  to  meet  in  the  middle  line,  so  that  a 
loop  of  intestine  that  had  passed  between  and  behind  them  could  not  get  out  again,  and 
the  patient  came  under  observation  for  acute  intestinal  obstruction.  The  third  type  of 
cystic  disease  of  the  kidneys  occurs  in  old  persons,  and  is  but  a  variety  of  chronic  intersti- 
tial nephritis  in  which  the  agglomeration  of  retention  cysts  has  reached  an  extreme  degree ; 
the  enlargement  of  the  kidneys  is  then  much  less  than  it  is  in  young  persons,  where  the 
lesion  is  probably  congenital ;  the  symptoms  and  urinary  changes  are  precisely  similar 
to  those  already  described  in  cases  of  red  granular  contracted  kidneys. 

(/?)  Albuminuria  with  Renal  Tube-casts  and  with  Pus, — ^When  pus  is  present  in  the 
urine  along  with  albumin  and  renal  tube-casts,  the  differential  diagnosis  resolves  itself  into 
that  of  pyuria  that  is  partly  or  wholly  of  renal  origin  (see  Pyuria,  p.  574).  It  only  remains 
to  add  :  first,  that  it  is  not  sufficient  to  rely  upon  the  naked-eye  characters  of  the  urine, 
or  upon  chemical  tests,  in  excluding  minor  degrees  of  pyuria  ;  microscopical  examination 
of  the  centrifugalized  deposit  is  essential,  especially  in  the  detection  of  acute  pyelitis 
and  pyelonephritis  the  result  of  coli-bacilluria  in  children,  pregnant  women,  and  others 
(p.  69)  ;  secondly,  that  the  amount  of  albumin  actually  due  to  pus  itself  is  small,  so  that 
if  there  is  any  measurable  quantity  of  albumin  present  it  indicates  that  the  kidneys  are 
themselves  affected,  this  being  further  confirmed  when  casts  are  also  found  ;  and  thirdly, 
that  blood,  like  pus,  is  in  itself  responsible  for  relatively  little  albumin,  so  that  when  there 
is  considerable  albuminuria  associated  with  blood,  there  is  strong  ground  for  believing 
that  the  albumin  is  by  no  means  all  due  to  the  blood.  The  presence  of  very  small  quantities 
of  blood  does  not  assist  the  differential  diagnosis  of  the  cause  of  albuminuria  so^much  as 
might  be  expected  ;  much  blood  indicates  that  the  cause  is  due  to  one  or  other  of  the 
conditions  discussed  under  Hematuria  (p.  275). 
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IL— ALBUMINURU    WITHOUT    TUBE-CASTS. 

Turning  now  to  albuminuria  without  tube-casts,  one  would  emphasize  the  fact  that 
more  than  one  microscopical  examination  may  be  required,  for  if  the  urine  is  alkaline, 
or  has  stood  for  any  length  of  time,  casts,  originally  present,  may  have  become  unrecog- 
nizable ;  besides  which,  even  with  definite  nephritis,  there  may  be  very  few  casts  at  one 
time,  many  at  another.  This  applies  particularly  to  the  very  acute  cases  on  the  one  hand 
and  the  very  chronic  on  the  other.  Assuming  that  not  more  than  a  very  occasional  cast 
is  found,  the  chief  conclusion  that  can  generally  be  drawn  is  that  the  albuminuria  is  not 
indicative  of  organic  renal  disease.  The  cases  may  then  be  subdivided  into  :  (1)  Those 
in  winch  the  urine  presents  some  other  definite  abnormality  besides  atbuminuriOy  especially 
(a)  pyuria,  (6)  haematuria,  (c)  haemoglobinuria,  or  (d)  glycosuria  ;  (2)  Those  in  tchich, 
tvere  the  albumin  removed,  the  urine  would  be  normal. 

1 .  These  cases  need  not  be  discussed  further  here  ;  the  difTerential  diagnosis  will  be 
found  under  Pyuria,  H^ematuria,  Hsmoglgbinuria,  and  Glycosuria  respectively. 

2.  These  are  clinically  of  importance  in  that,  until  the  absence  of  casts  has  been 
determined,  the  absence  of  organic  renal  changes  cannot  be  concluded.  Even  when  casts 
are  absent,  a  trace  or  a  small  amount  of  albumin  may  be  the  first  evidence  in  elderly 
persons  of  enlargement  of  the  prostate,  chronic  interstitial  nephritis,  or  arteriosclerosis  ; 
or  in  younger  persons  of  chronic  ascending  nephritis,  the  result  of  such  things  as  former 
gonorrhoea,  repeated  pregnancies,  uterine  prolapse  or  other  displacement,  chronic  vesical 
catarrh,  or  urethral  stricture.  The  chronic  effects  on  the  kidneys  of  interference  with  the 
urine  outflow  are  apt  to  be  overlooked,  though  if  they  arc  borne  in  mind  they  are  generally 
easy  of  diagnosis. 

The  following  are  a  number  of  other  conditions  which  may  cause  slight  degrees  of 
albuminuria  without  tube-casts,  but  which  are  obvious,  or  else  diagnosed  by  other  signs 
that  are  discussed  elsewhere  :  bums,  scalds,  chronic  alcoholism,  cirrhosis  of  the  liver, 
diabetes  mellitus,  exophthalmic  goitre,  gout,  lead-poisoning,  mumps,  secondary  syphilis, 
morphinism,  mercurialism,  vasomotor  neuroses  such  as  Raynaud^s  disease  or  angioneurotic 
oedema,  obstruction  to  the  vena  cava  inferior  by  thrombosis  or  by  external  tumours,  the 
pressure  of  considerable  ascites,  ovarian  cysts  or  solid  tumours,  pernicious  ansemia. 
Hodgkin*s  disease  or  lymphadenoma,  lymphosarcoma,  lymphatic  or  splenomedullary 
leukaemia,  splenic  anaemia,  pemphigus,  phosphorus  poisoning,  chronic  arsenical  poisoning, 
pregnancy,  severe  anaemia  the  result  of  syphilitic,  malarial,  malignant,  tuberculous,  or 
phthisical  cachexia,  ankylostomiasis,  or  infection  with  other  parasites  such  as  Bothrio- 
cephalus  lotus  or  Trichina  spiralis. 

There  remain  three  other  groups  of  conditions  in  which  albuminuria  and  its  differential 
diagnosis  are  often  important,  and  these  are  :  (1)  Febrile  conditions  ;  (2)  Heart-failure 
conditions  ;    and  (3)  so-called  '  Physiological '  albuminuria  of  adolescence. 

Febrile  Conditioiis. — In  nearly  every  fever  there  is  some  cloudy  swelling  of  the 
parenchyma  of  various  viscera,  especially  the  kidneys  ;  consequently  most  fevers  may 
sometimes  be  associated  with  albuminuria,  and,  broadly  speaking,  the  higher  the  patient's 
temperature  the  greater  is  the  liability  to  it.  The  amount  of  albumin  present  is  generally 
not  great.  We  need  not  enumerate  all  the  various  fevers  in  this  connexion.  Suffice  it 
to  say  that  albuminuria  is  relatively  common  in  scarlatina,  diphtheria,  variola,  erysipelas, 
pyrexial  phthisis,  cholera,  dysenter>%  Weil's  disease,  severe  malaria,  and  yellow  fever  ; 
not  so  common  in  lobar  pneumonia,  bronchopneumonia,  typhoid  fever,  and  empyema  ; 
and  relatively  uncommon  in  other  febrile  conditions,  such  as  acute  rheumatism,  influenza, 
meningitis,  measles,  German  measles,  follicular  tonsillitis,  and  so  on.  The  albuminuria 
may,  of  course,  be  already  present  in  a  person  who  develops  an  intercurrent  fever  ;  the 
diagnosis  then  depends  upon  considerations  mentioned  above. 

If,  on  the  other  hand,  the  albuminuria  is  known  to  have  developed  eoincidcntly  with 
the  febrile  illness,  the  chief  point  to  decide  will  be  whether  it  indicates  actual  nephritis 
or  not.  Manv  consider  there  is  an  essential  difference  between  *  febrile  albuminuria ' 
and  actual  nephritis.  This  may  or  may  not  be  so,  but  it  is  extremely  difficult  to  be  sure 
of  the  distinction  clinically.  It  may  be  urged  that — to  take  scarlet  fever  as  an  example — 
the  albuminuria  of  the  first  few  days  is  *  febrile,'  whilst  that  of  the  second  or  third  week 
is  *  nephritic'     As  a  matter  of  fact,  in  not  a  few  cases  in  which  death  has  occurred  in  the 
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first  week  the  ^  febrile  '  albuminuria  has  been  associated  with  large  mottled  acute  nephritic 
kidneys,  even  where  there  has  been  no  oedema,  no  hsematuria,  and  no  very  large  numbers 
of  renal  tube-casts.  Probably  there  are  all  degrees  of  acute  nephritis,  from  very  slight 
and  transient,  to  very  severe  and  possibly  fatal ;  and  it  is  a  mistake  to  try  and  make  a 
distinction  in  kind.  The  great  majority  of  cases  of  albuminuria  during  fever  recover 
completely  ;  some  seem  to  recover  but  come  under  observation  years  later  with  pale 
granular  contracted  kidneys  ;  others  die  during  the  acute  attack.  The  degree  of  albumin- 
uria is  not  a  direct  measure  of  the  renal  changes  unless  the  amount  of  albumin  is  large ; 
a  small  amount  of  albumin  does  not  necessarily  indicate  trivial  nephritis.  Absence  of 
oedema  is  the  rule.  Microscopical  examination  of  the  centrifugalized  urinary  deposit  is 
essential  :  the  more  the  renal  epithelial  cells,  red  corpuscles,  leucocytes,  and  various  renal 
tube-casts,  the  more  conclusively  can  some  degree  of  actual  nephritis  be  diagnosed. 

When  doubt  lies  between  scarlatina  and  measles  or  German  measles,  or  between 
diphtheria  and  other  forms  of  sore  throat,  the  existence  of  albuminuria  sometimes  assists 
in  arriving  at  the  diagnosis  of  scarlatina  in  the  one  case  or  of  diphtheria  in  the  other. 

In  pneumonia,  albuminuria  has  become  much  less  frequent  since  blistering  with 
cantharicies  has  gone  out  of  fashion  in  treating  this  disease. 

Heart-failure  Conditions. — ^The  right  side  of  the  heart  may  fail  owing  to  many 
different  causes,  which  may  be  arranged  under  four  main  headings,  as  follows  :  (a)  Valvular 
disease  ;  (fr)  Obstructive  lung  affections  ;  (c)  Myocardial  affections  ;  (d)  Granular  kidneys 
and  other  high  blood-pressure  conditions.  Each  of  these  main  headings  has  many  sub- 
headings (see  Orthopncea,  p.  418).  Any  one  of  them  may  result  in  albuminuria,  though 
the  amount  of  the  latter  is  extremely  variable,  some  cases  of  severe  heart  failure  exhibiting 
no  albuminuria  at  all,  whilst  others  may  have  as  much  as  10  parts  per  1000,  or  more. 

The  first  step  in  the  differential  diagnosis  is  to  exclude  primary  renal  conditions  by 
negative  microscopical  examination  of  the  centrifugalized  urine  deposit  for  casts,  examin- 
ation of  the  retinae,  and  exact  determination  of  the  blood-pressure.  Curiously,  even  with 
feeble  irregular  pulses,  such  as  are  found  in  panting  cases  of  mitral  stenosis,  the  blood- 
pressure  is  considerably  higher  than  normal,  doubtless  owing  to  partial  asphyxia  ;  so 
that  merely  finding  a  systolic  blood-pressure  of  150  or  160  mm.  Hg  is  no  proof  of  granular 
kidney  or  arteriosclerosis  ;  sometimes,  however,  the  reading  is  as  high  as  200,  250,  800, 
or  even  320  mm.  Hg,  and  then  the  diagnosis  of  one  or  other  of  the  latter  is  almost  certain. 

If  renal  and  arteriosclerotic  conditions  can  be  excluded,  the  diagnosis  lies  between 
the  other  three  main  groups.  The  cardiac  bruits,  the  history  of  growing  pains,  chorea, 
or  acute  rheumatism,  the  youth  of  the  patient,  the  family  history  of  heart  disease  or 
rheumatic  fever,  the  association  of  other  rheumatic  affections  such  as  recurrent  tonsillitis, 
subcutaneous  nodules,  or  erythema,  will  often  serve  to  point  to  primary  vahnUar  disease ; 
in  older  patients,  especially  in  men  between  forty  and  fifty,  there  may  be  aortic  disease 
and  a  history  of  syphilis  and  not  of  acute  rheumatism.  In  severe  heart  faihu*e  in  children 
under  puberty,  the  result  of  mechanical  difficulty  with  the  circulation,  an  cuUierent  peri- 
cardium is  generally  found,  and  clinically,  the  heart  is  large  out  of  proportion  to  the  general 
physical  signs. 

When  there  is  a  definite  history  of  recurrent  winter  cough  in  an  elderly  person,  with 
a  hyper-resonant  and  over-expanded  chest,  the  likelihood  of  emphysema  and  bronchitis 
will  at  once  suggest  itself.  Similarly  fibroid  lung,  or  fibroid  lung  and  bronchiectasis,  as  a 
cause  of  heart  failure  and  albuminuria,  only  needs  mentioning,  the  diagnosis  generally 
being  obvious  from  the  physical  signs,  the  clubbed  fingers,  and  in  the  bronchiectatic  cases, 
the  abundant  intermittent,  and  frequently  foul,  expectoration. 

Myocardial  affections,  such  as  fibroid,  fatty,  or  primary  alcoholic  heart,  are  generally 
diagnosed  by  guessing  at  them  when  other  causes  of  heart  failure  can  be  excluded.  The 
patients  are  generally  middle-aged,  shortness  of  breath  on  exertion,  precordial  pain  and 
even  angina  pectoris  occupying  a  prominent  position  amongst  their  cardiac  symptoms ; 
there  may  or  may  not  be  a  high  blood-pressure,  the  albuminuria  is  not  associated  with 
renal  tube-casts,  there  is  often  no  cardiac  bruit,  or  at  most  a  more  or  less  localized  blowing 
systolic  bruit  at  the  impulse  ;  at  the  same  time  the  heart  is  clearly  enlarged,  and  it  may 
be  beating  rapidly  and  irregularly  ;  there  may  be  a  history  of  syphilis  or  of  chronic 
alcoholism  ;  the  patient  may  be  very  stout  in  the  fatty,  though  generally  not  so  in  the 
fibroid,  cases.    There  may  be  a  history,  either  of  an  extremely  sedentary  life  upon  the 
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one  hand,  or  of  over-use  of  the  heart  by  strenuous  hard  physical  work — as  a  blacksmith, 
an  athlete,  and  so  forth — on  the  other.  Electro-cardiographic  tracings  may  be  required 
in  determining  the  nature  of  the  heart  lesion. 

Needless  to  say,  the  exact  nature  of  the  cardiac  lesion  remains  obscure  or  uncertain 
in  many  of  these  cases,  many  a  patient  who  really  has  mitral  stenosis  being  regarded  during 
life  as  suffering  from  chronic  bronchitis  and  emphysema,  and  so  on. 

*  Pliysiolotfeal  *  Albaminaria. — Finally,  we  come  to  the  albuminuria  of  apparently 
healthy  males  and  females  between  the  ages  of  fifteen  and  thirty.  The  condition  was 
little  known  until  medical  examinations  at  schools,  or  for  life  insurance,  or  for  the 
ser\'ice8  became  common.  It  has  received  a  number  of  names,  of  which  the  following 
are  some  :  *  accidental,"  "  essential,"  '  postural,'  '  cyclic,'  '  orthostatic,'  '  intermittent,' 
'  physiological,'  '  functional,'  '  orthotic,'  albuminuria,  Pavy's  disease,  albuminuria  '  of 
adolescence  'or  'of  puberty.'  It  derives  its  chief  importance  from  the  fact  that 
young  males  who  suffer  from  it  may  be  rejected  for  life  insurance  or  for  the  services,  from 
the  fear  that  they  have  some  form  of  nephritis.  A  similar  condition  occurs  in  females  of 
a  similar  age,  but  it  is  detected  less  often  than  in  males  because  one  has  less  occasion  to 
examine  the  urines  of  healthy  girls  than  is  the  case  with  boys  and  youths.  Collier  and 
others  have  thrown  much  light  upon  the  nature  of  the  affection  by  their  investigations 
upon  the  urines  of  rowing  men.  It  is  found  that  the  urine  passed  just  before  a  boat-race 
being  free  from  albumin,  that  voided  immediately  after  is  generally  loaded  with  it.  A 
few  hours  later  this  albuminuria  is  gone  again.  Now  university  oarsmen  are,  upon  the 
whole,  long  lived,  hence  this  recurrent  albuminuria  cannot  matter  in  them  ;  and  the  same 
applies  to  the  albuminuria  of  many  adolescents.  A  prominent  feature  of  such  a  case  is 
that  the  urine  first  voided  in  the  morning  is  quite  normal,  whilst  that  passed  later  in  the 
day  may  contain  anything  from  a  trace  to  five  parts  per  thousand  of  albumin  ;  the  more 
the  youth  has  exerted  himself  physically  by  walking  or  otherwise,  and  the  more  he  has 
exposed  himself  to  cold,  for  instance  during  a  train  journey  to  the  city  on  a  winter's  day, 
or  in  a  cold  bath,  the  greater  is  the  liability  to  this  unimportant  but  possibly  alarming 
albuminuria.  Some  youths  may  pass  albumin  for  days  together  before  an  interval  of 
freedom  from  it  occurs.  Sometimes  they  appear  to  be  in  robust  health,  sometimes  they 
look  a  little  pale,  as  though  they  had  been  overworking  at  an  indoor  occupation ;  they 
may  be  nervous,  but  often  they  are  not.  A  natural  nocturnal  emission  is  supposed  to 
predispose  to  albuminuria  next  day  ;  so  also  is  a  diet  which  inchides  eggs,  especially  raw 
eggs.  The  point  is  that  these  individuals  have  to  be  differentiated  from  sufferers  from 
Brighf's  disease.  The  method  of  diagnosis  is  as  follows  :  a  complete  routine  examination 
is  carried  out,  and  no  obvious  affection  of  the  heart  or  other  viscera  is  detected  ;  the  blood- 
pressure  is  normal  ;  the  albumin  having  been  discovered,  the  patient  is  directed  to  supply 
a  series  of  samples,  at  intervals  of  a  few  days,  and  preferably  passed  immediately  after 
rising  in  the  morning.  If  all  samples  contain  albumin  it  will  be  ver>'  difficult  to  exclude 
organic  disease  ;  if  some  contain  albumin  in  abundance,  however,  and  others  none  at  all, 
the  presumption  will  be  that  it  is  '  functional '  ;  before  being  finally  satisfied,  however, 
it  is  important  that  a  careful  microscopical  examination  of  the  centrifugalized  deposit 
from  a  specimen  containing  albumin  should  be  made,  no  casts  or  other  abnormal  consti- 
tuents being  found.  The  administration  of  calcium  chloride  or  calcium  lactate  greatly 
diminishes  the  tendency  to  this  form  of  albuminuria.  In  an  adolescent  male  who  has  no 
symptoms,  albuminuria  discovered  accidentally,  present  after  exertion  or  after  exposure  to 
cold,  but  absent  after  rest  in  bed,  and  when  present  not  associated  with  renal  tube- 
casts  or  with  signs  of  arterial,  cardiac,  or  other  disease  that  should  be  detected  by  physical 
examination,  is  almost  certainly  *  physiological,'  needing  no  treatment  and  not  indicative 
of  any  underlying  disease.  Herbert  French. 

ALBUMOSURIA  may  be  discussed  under  two  main  headings,  namely:  (1)  Ordinary 
Albumosuria,  which  is  not  uncommon  but  is  of  little  clinical  importance  ;  and  (2)  Hence- 
Jones  Albumosuria,  which  is  rare  but  is  clinically  important. 

Ordinary  Albumosuria  is  seldom  recognized  because  the  albumose  generally  occurs 
along  with  albumin,  and  is  not  detected  until  this  has  been  removed  by  acidulating  with 
acetic  acid,  boiling  thoroughly,  and  filtering.  Albumose  may  be  recognized  in  the  filtrate 
by  the  fact  that  with  Heller's  nitric  acid  test  it  gives  a  white  cloud  which  disappears  on 
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warming,  to  reappear  on  cooling  ;  and  its  presence  may  be  confirmed  by  the  violet -red 
colour  it  gives  with  the  biuret  test,  which  consists  in  adding  excess  of  caustic  soda  to  a 
drop  of  dilute  copper  sulphate  solution,  adding  this  mixture  in  drops  to  the  urine,  from 
which  all  albumin  has  been  removed,  and  warming.  Another  test '  for  albumose  is 
Hofmeister's,  which  consists  in  acidulating  the  urine  with  acetic  acid  and  then  adding 
phosphotungstic  acid  ;  albumoses  give  a  milky  cloud  with  the  latter.  The  deutero- 
albumose  that  gives  these  tests  occurs  in  the  urine  under  a  great  variety  of  circumstances : 
apparently  the  one  essential  factor  is  cell  destruction  within  the  body.  It  will  sulTice  to 
mention  some  of  the  many  diseases  in  which  it  has  been  found  : — 

(a)  *  Febrile '  Albumosuria :  in  severe  infective  fevers,  such  as  typhoid,  scarlet, 
small-pox,  measles,  acute  rheumatism,  lobar  pneumonia. 

(6)  *  Pyogenic '  Albumosuria  :  in  empyema,  phthisis  with  cavitation,  bronchiectasis, 
appendicular  subdiaphragmatic  or  hepatic  abscess,  suppurating  gall-bladder,  pyosalpinx. 
suppurative  periostitis,  arthritis  or  osteomyelitis,  gangrene  of  the  lung,  gangrene  of  the 
leg,  breaking-down  cancer,  acute  peritonitis. 

(c)  '  Hepatogenous '  Albumosuria  :  in  cancer  of  the  liver,  cirrhosis,  catarrhal  jaundice, 
phosphorus  poisoning,  acute  yellow  atrophy,  infective  cholangitis,  suppurative  pylephlebitis. 

(d)  ^  Alimentary '  Albumosuria  :  in  cases  of  gastric  or  duodenal  ulcer,  carcinoma  of 
the  colon  or  stomach,  ulcerative  colitis,  tuberculous  ulceration  of  the  bowel,  acute  and 
chronic  dysentery. 

(e)  ^  Hasmatogenous  *  Albumosuria :  in  leukaemia,  scurvy,  purpuric  conditions,  and 
with  internal  haematomata,  such  as  pelvic  hasmatocele. 

(/)  ^  Albuminuric  ^  Albumosuria  :  many  cases  of  acute  nephritis,  syphilitic,  cardiac 
and  other  forms  of  albuminuria,  are  associated  with  albumosuria.  There  is  some  doubt, 
however,  as  to  whether  the  reagents  employed  in  the  qualitative  analysis  do  not  themselves 
convert  some  of  the  albumin  into  albumose. 

(g)  Albumosuria  due  to  unclassified  causes :  such  as  pregnancy,  especially  if  the  fcetus 
has  died,  though  sometimes  even  without  this. 

The  amount  of  albumose  present  in  any  of  the  above  conditions  is  seldom  large,  and 
diagnostically  it  has  little  if  any  significance  except  when  it  occurs  apart  from  albumin. 
Even  then  its  main  importance  lies  in  the  necessity  of  not  mistaking  it  for  albumin.  This 
error  would  only  arise  with  the  nitric  acid  test,  for  albumose  does  not  form  a  cloij^  on 
boiling  with  acetic  acid.  It  is  urged  by  some  that  albumosuria  in  appendicitis  po^ts  to 
abscess  rather  than  to  simple  inflammation  ;  that  in  a  pleuritic  case  it  points  to  empyema 
rather  than  to  serous  effusion  ;  that  in  a  meningitic  case  it  points  to  the  suppurative  or 
epidemic  cerebrospinal  forms  rather  than  the  tuberculous  ;  and  so  on  ;  but  it  is  very 
doubtful  if  the  symptom  can  carry  so  much  weight  as  this.  In  a  given  case  the  present 
of  ordinary  albumosuria  points  to  a  graver  prognosis  upon  the  whole  than  if  no  albumose 
were  present,  but  it  is  not  particularly  helpful  in  differential  diagnosis. 

Bence- Jones  Albumosuria,  on  the  other  hand,  though  rare,  is  clinically  important. 
The  nature  of  the  proteid  present  is  still  undecided  ;  it  certainly  is  not  ordinary  albumose. 
Its  most  striking  characteristic  appears  when  the  urine  is  warmed  after  acidulation  with 
acetic  acid  to  prevent  precipitation  of  phosphates  :  long  before  the  urine  boils  a  dense 
milky  precipitate  appears,  suggesting  at  first  sight  either  phosphates  or  coagulated 
albumin  ;  it  attracts  attention  at  once  from  the  fact  that  on  further  warming  it  begins 
to  clear  up  again,  and  after  boiling  it  almost  or  completely  goes.  It  w^ill  be  realized  that 
the  precipitate  cannot  be  albumin  or  phosphates,  for  not  only  would  neither  of  these  dear 
up  at  boiling-point  in  this  way,  but  also  the  acidulation  of  the  urine  has  been  sufficient 
to  prevent  phosphates  from  coming  down,  whilst  the  temperature  at  which  the  dense 
sticky  precipitate  appears  (about  60°  C.)  is  far  lower  than  that  at  which  albumin  coagulates. 
If  any  albumin  is  present  at  the  same  time  the  clearing  at  boiling-point  will  be  but  partial : 
the  albumin  should  then  be  removed  by  boiling  and  filtration,  when  nitric  acid  added  to 
the  filtrate  will  give  a  white  ring  which  redissolves  on  warming,  to  reappear  on  cooling, 
like  that  of  albumose.  This  Bence-Jones  proteid,  when  present,  generally  occurs  in  much 
larger  amounts  than  ordinary  albumose  ever  does,  so  that  it  is  seldom  overlooked  unless 
it  is  mistaken  for  albumin.  It  may  amount  to  anything  between  1  and  20  parts  per 
thousand,  or  more.  It  may  be  present  on  some  days  and  not  on  others.  It  indicates, 
almost  with  certainty,  that  there  is  some  affection  of  the  bone-marrow  ;   it  might  be  due, 
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for  instance,  to  secondary  deposits  of  malignant  disease  in  bones,  or  to  leukaemia  ;  but 
in  the  great  majority  of  cases  it  has  occurred  in  connection  with  multiple  myelomata — 
Kahler*s  disease  or  myelopathic  albumosuria  of  Bradshaw.  Unless  there  is  other  evidence 
to  the  contrary,  abundance  of  Bence-Jones  proteid  in  the  urine  indicates  multiple  tumours 
involving  the  bone-marrow.  Herbert  French, 

ALKAPTONURIA. — (See  Urine,  Arnormai,  Coloration  of,  p.  74(1.) 

ALLOCHEIRIA — Literally  means  *  other  handness."  It  sometimes  happens  that 
when  a  patient  is  touched  upon,  say,  the  back  of  his  right  foot,  and  is  then  asked  where 
he  has  been  touched,  he  says,  ''  Upon  the  back  of  my  leji  foot.""  This  reference  of  sensa- 
tions to  exactly  corresponding  parts  of  the  limbs  or  body  on  the  wrong  side  is  known  as 
allocheiria.  Experiments  have  shown  that  complete  allocheiria  results  from  transverse 
hemisection  of  the  spinal  cord.  It  seems  that  sensory  impulses  travel  much  the  more 
readily  up  their  own  side  of  the  cord,  but  can  also  pass  by  the  opposite  side  if  necessary  ; 
when  they  are  compelled  to  do  so,  the  brain  interprets  them  as  coining  from  that  side  of 
the  body  which  usually  sends  impulses  up  this  particular  side  of  the  cord.  When  a  patient 
exhibits  allocheiria,  therefore,  it  generally  indicates  that  there  is  a  lesion  affecting  one  side 
of  the  spinal  cord,  or  the  upward  extensions  of  the  tracts  which  convey  sensory  impulses 
from  the  cord  to  the  brain,  more  than  the  other.  It  is  necessarily  a  rare  symptom.  It 
might  result  from  a  stab  or  a  bullet  wound  damaging  the  cord  unilaterally  ;  or  from  a 
gununa  or  neoplasm  of  the  spinal  meninges ;  it  may  be  functional  ;  rarely  it  may  result 
from  the  cord  becoming  compressed  more  on  one  side  than  on  the  other  by  spinal  caries, 
a  new  growth,  callus,  or  a  fracture-dislocation  ;  and  occasionally  it  may  be  noticed  when 
therejis  a  cord  disease  which,  though  usually  bilateral,  happens  to  have  advanced  more 
rapidly  on  one  side  than  upon  the  other,  as  in  exceptional  cases  of  disseminated  sclerosis, 
locomotor  ataxy,  or  softening  from  syphilitic  endarteritis  and  thrombosis.  Except  in 
functional  cases,  allocheiria  will  seldom  be  the  only,  or  even  the  chief,  feature  in  the  case  ; 
paresis,  pain,  or  some  other  symptom  present  will  afford  greater  assistance  in  the  diagnosis 
than  will  the  allocheiria  itself.  Herbert  French, 

ALOPECIA.— (See  Baldness,  p.  70.) 

AMAUROSIS.- (See  Vision.  Defkcts  of,  p.  759.) 

AMBLYOPIA.— (See  Vision,  Defects  of,  p.  759.) 

AMENORRHCEA. — Tlic  time  at  which  menstruation  first  appears  is  very  variable 
within  certain  limits,  being  influenced  largely  by  climatic  and  racial  peculiarities  ;  in  this 
countr\'  about  fourteen  may  be  taken  as  the  average.  When  the  menstrual  flow  has  not 
become  established  it  is  usual  to  speak  of  primary  amenorrhoea,  whilst  cessation  of  the 
flow  after  it  has  once  been  regularly  established  is  known  as  secondary  amenorrhcca.  From 
the  table  of  the  causes  of  amenorrhoea  below,  it  will  be  seen  that  some  of  them  must 
of  necessity  give  rise  to  primary  amenorrhoea,  whilst  others  more  commonly  produce  the 
secondary  variety.  In  investigating  a  ease,  therefore,  it  is  important  to  ascertain  first 
whether  the  condition  is  primarj'  or  secondary',  and  next  whether  it  is  real  or  only  apparent. 
The  latter  condition,  known  as  cryptomenorrhoca,  implies  that  the  menstrual  flow  takes 
place  but  is  unable  to  escape  externally  because  there  is  some  closure  of  a  part  of  the  genital 
canal.  The  congenital  form  of  cryptomenorrhoja  is  the  only  variety  met  with  at  all 
commonly,  acquired  closure  of  a  part  of  the  genital  canal  being  exceedingly  rare.  Stenosis 
of  the  vagina  is  not  uncommon  as  a  result  of  injury  and  infection,  but  a  small  sinus  is 
usually  left  which  sufRces  for  the  escape  of  the  menstrual  fluid.  We  are  led  to  suspect 
erv^ptomenorrhcea  when  the  patient  volunteers  the  statement  that  she  has  pelvic  pain, 
headache,  and  possibly  vomiting,  of  monthly  occurrence,  in  fact  the  usual  menstrual 
molimina,  unaccompanied  by  any  visible  flow.  A  physical  examination  should  be  made 
at  once  in  such  a  case,  including  abdominal  palpation,  inspection  of  the  vulva,  and  a  recto- 
abdominal  bimanual  examination.  The  common  form  is  that  in  which  the  lower  end 
of  the  vagina  is  imperforate,  the  hymen  usually  being  visible  on  the  outer  side  of  the 
occluding  membrane.     The  complete  examination  in  such  a  case  will  reveal  a  fluctuating 
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swelling  reaching  from  the  vulva  to  the  pelvic  brim,  above  which  the  uterus  can  ofteD 
be  palpated  and  moved  about.  It  is  further  of  considerable  importance  to  make  out 
whether  the  uterus  and  Fallopian  tubes  are  distended  with  menstrual  products  along  with 
the  distended  vagina,  for  in  the  presence  of  hsematosalpinges  the  treatment  is  considerably 
modified.  Abdominal  section  is  required  in  such  a  case  to  avoid  rupture  of  the  tubes  when 
the  vagina  collapses  after  incision  of  the  occluding  membrane.  Distention  of  the  vagina 
or  hsematocolpos  is  complete  in  this  case,  but  may  be  partial  where  the  lower  part  of  the 
vagina  is  absent,  and  then  is  likely  to  be  accompanied  by  distention  of  the  uterus 
(haematometra)  and  hsematosalpinx.  Complete  absence  of  the  vagina  can  only  be  inferred 
from  physical  examination,  when  the  distended  organ  appears  to  be  only  the  uterus. 
Although  a  secondary  phenomenon,  acquired  cryptomenorrhcea  produces  the  same 
symptoms  and  requires  the  same  kind  of  investigation  as  the  congenital  cases.  It  must 
not  be  forgotten  that  acquired  closure  of  the  vagina  following  the  vaginitis  of  specific  fevers 

may  occur  in  infancy,  and  will  then,  of  course,  produce  primary  amenorrhoea. 

f 


CAUSES    OF    APPARENT    AMENORRHEA. 


Congenital  * 

Imperforate  vagina 
Imperforate  hymen 
Absence  of  the  vagina 

Acquired : 

Closure  of  the  vagina  : 
Due  to  s)>eciflc  fevers 
Due  to  injury 


Imperforate  cervix 

Double  uterus  with  retention 

Hapmatocolpos 


Hsmatomctra 
Haematosalpin  x 


Closure  of  the  cervix  : 
Due  to  injur}' 
Following  operations 

CAUSES    OF    REAL    AMENORRHCEA. 


Physiological : 
Before  puberty 
After  the  menopause 
Dimng  pregnancy 
During  lactation 

Pathological  : 

Generative  System  : 

Absence  of  essential  organs 
Infantile  uterus 
Small  adult  type  of  uterus 
Deficient  ovarian  activity 
Destruction     of    both 
ovaries  : 
By     double     ovarian 

gro^*i:hs 
By  pelvic  inflammation 
Superinvolution     of     the 
uterus 


Circulatory  System  : 
Chlorosis 
Ansemia 
Leucocythaemia 
Hodgkin^s  disease 
Wasting  diseases  : 

Malignant  growths 

Tubercle 

Prolonged  suppuration 

Diabetes 
Late    stages   of  nephritis 
Late  stage  of  some  forms  of 

heart  disease 
Late    stage    of  cirrhosis    of 

the  liver 
Nervous  svstem  : 
luibecility 
Cretinism 
Various  forms  of  insanitv 


Cold  just  before  or  during 

menstruation 
Suggestion — fear    of    preg- 

nancv 
Anorexia  nervosa 
Altered  internal  secretions : 
MyxGcdema 
Exophthalmic  goitre 
Addison's  disease 
Acromegaly 
Obesity 

Change  of  habits 
Toxic  : 

After  specific  fevers 
Chronic  poisoning  by   lead, 

mcrcurj',  morphia,  alcohol 


Note.— Real  amenorrhoca  may  be  (1)  Primary  with  delayed  onset ,    (2)  Primary  and  permanent ; 

(3)  Secondary. 


In  considering  the  diagnosis  of  the  causes  of  real  amenorrhcra,  the  primary  and 
secondary  forms  afford  us  an  important  clue  to  the  possible  causation.  Suppose,  for 
instance,  that  menstruation  has  once  been  established  regularly,  it  is  clear  that  there  cannot 
be  any  serious  congenital  anomaly  of  the  generative  system  ;  the  uterus  and  ovaries  must 
at  least  be  present  and  functional.  We  then  must  make  a  systematic  examination  of  the 
generative,  circulatory,  nervous,  and  ductless  gland  systems,  in  order  to  learn  by  a  process 
of  exclusion  which  group  of  causes  we  have  to  deal  with.  If,  however,  the  amcnorrhoea 
is  primary  and  real,  that  is,  the  patient  has  no  molimina,  our  examination  must  first  be 
directed  towards  finding  out  whether  the  essential  organs,  namely,  uterus  and  ovaries, 
are  present,  and  are  normal  in  size  and  shape  as  far  as  a  bimanual  examination  can  ascertain. 
If  necessary,  an  ansesthetic  may  be  given  for  this  purpose,  for  it  is  often  a  matter  of  con- 
siderable difficulty  to  decide  the  question.  If  the  fact  of  absence  of  the  essential  organs 
can  be  established,  we  are  clearly  justified  in  considering  the  amenorrhoea  to  be  permanent, 
and  the  patient  or  her  friends  should  be  told  of  this. 
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Apart  from  congenital  anomalies,  it  is  remarkable  how  few  lesions  of  the  generative 
organs  there  are  which  produce  amenorrhcea ;  only  those  diseases  which  destroy  both 
ovaries  completely  or  render  the  uterus  functionless  can  cause  amenorrhcea,  and  under 
this  heading  we  find  only  double  ovarian  growths,  the  late  stages  of  pelvic  inflammation 
<salpingo-odphoritis),  and  superinvolution  of  the  uterus.  A  tumour  destroying  one  ovary 
as  a  rule  has  no  effect  on  menslruation  at  all,  provided  the  other  is  present  and  functionally 
perfect.  It  is  possible  for  one  ovary  only  to  be  functional ;  for  instance,  that  on  the  same 
side  as  the  undeveloped  half  of  a  unicomuate  uterus  may  be  quite  atrophic  and  functionless. 
The  presence  of  two  tumours  in  the  abdomen  symmetrically  arrang^  with  regard  to  the 
uterus  wiU  sometimes  permit  of  the  diagnosis  of  double  ovarian  destruction,  but  quite 
commonly  one  tumour  is  much  larger  than  the  other,  and  the  double  nature  of  the  lesion 
cannot  be  established  until  the  abdomen  is  opened.  Superinvolution  of  the  uterus  is  not 
difficult  to  recognize  when  we  remember  that  it  always  follows  pregnancy,  and  the  small 
size  of  the  uterus  can  be  made  out  readily  by  bimanual  examination  and  the  passage  of 
the  uterine  sound.  The  organ  sometimes  measures  only  1}  inches  by  the  sound.  It  must 
not  be  forgotten  that  even  in  these  cases  the  primary  lesion  may  be  an  ovarian  atrophy, 
but  very  little  is  known  on  this  point.  The  term  "  deficient  ovarian  activity  "  is  a  time- 
honoured  one,  and  must  'be  taken  to  mean  the  absence  of  the  internal  secretion  of  the 
ovary.  It  is  obvious  that  this  condition  cannot  be  diagnosed  by  any  physical  examination, 
and  its  presence  can  only  be  inferred  when  absolutely  no  other  lesion  of  any  system  can 
be  found  to  account  for  amenorrhcea,  either  primary  or  secondary. 

It  is  impossible  in  the  space  at  our  disposal  to  draw  up  any  detailed  method  by  which 
the  various  diseases  under  the  circulatory,  nervous,  etc.,  systems,  can  be  diagnosed  ;  these 
are  discussed  under  the  headings  of  other  symptoms  that  they  produce.  It  is,  however, 
not  out  of  place  to  note  here  that  amenorrhcea  caused  by  general  diseases,  unconnected 
with  the  generative  system,  depends  upon  :  (1)  Alterations  in  the  blood  itself ;  (2)  Alter- 
ations in  blood-pressure  ;  (8)  Altered  relation  of  the  nerve  impulses  which  form  part  of 
the  stimulus  for  menstruation  ;  (4)  Altered  relations  between  the  internal  secretions  of 
the  ovary  and  the  thyroid  glands  on  the  one  hand,  opposed  to  the  suprarenal  and  pituitary 
glands  on  the  other.  Finally,  with  regard  to  pregnancy,  which  is  the  commonest  of  all 
causes  of  secondary  amenorrhcea,  it  may  be  formulated  as  an  axiom  that  an  otherwise 
healthy  woman  who  has  had  perfectly  regular  menstruation  is  probably  pregnant  if  she 
has  a  period  of  absolute  amenorrhcea.  Nevertheless,  the  presence  of  pregnancy  must 
never  be  assumed  without  a  most  careful  consideration  of  the  history,  combined  with  a 
complete  physical  examination.  The  diagnosis  of  pregnancy  must  always  be  made  upon 
a  complex  of  symptoms  rather  than  upon  any  one  ;  the  combination  of  amenorrhcea, 
secretion  to  be  squeezed  from  the  breasts,  morning  sickness,  vaginal  discoloration,  and  an 
abdominal  tumour,  can  only  mean  pregnancy  in  the  vast  majority  of  cases.    The  addition 

of  foetal  movements  and  the  foetal  heart-sounds  make  the  diagnosis  absolute. 

T.  (i.  Stevens. 

AMNESIA  (Loss  of  Memory). — Memory  is  one  of  the  higher  functions  of  the  brain, 
and  presents  wide  variations  in  its  degree  of  development  in  different  individuals.  The 
physiological  range  being  so  extensive,  it  is  almost  impossible  to  say  whether  an  apparently 
poor  memory  is  pathological  or  not,  when  the  condition  is  of  long  standing  and  stationary. 
Slight  degrees  of  impairment  of  memorj^  are  of  interest  to  the  psychologist,  but  to  the 
majority  of  medical  men  the  loss  must  be  considerable  or  of  peculiar  character  before  it 
is  of  diagnostic  importance.  In  some  forms  of  excitement  there  may  be  exaltation  of 
memory  (hypermnesia) ;  events  are  recalled  and  magnified  in  importance,  which  in  normal 
states  would  never  have  reached  the  surface  of  conscious  memory'.  In  all  forms  of 
dementia,  on  the  other  hand,  memory'  becomes  impoverished  (hyponmesia),  and  may 
eventually  fail  altogether  (amnesia).  Reference  can  be  made  to  only  a  few  states  in  which 
the  condition  of  memory  may  be  of  service  in  diagnosis. 

Dementia. — In  all  forms  of  dementia — senile,  general  paralj'tic,  toxic,  etc.-  memory 
is  impaired,  and  it  is  the  rule  to  find  that  recent  events  are  lost  before  those  belonging  to 
distant  years.  Even  when  memory  is  obliterated  almost  completely,  a  few  isolated  events 
in  the  past  may  be  recalled  distinctly  without  their  surroundings,  and  may  take  a 
prominent  place  in  the  patient's  personality.  These  traits  characterize  senility,  but  arc 
also  to  be  found,  when  looked  for,  in  other  demented  states. 
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Epilepsy, — Amnesia  is  an  important  feature  of  the  epileptic  seizure  ;  in  the  majority 
of  epileptics  no  memory  of  the  convulsion  is  preserved,  although  events  immediately 
preceding  it  may  be  retained  clearly,  as  well  as  those  which  follow  the  return  of  consciousness  ; 
in  other  cases  the  amnesia  may  cover  a  period  preceding  the  attack  (retrograde  amnesia), 
while  in  others,  actions  are  performed  after  the  attacks,  in  an  apparently  conscious  state, 
which  the  patient  is  quite  unable  to  recall  later  on.  To  this  phenomenon  may  be  applied 
the  term  antegrade  amnesia  in  association  with  post-epileptic  automatism.  Epileptic 
amnesia  is  often  important  in  connection  with  medico-legal  questions  and  criminology. 
In  addition  to  temporary  lapses  of  memory,  the  majority  of  epileptics  suffer  from  the 
progressive  hypomnesia  common  to  all  forms  of  dementia.  It  is  one  of  the  first  signs  of 
their  intellectual  deterioration,  and  not  the  result  of  the  administration  of  bromides  to 
which  it  is  generally  attributed. 

Trauma. — Severe  falls  or  blows  on  the  head  often  cause  complete  amnesia  ;  the  latter 
may  cover  not  only  a  period  of  unconsciousness,  but  also  a  period  preceding  or  following  it, 
or  both.  As  in  cases  of  epilepsy,  the  amnesia  may  be  retrograde,  anterograde,  or  antero- 
retrograde. 

Korsakow^s  Syndrome. — ^This  condition,  generally  the  result  of  alcoholism,  is  character- 
ized by  hypomnesia,  disorientation,  and  pseudo-reminiscences.  The  patient  loses  memory 
for  recent  events,  has  no  appreciation  of  time  or  place,  talks  freely  and  often  plausibly 
about  events  which  have  never  occurred,  and  yet  may  retain  a  very  natural  attitude  of 
mind  towards  his  surroundings.  So  natural  may  be  his  manner  of  talking  and  his  behaviour, 
that  the  above-mentioned  mental  deficiencies  may  escape  notice  unless  the  medical  man 
applies  himself  to  their  discovery. 

Toxcemia. — In  many  infective  diseases,  such  as  enteric  fever,  the  return  of  health  may 
reveal  a  state  of  amnesia  covering  a  considerable  part  of  the  patient's  illness,  and  this 
blank,  the  result  of  intoxication  of  the  higher  cerebral  centres,  may  be  permanent. 

Hysteria. — ^Amnesia  is  probably  quite  complete  in  connection  with  some  forms  of 
hysterical  '  fits.'  The  patient  in  the  interval  between  attacks  has  no  recollection  of  the 
latter,  although  they  are  not  associated  with  loss  of  consciousness.  This  fact  underlies 
the  theory  which  assumes  a  double  consciousness ;  the  person  in  one  state  of  conscious- 
ness has  no  memory  for  events  which  occur  in  the  other.  e.  Farquhar  Buzzard. 

ANAEMIA  is  a  general  and  inexact  term  which  may  include  one  or  more,  or  even  all, 
of  several  different  changes  in  the  blood,  but  of  which  the  main  criterion  clinically  is 
diminution  in  the  amount  of  haemoglobin  contained  in  a  given  volume,  usually  but  not 
invariably  associated  with  a  decrease  in  the  number  of  red  cells  per  c.mm.  of  blood.  Changes 
in  the  leucocytes  are  not  essentially  related  to  ansemia,  though  their  behaviour  affords 
means  of  diagnosing  some  forms  of  anaemia  from  others.  Various  terms  have  been  used 
to  denote  different  ways  in  which  the  blood  may  depart  from  the  normal,  and  these  may 
be  defined  shortly,  though  they  are  seldom  important  in  practice. 

Oligocythcemia  or  hypocythctmia  both  signify  a  diminution  of  the  number  of  red  cells 
below  the  normal  5,000,000  per  c.mm.  of  blood  in  a  man,  4,500,000  in  a  woman.  Oligcemia 
means  a  diminished  total  amount  of  blood  in  the  body  ;  hydrctmiay  an  increased  percentage 
of  water  in  the  b]ood  ;  polyplasmia^  an  increase  in  the  volume  of  the  plasma  of  the  blood 
such  as  occurs  in  chlorosis  ;  oligochrom^emia,  a  diminution  in  the  amount  of  haemoglobin 
per  c.mm.  of  blood. 

For  purposes  of  comparison  of  one  case  with  another,  one  speaks  of  the  red  cells  and 
of  the  haemoglobin  as  being  normally  100  per  cent  in  health.  An  anaemia  may  be  such 
that  the  haemoglobin  is  greatly  diminished  without  so  great  a  diminution  in  the  red 
corpuscles  ;  it  is  also  possible  for  the  haemoglobin  and  the  red  cells  each  to  be  diminished 
in  equal  proportions  ;  and  thirdly,  it  is  possible  for  both  the  haemoglobin  and  the  red 
corpuscles  to  be  diminished,  but  for  the  haemoglobin  to  be  relatively  less  so  than  are  the 
red  cells.  The  red  corpuscles  contain  relatively  less  haemoglobin  than  they  ought  to  in  the 
first  variety  of  anaemia,  which  is  probably  the  commonest  of  all ;  in  the  second  group, 
although  there  is  anaemia,  each  red  corpuscle  contains  its  full  quantity  of  haemoglobin  ; 
whilst  in  the  third  group,  although  there  is  anaemia,  each  corpuscle  contains  more  haemo- 
globin than  it  normally  should.  As  a  means  of  expressing  these  facts  shortly,  one  speaks 
of  the  colour  index  :  this  is  the  ratio  of  the  haemoglobin  to  the  red  corpuscles.     If  the  red 
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corpuscles  and  haemoglobin  are  each  100  per  cent  of  normal,  the  colour  index  is  ^gg,  or  1. 
If  the  haemoglobin  were  diminished  to  40  per  cent  of  normal,  whilst  the  red  cells  were  only 
diminished  to  80  per  cent  of  normal,  the  colour  index  would  be  ^^,  or  0-5 — ^the  chlorotic 
type,  in  which  the  index  is  less  than  1.  If  the  haemoglobin  and  the  red  cells  were  both 
diminished  to  50  per  cent  of  normal,  there  would  be  anaemia  with  a  normal  colour  index  of 
Jg,  or  1.  If  the  haemoglobin  were  diminished  to  80  per  cent  of  normal,  whilst  the  red 
cells  were  diminished  to  20  per  cent  of  normal,  the  colour  index  would  be  ^g,  or  1*5 — 
that  is  to  say,  greater  than  1,  a  condition  which  is  spoken  of  as  the  pernicious  type  of 
colour  index,  because  it  is  seen  best  in  pernicious  anaemia. 

•  Pallor  may  or  may  not  indicate 
anaemia.  Many  persons  look  almost 
white,  and  yet  their  blood  is  not  in 
an  abnormal  condition.  Pallor  is  nor- 
mal in  night-workers  and  in  those  who 
work  underground.  Even  in  some 
daylight  workers  the  distribution  of 
the  cutaneous  capillaries  seems  to  be 
such  that  the  superficial  skin  has  little, 
if  anv,  of  the  normal  colour  of  blood, 
and  yet  the  individuals  are  not  anaemic 
in  the  sense  of  having  any  diminution         Fig.  2.— a  good  mcthod  of  making  a  blood-film,   a  drop 

rtf    f  h«»    lis»m/wvlrkKin    rkw    4-fiA    wwl    /«a11c  of  blood  is  received  at  one  end  of  a  microscone  iflide  :    a  aecond 

OI    tne    naemOglODm^  or    tne    red   cells.        ^y^^  ^  j^.^  tran^versoly  aero**  the  fi«t.  as  «.hown  :  the  blood  beinff 

The  error  of  mistaking  mere  pallor  for        in  the  acute  an^le  behind  it,  the  tranHveme  slide  ia  carried  steadily 

.  ,     ,     ,  .  forward  over  the  surface  of  the  first,  dratcing  the  blood  after  it  in  an 

anaemia    is   avoided   by   means   of   a      even  film. 

blood-count,  which  in  all  cases  should 

include  estimation  of  the  percentage  of  haemoglobin,  and  of  the  total  number  of  red  cells 

l>er  c.mm. ;  and  in  most  cases  determination  of  the  number  of  leucocytes  per  c.mm.,  a 

differential  leucocyte  count  and  an  examination  of  the  characters  of  the  red  corpuscles  in 

stained  blood  films  also. 

Corpuscles  are  best  counted  by  means  of  the  Thoma-Zeiss  or  Thoma-Leitz  haemocytometer ; 
haemoglobin  is  measured  most  accurately  by  the  Haldane-Gowers  haemoglobinometer ;  and  blood 
films  are  best  fixed  and  stained  simultaneously  by  means  of  Jenner*s  stain,  or,  when  hacmatozoa 
arc  to  be  looked  for.  bv  Leishman*s  stain.  Full  directions  as  to  the  use  of  these  instruments  and 
stains  are  generally  issued  with  them,  or  one  of  the  many  small  handbooks  on  laboratory  methods 
may  be  referred  to. 

Having  proved  that  the  patient  is  suffering  from  real  anaemia,  that  is  to  say  from 
diminution  in  the  percentage  of  haemoglobin,  and  probably  from  a  diminution  in  the  red 
cells  also,  the  next  step  in  the  diagnosis  is  to  determine  what  is  its  nature.  Attempts  are 
sometimes  made  to  fit  all  cases  of  anaemia  into  one  or  other  of  two  main  groups,  labelled 
primary  and  secondary  respectively  ;  but  this  is  not  really  very  helpful  clinically.  In 
many  cases  the  nature  of  the  anaemia  is  obvious  at  once — it  may  be  secondary  to  post- 
partum haemorrhage  or  other  blood  loss,  or  the  later  stages  of  phthisis,  syphilis,  cancer, 
or  malarial  cachexia,  and  so  on.  Sometimes,  however,  even  though  anaemia  is  really  due 
to  a  cause  which  in  some  patients  is  obvious,  it  is  not  obvious  in  the  patient  with  whom  one 
happens  to  be  dealing,  and  then  the  diagnosis  has  to  be  arrived  at  by  a  process  of  exclusion. 
One  need  but  mention  as  examples,  perhaps,  the  difficulties  that  arise  sometimes  in 
diagnosing  between  fungating  endocarditis,  gastric  carcinoma,  and  pernicious  anaemia  ; 
or  between  anaemia  due  to  blood-loss  and  blood-loss  due  to  anaemia.  In  arriving  at  the 
diagnosis  it  is  important  first  to  exclude  those  conditions  in  which  the  blood  picture  is 
itself  positive.  A  division  of  all  cases  of  anaemia  into  (A)  Anaemias  zvith  a  positive,  blood 
picture  ;  and  (B)  Ancemias  with  an  indeterminate  or  negative  blood  picture y  is  probably  more 
helpful  clinically  than  any  other  classification.  The  only  anaemias  in  which  the  blood 
picture  can  be  described  as  itself  positive — that  is  to  say  in  which  the  diagnosis  is  indicated 
directly  by  the  results  of  blood  examination — are  (a)  pernicious  anaemia.  (/>)  spleno- 
medullary  leukaemia,  (c)  lymphatic  leukaemia,  (d)  mixed  varieties  of  leukaemia,  (e)  parasitic 
anarmia  associated  with  eosinophilia,  and  (/)  parasitic  anseniia  associated  with  parasites 
in  the  blood. 

Blood  Changes  oommoii  to  all   Severe  Amemlas. — In  any  severe  anaemia  there  are 
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certain  blood  changes  which  are  almost  always  to  be  found,  which  are  not  characteristic 
of  any  one  variety  of  anaemia,  but  which,  seeing  that  pernicious  anaemia  in  its  later  stages 
is  probably  the  profoimdest  of  all  the  anaemias,  are  perhaps  better  seen  in  it  than  in  any 
other  disease.    These  are  : — 

(a).  A  very  great  diminution  in  the  number  of  red  corpuscles,  down  even  to  so  low  a 
Agure  as  600,000  per  c.mm. 

(b).  Great  variation  in  the  sfiapes  of  the  red  cells — ^poikilocytosis ;  poikilocytes 
(Plate  II,  Fig.  E)  always  retain  a  smooth,  curved  outline,  but  instead  of  being  flat  circular 
discs,  like  nor.ral  corpuscles,  they  may  be  oval  or  pear-  or  hour-glass-shaped,  and  so  on. 
It  is  important  not  to  mistake  crenated  corpuscles  {Plate  Ily  Fig,  D),  or  red  cells  that  have 
become  polygonal  by  reason  of  mutual  moulding  when.flxed  in  too  close  apposition  with 
one  another  {Plate  11,  Fig.  C),  for  poikUocytes. 

(c).  Alterations  in  the  sizes  of  the  corpuscles.  In  normal  blood  the  red  cells  are  almost 
all  of  the  same  diameter,  about  7^  ;  in  any  severe  anaemia  they  may  vary  considerably  in 
size,  many  being  much  smaller  than  normal — microcytes  {Plate  II,  Fig.  B) ;  some  larger 
than  normal — macroqftes  or  megalocytes  {Plate  II,  Fig.  B). 

{d).  The  presence  of  nucleated  red  corpuscles.  Normally  none  are  present  in  the  blood 
even  in  infancy  ;  in  any  severe  anaemia  they  may  appear  in  varying  numbers,  and  according 
to  their  sizes  they  are  termed  microblasts,  normoblasts,  megaloblasts,  or  gigantoblasts  (Plate  II, 
Fig.  F) — the  latter  containing  more  than  one  nucleus,  the  others  only  one.  It  has  some- 
times been  stated  that  the  greater  the  number  of  nucleated  corpuscles  the  less  favourable 
the  prognosis,  but  this  is  not  necessarily  the  case,  except  in  so  far  that  it  is  unusual  for 
nucleated  forms  to  appear  until  a  severe  stage  of  the  anaemia  is  reached. 

None  of  the  above  changes,  one  must  repeat,  are  diagnostic  of  any  particular  variety 
of  severe  anaemia,  though  they  are  perhaps  most  marked  in  the  later  stages  of  pernicious 
anaemia. 

Normal  Varieties  of  White  Corpuscles. — It  often  happens  that  variations  in  the 
relative  proportions  of  the  different  leucocytes  in  the  blood  afford  means  of  differential 
diagnosis.  Before  changes  from  the  normal  can  be  understood,  it  is  necessary  to  say  a 
word  or  two  about  the  normal  varieties  of  white  cells  ;  these  number  anything  from  5,000 
to  10,000  per  c.mm.,  the  total  changing  considerably  at  different  times  of  the  day.  When 
Alms  are  made  it  is  found  that  four  easily  distinguishable  varieties  are  to  be  seen.  These 
have  received  different  names  at  the  hands  of  different  observers,  but  they  are  so  distinct 
that  names  hardly  matter,  and  they  might  be  termed  quite  well  types  A,  B,  C,  and  D 
respectively.  If,  however,  one  has  to  choose  between  the  different  names  that  have  been 
given  to  them,  the  following  may  perhaps  be  selected  as  the  most  frequently  employed  : — 
(1)  Small  lymphocytes  ;  (2)  Large  lymphocytes  ;  (8)  Polymorphonuclear  cells ;  (4)  Coarsely 
granular  eosinophile  corpuscles. 

1.  The  small  lymphocytes  (Plate  II,  Fig.  H)  stain  blue  with  Jenner^s  stain,  both  as  to 
nucleus  and  protoplasm.  The  nucleus  is  round,  and  the  protoplasm  is  relatively  small  in 
amount  and  free  from  granules. 

2.  The  large  lymphocytes,  or  hyaline  corpuscles  (Plate  II,  Fig.  J),  stain  blue,  both  as 
to  nucleus  and  protoplasm.  The  nucleus  is  more  or  less  kidney-shaped,  and  the  proto- 
plasm relatively  large  in  amount  and  free  from  granules. 

8.  The  polymorphonuclear  cells  (Plate  II,  Fig.  K)  stain  blue  as  to  the  multilobed 
nucleus,  red  as  to  the  relatively  abundant  protoplasm,  which  under  the  high  power  is 
seen  to  be  speckled  with  very  fine  red  granules. 

4.  Tlie  coarsely  granular  eosinophile  corpuscles  (Plate  II,  Fig.  L)  stain  blue  as  to  the 
multilobed  nuclei,  red  as  to  the  protoplasm,  the  amount  of  which  is  approximately  the 
same  as  in  the  polymorphonuclear  cells,  but  differs  from  the  latter  in  that  it  is  studded 
with  very  striking  large  eosinophile  granules. 

The  only  difficulty  that  arises  in  making  a  differential  leucocyte  count  in  normal  blood 
is  that  whereas  the  small  lymphocytes  usually  become  fixed  in  such  a  way  as  to  cover 
relatively  small  areas,  so  that  the  cells  seem  to  consist  mainly  of  nucleus,  at  other  times 
they  spread  out  flatter  over  larger  areas,  and  then  the  rounded  nucleus  seems  to  be 
surrounded  by  much  protoplasm  (Plate  II,  Fig.  I).  A  small  lymphocyte  flattened  out  in 
this  way  is  apt  to  be  called  either  a  large  lymphocyte  by  those  who  do  not  insist  upon  the 
reniform  nucleus  of  the  latter,  or  a  transitional  lymphocyte  by  others.    There  is  no  deduction 
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of  particular  clinical  value  to  be  obtained  by  distinguishing  these  cells  from  small  lympho- 
cytes: it  is  better  that  they  should  be  grouped  with  the  small  lymphocytes  for  clinical 
purposes  at  any  rate,  only  undoubted  large  hyaline  cells  with  reniform  nuclei  being 
included  in  the  group  of  large  lymphocytes  or  hyaline  corpuscles. 

The  relative  proportions  of  these  cells  differ  according  as  the  individual  is  a  child 
or  a  grown-up  person ;  for  an  adult  one  may  say  that,  roughly  speaking,  out  of 
100  leucocytes 

About  25  will  be  small  lymphocytes 

8  will  be  large  hyaline  lymphocytes 
65  will  be  polymorphonuclear  cells,  and 
2  will  be  coarsely  granular  cosinophile  corpuscles 

100 

In  children  the  tendency  is  for  the  small  lymphocytes  to  be  relatively  more  numerous 
in  health,  and  still  more  so  in  any  illness — up  to  40  per  cent  or  even  more — whilst  the  poly- 
morphonuclear cells  are  correspondingly  diminished. 

Some  observers  prefer  to  represent  the  different  varieties  of  white  corpuscles  not  as 
percentages  but  as  total  numbers  per  c.mm.  of  blood. 

Abnormal  Varieties  of  White  Corpuscles. — Whereas  the  above  are  the  only  kinds 
of  white  cells  in  healthy  blood,  in  certain  diseases  the  following  abnormal  forms  are  met 
witli : — 

Myelocytes, — ^These  are  large  corpuscles  {Plate  II,  Fig,  3f),  comparable  in  size  to  the 
polymorphonuclear  cells,  but  differing  from  the  latter  in  having  either  a  perfectly  round, 
an  oval,  or  possibly  a  slightly  kidney -shaped  nucleus,  rather  than  a  multilobed  one.  There 
are  all  gradations  of  them,  and  at  the  two  extremes  it  is  difficult  to  differentiate  some  from 
large  lymphocytes  and  others  from  polymorphonuclear  cells.  They  are  to  be  distinguished 
from  the  latter  by  the  roundness  of  the  nucleus,  and  from  large  lymphocytes  by  the 
granularity  of  the  protoplasm.  The  granules  in  question  are  sometimes  stained  brightly 
with  eosin — eosinophile  myelacyUs  (Plate  II,  Fig.  N),  distinguishable  at  once  from  the 
ordinary  eosinophile  corpuscles  by  their  nuclei  being  nearly  spherical ;  more  often,  how- 
ever, the  granules  stain  blue,  or  some  colour  between  blue  and  red — ordinary  or  netUraphile 
myelocytes.  No  useful  clinical  information  can,  so  far  as  is  at  present  known,  be  obtained 
by  laying  stress  upon  these  differences  in  tfie  staining  reactions  of  different  myelocytes, 
so  that  they  are  usually  counted  together  simply  as  myelocytes.  There  is  only  one  condition 
in  which  they  are  very  numerous,  and  that  is  spleno-medullary  leukaemia  ;  but  they  may 
occur  in  small  numbers  in  various  other  affections  also,  particularly  in  lymphadenoma, 
Hodgkin's  disease,  pernicious  anaemia,  and  aplastic  anaemia. 

Basophile  Corpuscles  (Plate  II,  Fig.  O). — ^These  are  much  smaller  than  myelocytes, 
their  size  being  comparable  to  that  of  small  lymphocytes  ;  they  differ  from  the  latter  in 
that  the  protoplasm,  instead  of  being  homogeneous,  contains  from  2  or  3  to  perhaps  20  or 
more  very  large  granules  which  stain  deep  blue  with  Jenner's  stain.  They  are  immistake- 
able.  No  definite  clinical  deductions  can  be  drawn  from  their  presence  beyond  the  fact  that, 
if  there  are  more  than  1  or  2  per  1,000,  the  blood  is  abnormal.  They  may  be  present  in 
many  different  varieties  of  anaemia,  but  they  are  not  characteristic  of  any  ;  they  seldom 
amount  to  more  than  2  or  3  per  cent,  and  often  to  no  more  than  0*5  per  cent,  even 
in  disease. 

Punctate  Basophilia. — There  are  certain  conditions,  particularly  pernicious  anaemia  in 
its  later  stages,  leukaemia,  and  lead  poisoninjr,  in  which  the  red  cells,  instead  of  staining 
uniformly  pink  with  the  eosin  of  Jenncr's  stain,  present  large  numbers  of  small  blue  specks 
or  granules  in  their  protoplasm  (Plate  II,  Fig.  G),  a  condition  known  as  punctate  basophilia. 
In  a  case  of  doubt,  when  pernicious  anaemia  has  been  excluded  by  there  being  a  low  colour 
index,  and  when  leukaemia  is  contra-indicated  by  the  fact  that  there  is  a  normal  leucocyte 
count,  the  presence  of  extensive  punctate  basophilia  is  Faid  sometimes  to  afford  con- 
firmative evidence  of  plumbism. 

We  may  now  pass  on  to  consider  the  commoner  varieties  of  anaemia,  dealing  first  with 
anaemias  with  positive  blood  pictures. 


{A).—AHJEMViS    WITH    POSITIVE    BLOOD    PICTURES. 

Pemicioas  Anmnia  is  a  disease  of  insidious  onset  in  adults,  the  main  symptoms  beinc 
progressive  loss  of  muscle-power  and  increasing  pallor,  with  loss  of  weight,  but  with 
relatively  less  toss  of  body  volume.     Various  other  symptoms  may  be  associated  with 
these,  or  no  others  may  be  present.     The  diagnosis  is  seldom  made  until  a  relatively  late 
stage  of  the  malady  has  been  reached,  by  which  time  there  is  a  great  diminution  in  the 
hemoglobin,  down  perhaps  to  30  per  cent  of  normal  or  less,  and  a  still  greater  diminution 
of  the  red  cells,  down  perhaps  to  2S  per  cent,  20  per  cent,  or  even  10  per  cet 
consequently  the  colour  index  is  high,  and  this  b  the  pathognomonic  sign  o 
There  is  no  leucocytosis,  but  rather  leucopenia  (p.  S3] ) :  the  differential  leu 
shows  a  relative  increase  in  the  small  lymphocytes,  a  corresponding  diminutio] 
morphonuclear  cells,  normal   numbers  of  eosinophile  corpuscles  and  large 
occasional  basophile  corpuscles,  and  one  or  two  myelocytes.     Blood  fUms  alsc 
changes  described  above  (p.  22)  as  common  to  any  severe  anemia,  but  witl 
large  relative  numbers  of  megalocytes.     When  these  blood  changes  are  all 
can  be  no  doubt  about  the  diagnosis,  and  we  need  not  enter  here  into  all  the  otl 
that  may  be  presented  by  tbe  patient.     It  is  important  to  remember,  howev 
is  one  group  of  the  cases  in  which  nerve  symptoms  predominate  before  tl 
pronounced.     The  diagnosis  of  pernicious  anemia  cannot  be  made  without  a 
and  it  can  be  made  absolutely  with  one  ;   one  word  of  warning  is  required,  an 
the  colour  index  is  not  continuously  high  in  every  case  of  pernicious  anemia,  SO 
several  blood-counts  may  be  required  at  intervals.     It  should  also  be  noted  tl 
of  temporary  recuperation  is  considerable,  and  when  the  patient's  condition 
blood  may  return  partly  or  wholly  to  normal ;    during  such  remission  the 
instead  of  remaining  greater  than  1,  becomes  1  or  less  than  1. 

There  are  certain  cases  of  very  severe  amemia  which  some  would  indu 
heading  of  pernicious  aniemia,  although  the  colour  index  is  persistently  less  I 
more  useful,  however,  from  a  clinical  point  of  view  to  leave  these  cases  unb 
any  rate  not  to  call  them  pernicious  anemia,  which  has  bo  characteristic  a  I 
One  variety  has  recently  become  separated  from  the  rest  under  tbe  title  of  apt 
the  chief  characters  of  which  are  a  profound,  progressive,  and  ultimately 
for  which  no  cause  can  be  found,  which  seems  in  many  respects  to  simuls 
aniemia.  but  which  is  persistently  associated  with  a  low  instead  of  a  high 
It  is,  moreover,  unaccompanied  by  a  positive  Prussian  blue  reaction  in  the 
test  with  potassium  ferroeyanidc  and  hydrochloric  acid—post  mortem  ;  this,  v 
is  strongly  confirmatory  of  pernicious  anemia,  for  very  few  other  condition! 
they  are  rare — sprue,  for  example,  is  one  such,  and  bronzed  diabetes  another 

Spleno-mednllary  Lealueinla. — In  the  earlier  stages  of  this  disease  there 
at  all,  though  later  diminution  both  in  the  hemoglobin  and  in  the  red  cells  may 
Tbe  essential  point  in  the  diagnosis  is  the  occurrence  of  a  very  great  increax 
number  of  leucocytes,  not  at  all  uncommonly  up  to  such  a  figure  as  200,000,  ai 
up  to  flOO,000  or  even  1,000,000  per  c.mm.     There  is  only  one  other  conditi 
produce  so  extreme  an  increase  in  the  total  number  of  leucocytes,  and  that 
kultamia.     The  two  are  immediately  distinguishable  from  one  another  by  tt 
leucocyte  count,  the  characteristic  point  about  which,  in  spleno -medullary 
the  large  number  of  myelocytes  present.     These  may  amount  to  £0,  to  even  50  per  cent, 
or  more,  of  all  the  leucocytes  present,  with  the  consequence  that  there  is  a  relative  but 
not  an  absolute  diminution  in  the  other  varieties  of  white  cells.     Occasional  basophile  cells 
are  seen ;    but  whatever  may  be  the  proportion  of  these  or  other  leucocytes,  the  main 
point  in  the  diagnosis  is  the  large  relative  number  of  myelocytes  in  association  with  an 
enormous  increase  in  the  total  leucocyte  count,     ^\'hen  antemia  ultimately  ensues  it  is  of 
the  chlorotic  type  ;    that  is  to  say,  the  hicmoglobin  falls  before,  and  to  a  greater  extent 
than,  the  red  cells.  The  disease  generally  lasts  from  one  to  three  years  before  ending  fatally, 
and  in  the  later  stages  all  the  blood-changes  characteristic  of  severe  aiucmia  may  be  found. 
Clinically,  the  other  main  feature  of  the  complaint  is  the  enormous  enlargement  of  the  spleen, 
which  here  reaches  dimensions  bigger  than  in  any  other  disease,  the  viscus  often  extending 
right  across  the  middle  line  to  the  right  iliac  fossa  or  down  into  the  pelvis.     It  Is  note- 
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worthy  that  in  patients  treated  with  the  x-rays  the  spleen  very  ortcn  becomes  greatly 
reduced  in  size,  and  the  blood  picture  may  return  nearly  to  normal,  though  it  seldom  if 
ever  happens,  even  when  the  number  of  leucocytes  per  cram,  has  reached  the  normal, 
that  there  is  an  absence  of  myelocytes  in  the  differential  leucocyte  count.  Notwithstanding 
this  apparent  improvement  in  the  blood  and  in  the  spleen,  the  length  of  time  the  patient 
survives  does  not  seem  to  be  increased.  The  splenic  enlargement  is  not  associated  with 
enlargement  of  the  lymphatic  glands. 

Ljmidiatle  LenkKinla. — There  is  no  age  at  which  any  form  of  leuktemia  may  not 
occur  ;  but  upon  the  whole  the  spleno- medullary  form  affects  adults  rather  than  children, 
whereas  the  lymphatic  affects  children 
rather  than  adults.  Its  course  is  usually 
rapid  and  invariably  fatal,  death  resulting, 
as  a  rule,  within  three  or  four  months 
from  the  first  definite  symptoms.  Aniemia 
is  much  more  rapid  in  its  development  in 
the  lymphatic  than  in  the  spleno-medull- 
ary  form.  The  first  symptoms  may  be 
either  an»mia,  or  lymphatic  glandular 
enlargement  in  the  neck,  axil  lee,  and 
),Toins,  or  the  occurrence  of  purpura,  epis- 
taxis  or  other  forms  of  hemorrhage,  or  in 
certain  cases  a  complete  change  in  the 
child's  temperament  in  the  direction  par- 
tioularly  of  excessive  irritability  of  temper, 
with  loRS  of  appetite  and  obvious  and  pro- 
Itrcssive  DlnesN.  There  arc  cases  in  which 
no  glands  arc  enlarged,  the  diagnosis  not 
being  at  all  obvious  without  a  blood-count. 
-More  often  there  is  general  enlargement  of 
the  lymphatic  glands,  visceral  and  peri- 
pheral, sometimes  associated  with  similar 
increase  in  the  size  of  other  glands,  par- 
ticularly the  salivary  and  laehrj-mal — 
Miculicz's  syndrome— and  the  spleen  is 
nearly    always    palpable    and    sometimes 

large,  though  seldom  so  big  as  it  is  in  spleno -medullar}'  leukemia.  Serous  inflammations 
are  common,  and  there  is  apt  to  be  pyrexia,  as  in  other  severe  anemias,  especially  in 
spleno- medullary-  leuka-mia  {Fig.  t',  Hodgkin's  disease  {Fig.  247,  p.  570),  and  pernicious 
ana'mia  (Fig.  246.  p.  569).  The  diagnosis  is  afforded  at  once  by  the  blood-count  in  the 
majority  of  cases.     There  is  a  var^'ing  degree  of  increase  in  the  leucocytes,  sometimes 
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reaching  no  higher  than  20.000  or  90.000.  more  often  80,000  to  tOO.OOO,  iind  sometimes, 
hut  more  rarely,  to  much  higher  figures,  such  as  200,000.  OOO.OOO.  800.(K(0,  or  even 
1.. 51)0,000  per  c.mm.  Whatever  the  total  leucocytes  count,  howc^■er.  the  slrikiu^  feature 
is  the  enormous  relative  increase  in  the  small  lymphocytes  In  the  differential  leucocjtc 
iiiunt.     Out  of  cvcrj-    hundred   leucocytes  it  is  not  uncommon  to  find  that  ttO.  or  even 
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85  or  98  are  lymphocytes  ;  so  that  there  is  an  enormous  relative  and  sometimes  absolute 
reduction  in  the  other  white  corpuscles.  Amongst  them  will  be  found  an  occasional 
myelocyte  and  one  or  two  basophile  corpuscles.  The  red  cells  and  the  hfemoglobin 
become  diminished  progressively,  and  the  former  may  exhibit  all  the  other  changes 
described  above  (p.  22)  as  characteristic  of  any  very  severe  aniemia.  Whereas  in  most 
cases  the  colour  index  becomes  less  than  1  as  the  disease  progresses,  in  a  few  instances, 
especially  some  time  before  the  end,  the  colour  index  has  been  found  to  be  greater  than  1, 
as  it  is  in  pernicious  anaemia.  There  is  no  likeliliood  of  mistaking  one  < 
other  on  account  of  the  changes  in  the  white  cells. 

Some  authorities  describe  two  types  of  lymphatic  leuktemia  accordii^ 
cytes  seen  in  the  Alms  are  of  relatively  large  or  small  size  ;  as  has  been 
however,  there  is  always  difUcuIty  in  deciding  whether  differences  in  apf 
lymphocytes  constitute  differences  in  kind,  and  there  is  no  ver^  great 
served  in  drawing  the  distinction  here,  unless  perhaps  that  upon  the  whi 
lymphocytes  present  the  greater  the  number  of  months  the  patient  is  lid 

The  chief  difhculties  that  arise  in  the  diagnosis  occur  in  two  ways  : 
few  instances  in  which  lymphatic  leukaemia  has  run  its  course  without  an 
in  the  number  of  leucocytes  per  c.mm.  of  blood,  the  diagnosis  being  atto 
enormous  relative  increase  in  the  small  lymphocytes  ;  and  secondly,  c 
have  a  relatively  high  leucocyte  count,  from  which  it  happens  that  lyn 
may  sometimes  be  suspected  in  them  when  it  is  not  really  present.  Supp 
a  child  suffers  from  an  obscure  illness  associated  with  aniemia  of  the  ch 
an  increase  in  the  leucocytes  up  to  25,000  per  c.  mm.  and  a  relative  inci 
lymphocytes  up  to  55  per  cent,  would  one  be  justified  in  diagnosing  lym( 
One  might  be  if  there  was  general  enlargement  of  the  lympliatic  glands  ati 
the  spleen ;  but  otherwise  both  the  leucocytosis  and  the  relative  increas 
cytes  might  be  due  to  some  other  complaint,  and  the  only  means  of  arrivii^ 
might  be  by  awaiting  developments.  It  is  not  safe  to  insist  upon  a  diagn 
leuksmia  unless  there  is  either  a  very  lai^  increase  in  the  total  number 
a  relative  increase  in  the  small  lymphocytes  up  to  BO  per  cent  or  over,  or  b" 
at  the  same  time. 

Mixed  Forms  of  Lenlueniia. — Although  the  majority  of  cases  of 
either  to  the  spleno-medullary  or  the  lymphatic  form,  there  are  cases  in  whi 
and  the  blood  changes  partake  of  the  characters  of  both.  Either  th 
lymphatic  glandular  enlargement,  or  both,  may  be  marked ;  there  ma 
until  the  disease  has  passed  its  earlier  stages,  when  the  red  cells  and 
through  the  chlorotic  type  of  changes  until  they  reach  those  severe  alterati 
of  all  aniemias  in  their  last  stages  ;  the  white  corpuscles  show  more  oi 
their  total  numbers,  and  the  differential  leucocyte  count  shows  not  i 
numbers  of  myelocytes,  such  perhaps  as  20  per  cent  or  more,  but  also 
increase  in  the  lymphocytes  up  to,  it  may  be,  fiO  per  cent  or  over.  The  o< 
cases  of  '  mixed  '  leiikxmia  would  seem  to  indicate  that  there  is  really  no  a 
in  kind,  but  rather  only  a  difference  in  type,  between  the  lymphatic  and  the 
forms  already  described. 

ParasitlG  Anemia  associated  with  Eoslnophllia. — Many  varieties 
that  affect  man  produce  hardly  any  blood  changes  at  all — THcboeephalus  aispar,  incf/mnw 
vermicttlarii,  Aacaris  lumbricmdes.  Other  parasites,  however,  produce  very  marked  dianges 
in  the  blood,  and  one  may  mention  in  particular  Bolhriocephalua  lotus.  Ankytostomum 
duodenaU,  Trichina  sptTolis,  Bilharzia  hiematiMa,  Filaria  sanguinis  Iwtninis,  and  not  a  few 
cases  of  hydatid  disease.  The  anismia  which  results  may  be  very  profound,  and  the  blood 
may  exhibit  all  the  changes  described  above  as  common  to  the  severest  ansmias.  The 
colour  index  is  usually  low,  but  sometimes  it  is  greater  than  1 ,  simulating  pernicious  aniemia  ; 
but  whatever  the  total  leucocytes,  the  differential  count  very  commonly  presents  a  con- 
siderable increase  in  the  coarsely  eosinophile  corpuscles,  and  this  Eobinopkilja  (p.  219).  in 
association  with  severe  anosmia,  is  suggestive  of  the  presence  of  some  toxic  parasite.  It 
does  not  indicate  which  parasite  is  present,  however,  this  being  determined  by  careful 
examination  of  the  ffeces,  urine,  and  so  forth  (see  Parasites,  Intestinal,  p.   519). 

Parasitic  Anemia  associated  with  Parasites  In  tbe  BIikmI. — ^The  four  best  known 


diseases  in  which  human  beings  have  parasitea  in  the  blood  are  ;  malaria,  fllariasis,  trypano* 
somiasis,  and  relapsing  fever.  In  all  these  there  may  be  much  destruction  of  red  cells  with 
consequent  ansmia  of  the  chlorotic  type.    In  most  cases  the  history,  particularly  of  residence 


in  some  trtipical  country  wliere  the  disease  in  (luestion  is  liiicly  l»i  iKcur.  Hill  surest  the 

diagnosis,  and  the  examination  of  the  blood,  either  fresh  or  in  Hlms,  will  be  conlirmative. 

Kelapsing  faxT  used  to  be  prevalent  in  Crcat  Britain,  and  it  Ntill  ocrurs  in  ppiilemic 

form  ia  times  of  famine  in  association  wjlh  uncleanness.     It  is  commoner  ubioH<).     It  is 


28  ANEMIA 

due  to  infection  by  the  spirochete  of  Obermeier  (Plate  XXV jll.  Fig  I,  p.  614)  introduced 
into  the  body  by  the  bites  of  bugs.  It  is  a  long  spiral  organism,  40  ft  long  and  1  /<  broad, 
actively  motile  in  fresh  blood,  but  best  seen  in  films  stained  with  Lelshman's  stsin.  They 
first  appear  a  day  or  two  before  the  paroxysms  of  fever  {Fig.  5),  and  may  reach  large  num- 
bers In  the  intervals  they  are  not  to  be  found.  The  course  of  the  disease  usually  suggests 
the  diagnosis,  outbursts  of  pyrexia  associated  with  extreme  prostration  and  severe  illness, 
lasting  about  a  week  or  rather  less,  alternating  with  intermissions  Of  about  the  aaiDC 
lengtl 


both  I 


ils  middle,  surrounded  by  protoplasm  which  becomes  prolonged  Into  a  relatively  long  un- 
dulating membrane  terminating  in  a  flagellum.  It  is  an  extra-corpuscular  organism  readily 
distinguishable  when  seen  in  its  mature  stage.  It  occurs  particularly  in  people  who  have 
been  resident  in  I'ganda  or  other  district  in  which  GloMina  palpalis,  the  fly  which  spreads 
the  disease,  abounds.  The  diagnosis  is  much  less  easy  when  the  blood  contains  only 
immature  forms.  It  is  sometimes  easier  to  find  the  embryos  in  fluid  obtained  by  puncturing 
the  enlarged  inguinal  or  other  lymphatic  glands  often  present  in  these  patients.     It  is 
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worthy  of  note  that  one  variety  of  severe  aniemia  occurring  in  Assam,  associated  wttli 
pyrexia  and  enlargement  ot  the  spleen,  and  formerly  thought  to  be  a  variety  of  malaria,  is 
due  to  a  variety  of  trypanosomiasis  in  which  only  immature  forms  of  the  parasite  (Leishman- 
Donovan  bodies)  have  been  found  {Plait  XXVIIJ,  Fig.  H.  p.  614) ;  and  here  not  in  the 
general  blood  stream,  but  in  the  fluid  obtained  by  splenic  puncture.  The  disease  is 
termed  Kala-azar.  n ; 

JUalaria  is  not  essentially  associated  with  aneemia  ;  but  in  patients  who  have  had 
recurrent  attacks  blood  destruction  by  the  parasites  leads  to  considerable  reduction  both 
in  the  red  cells  and  in  the  hemoglobin,  the  colour  index  generally  being  of  the  chlorotic 
type.  The  changes  in  the  white  corpuscles  are  described  on  p.  aoi.  The  diagnosis  can 
often  be  surmised  when  a  patient  who  is,  or  has  been,  resident  in  a  malarial  district  suffers 
from  periodic  rigors  with  pyrexia.    Theoretically  there  are  two  main  types  of  the  disease, 


— the  tertian,  in  which  the  paroxysms  conic  on  even  alternate  da\  with  complete  frttdorii 
cverj-  intermediate  day  [Fig.  6) ;  and  the  ijuaTlnn  m  which  there  are  t«o  dn\  interMils  so 
that  the  paroxysms  occur  every  fourth  day  {Fi»  7)  What  happens  in  a  malaniil  dislrid 
however,  is  that  after  a  patient  has  been  infected  b\  one  set  ot  mosijinto  bitrs  with  a 
tertian  or  quartan  a|rue,  he  becomes  infected  Mibse<)ucntl>  U[Hin  different  da\s  b\  other 
niosifuitoes  with  other  tertian  or  quartan  para-itcs,  so  that  there  is  a  iniiiulmK  together 
of  the  effects  of  different  sets  of  ha^matozoa  For  instance  if  a  ]>utient  h.id  btennic 
infected  by  two  tertian  parasites,  the  one  producing  rigors  upon  Mondin  U(dnes<ia\ 
Friday,  and  Sunday,  and  the  other  attaeiis  upon  Tuesdnv,  Thursday.  Salunlay.  and 
Monday,  this  patient  wouhl  have  a  paroxysm  every  day,  the  type  being  then  s|>oken  of  as 
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quotidian  (Fig  a).  It  lie  were  intected  by  two  quartan  parasites,  the  one  producing  attack* 
upon  Monday,  Tlmrsday.  and  Sunday,  and  the  otlier  upon  Tuesday,  Friday,  and  Monday, 
the  occurrence  of  the  paroxysms  becomes  less  regular,  for  the  patient  would  have  a  rigor 
upon  Monday,  arother  on  Tuesday,  none  on  Wednesday,  a  rigor  upon  Thursday  and  Friday, 
but  none  nn  Saturday,  and  so  on.  Each  infection  by  a  fresh  brood  of  malarial  paissitM 
complicates  the  clinical  picture,  until  Anally  in  those  who  have  been  long  in  malarial  districti 
the  attacks  of  pyrexia  may  be  quite  irregular  or  even  almost  continuous.  Each  paroxysm 
has  three  characteristic  stages,  any  one  of  which  may  last  from  half  an  hour  to  two  or  Ihitc 


hours,  or  even  more.  During  the  first  or  cvhl  stage,  the  patient  shivers  with  a  severe  rigor, 
feels  cold,  looks  blue  and  pinched,  but  nevertheless  has  a  rise  of  temperature  to  102°  F.  or 
lOS"  F,  The  teeth  chatter  and  the  patient  wraps  himself  up  to  ti^-  and  keep  warm.  Thi» 
is  followed  by  the  hot  stage,  which  begins  with  flushing  of  the  face,  severe  headache,  pains  in 
the  back,  further  rise  of  the  temperature  to  104°  F.  to  106°  F..  and  a  sensation  of  such  heat 
that  the  patient  throws  off  the  clothes  and  calls  tor  cooling  drinks.    This  ends  in  the  third 


ilouUle  iiiltotton.    {C^arl  mpplied  i,  ilu  lj>iulan  SrAoofo/  Trapinl  Utiituir.) 

or  sweating  stage,  during  which  the  skin,  previously  dry,  breaks  out  into  perspiration  so  seveie 
that  all  the  bedclothes  may  be  wringing  wet.  The  temperature  now  tails,  and  the  patient, 
more  or  less  exhausted,  sleeps,  and  on  waking  feels  comparatively  well  except  for  a  sense  ol 
weakness  ;  he  may  be  able  to  do  his  ordinary  work  until  the  next  paroxysm  comes  on.  Only 
in  a  few  cases  do  much  severer  symptoms  supervene  if  proper  treatment  be  adopted.  In 
the  absence  of  treatment,  however,  malaria  may  lead  to  h>-perpyrexia  (107°  F.-llS'  F.); 
to  coma ;  or  to  a  condition  of  algidity  and  collapse  ;   any  one  ot  which  may  end  in  death 


ANEMIA  81 

The  diagnosis  may  be  conflrmed  to  some  extent  by  Anding  that  the  pyTexial  outbursts 
diminish  or  cease  altogether  under  the  administration  of  quinine,  but  the  only  real  proof 
ot  the  nature  of  the  complaint  is  tlie  discovery  in  the  blood  of  the  malarial  parasites 
(Plate  XXVIU,  Figs.  A,  B.  C.  D,  and  E.  p. 'oi-l).  It  is  importont  to  note  that  the 
administTation  of  quinine  renders  it  difficult  or  impossible  to  find  these  in  blood  films,  and 


mdmt  Sc/Kol  0/   Tropiral  UrdMn/. 


then  the  behaviour  of  the  leucocytes  (p.  801)  may  be  very  helpful.  Albuminuria  is 
common,  and  the  urine  generally  contains  urobilin  during  active  malaria,  ceasing  to  do  so 
when  the  tatter  becomes  latent ;  microscopically,  golden  brovfn  pigment  granules  are  often 
to  be  found  in  the  centrifugalized  deposit ;  these  and  the  urobilin  together  may  point  to 
the  diagnosis  wh;n  no  parasites  can  be  found  in  the  blood.     For  a  detailed  account  of  all 


(Charl  npjitird  by  (V  /j.njon  3thnot  0/   Tropiral  SIrJidnr.) 

the  stages  and  appearances  of  various  malarial  pnrasitcs.  text-books  of  tropical  medicine 
should  be  consulted.  There  are  two  main;"typcs  to  be  seen  in  Alms  stained  by  l,eishman'» 
method— the  ring-form  and  the  crescml-form.  The  latter  are  perhaps  tlie  rarer,  thouph  the 
se\ercr  types  of  malaria,  particularly  the  festivo-autumnal  form  met  with  on  the  West  Coast 
(if  .Vfrica,  arc  generally  due  to  it  ;  the  crescentic  parasites  rnnnot  be  mistaken  for  nnythin^' 
else.     The  ordinary  tertian  and  quartan  agues  are  due  to  the  ring  form  of  parasites,  which. 
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though  the  two  types  are  distinct  from  one  another,  are  sufficiently  simi] 
distinguishable  in  nims  except  by  experts.  If  blood  is  examined  at  the  beg 
rigor  the  stage  most  commonly  seen  is  that  of  Plate  XXVIII,  Fig.  B,  p.  ) 
chief  paints  of  motpholojpcal  distinction  between  tertian  and  quartan  parai 
that  the  pigment  granules  are  much  blacker  and  fewer  in  number  with  the 
the  tertian,  and  secondly,  that  in  the  rosette  stage  the  quartan  segments  a 
the  tertian.  One  remarkable  feature  about  malaria  is  that  it  may  remain  lal 
years,  and  yet  recur  in  those  who  have  long  since  returned  to  Great  Bptain  frc 
What  has  happened  to  the  parasites  in  the  interval  is  not  known,  but  their 
is  brought  about  by  such  conditions  as  general  depression  of  health  kon 
worry,  or  as  the  result  of  some  intercurrent  malady. 

(B).~AHje.mAS   with  an  indetebminate  ob  negative  blood 

The  diagnosis  of  the  fact  of  anemia  is  made  by  means  of  a  blood-coui 
great  majority  of  cases  the  cause  of  the  anaemia  itself  is  not  indicated  by  the  bl 
The  differential  diagnosis  has  to  be  made  on  other  grounds.  One  may  subdi 
into  four  sub-groups,  namely,  (I)  Those  cases  in  which  the  ansemia  is  slight 
not  a  very  prominent  symptom  ;  e.g.,  in  an  indoor  worker  or  a  convalesces 
cases  in  which,  though  the  anemia  may  be  severe,  the  routine  examination  < 
discovers  some  more  or  less  obvious  and  not  absolutely  uncommon  cause 
chronic  tubal  nephritis  :  (3)  Those  cases  in  which,  though  the  anaemia  may 
obvious  lesion  can  be  discovered,  but  in  which  there  is  nothing  about  the  cc 
that  the  condition  is  a  rare  or  unusual  one  ;  e.g.,  chlorosis  :  (4)  Those  cases 
aniemia  may  be  more  or  less  severe,  in  which  there  may  or  may  not  be  obvi 
account  for  it,  but  in  which  the  circumstances  of  the  case  suggest  that  the  disc 
or  rare  ;   e.g.,  chloroma. 

Cases  In  which  the  Aiuemia  Is  all^t  and  In  Itself  not  a  ver; 
symptom. — It  is  clear  that  before  any  anemia  that  is  not  due  to  acute  bio 
internal  or  external  hsmorrhage  reaches  a  severe  stage,  it  must  jtass  throng 
which  it  may  be  regarded  as  slight  or  mild.  This  group  therefore  really  im 
other  groups  at  sbme  stage  of  their  development,  and  the  diagnostician  will 
case  to  start  with  comparatively  mild  or  unimportant,  when  the  course  of  ever 
shows  that  this  was  wrong.  For  instance,  a  case  of  pernicious  ansniia  may 
seems  to  be  imimportant  symptoms  for  months  or  years  before  the  anaem 
definite  and  severe  a  stage  as  to  be  diagnosed  correctly.  Tlie  group  now  unc 
is  meant  to  include  only  such  slight  degrees  of  antemia  as  are  themselves  not 
the  matter  of  diagnosis  ;  for  instance,  in  people  who  live  too  much  indoors, 
are  convalescent  from  some  illness,  in  those  who  sulfer  from  chronic  indigesti 
tion,  obesity,  some  forms  of  chronic  intoxication  by  microbial  products,  due  t 
as  infective  synovitis  or  arthritis,  pyorrhoea  alvcolaris  and  oral  sepsis,  uterii 
disease,  the  earlier  stages  of  phthisis,  empyema,  latent  or  deep-seated  casec 
tuberculous  affection  of  joints,  vertebrw,  or  peritoneum  in  children,  the  mi 
plumbism,  and  so  on  ;  in  all  these  cases  there  may  be  a  sufficient  degree  of  amer 
some  attention,  but  the  diagnosis  will  rest  upon  other  symptoms  and  signi 
connected  with  the  blood,  and  in  most  cases  the  amemia  will  not  be  extreme. 

Cases  In  which,  tbou^  the  Amemla  ma;  be  severe,  a  routine  eza 
the  patient  discovers  some  more  or  less  obvloas  and  not  absolutely 
cause  at  It. 

Htenwrrhage. — Some  of  the  most  striking  eases  of  anemia  in  this  group 
which  there  has  been  recurrent  or  severe  loss  of  blood.  When  the  latter  li 
by  epistaxis,  luemoptysis,  hematemcsis,  hematuria,  menorrhagia,  metrorrhagia, 
purpura,  or  by  the  escape  of  blood  per  rectum,  the  nature  of  the  anemia  will 
obvious,  and  the  differential  diagnosis  will  depend  upon  the  cause  of  the  parti< 
rhage  in  question  (see  Epistaxis,  etc.).  One  should  insist  upon  a  complete  bl 
all  these  cases,  however,  in  order  to  exclude  pernicious  anemia,  leukemia,  a 
(onditions  in  which  the  blood-picture  is  positive,  lest  the  bleeding  be  due  to  th 
and  not  the  blood  slate  to  the  bleeding.     The  possibility  of  melena  should  alw 
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mind,  for  without  examination  of  the  fseees  the  extreme  pallor  resulting  from  loss  of  blood 
from  such  a  lesion  as  a  duodenal  ulcer  may  not  be  diagnosed  correctly.  HcBtnophilia  should 
not  be  forgotten  ;  the  way  the  patient  bleeds  excessively  from  slight  scratches  or  cuts  will 
generally  point  to  the  diagnosis,  especially  if  there  is  a  family  history  of  a  similar  condition, 
males  being  affected  more  than  females.  The  blood-picture  in  haemophilia  is  entirely 
negative,  the  anaemia  that  results  from  the  bleeding  being  of  the  chlorotic  type.  It  is 
sometimes  stated  that  the  result  of  blood-loss  is  to  produce  an  anaemia  in  which  the  red 
corpuscles  and  the  haemoglobin  are  equally  reduced,  so  that  the  colour  index  remains  more 
or  less  normal.  This  may  be  true  of  an  acute  bleeding  such  as  venesection  or  post-partum 
haemorrhage,  but  the  effect  of  recurrent  blood-loss  is  to  produce  the  chlorotic  type  of  anaemia, 
in  which  the  red  corpuscles  are  less  diminished  than  is  the  haemoglobin. 

Cachexia, — A  similar  blood  picture,  namely  an  anaemia  of  the  chlorotic  type  more  or 
less  severe,  but  without  anything  which  may  be  called  pathognomonic,  either  as  to  the 
red  cells  or  the  leucocytes,  is  to  be  found  in  almost  all  forms  of  cachexia,  whether  due  to 
syphilis,  tuberculous  or  malignant  disease,  malaria,  beri-beri  and  other  tropical  illnesses, 
oesophageal  stenosis,  or  star\'ation.  A  careful  physical  examination  of  the  patient  and 
enquiry  into  his  symptoms  may  point  to  the  correct  diagnosis  ;  but  it  is  to  be  borne  in 
mind  how  difficult  it  sometimes  is  to  detect  phthisis,  or  some  cases  of  carcinoma  or  sarcoma, 
even  when  far  advanced.  Sputum  analysis  should  not  be  omitted  ;  rectal  examination 
should  not  be  forgotten  ;  the  a?-rays  may  serve  to  detect  lesions  within  the  thorax,  and 
Wassermann's  serum  reaction  may  be  employed  when  syphilis  is  suspected.  It  is  remarkable 
how  little  anaemia  may  result  from  some  varieties  of  cancer,  particularly  carcinoma  of  the 
breast  ;  whilst  other  varieties,  especially  carcinoma  of  the  stomach,  produce  progressive 
anaemia  comparatively  early.  It  is  noteworthy  that,  whereas  in  former  times  the  absence 
of  free  hydrochloric  acid  from  the  gastric  juice  at  the  proper  interval  after  a  test  meal  was 
regarded  as  good  evidence  in  favour  of  a  carcinoma  ventriculi,  it  has  now  been  established 
firmly  that  the  hydrochloric  acid  may  be  very  deficient  or  entirely  absent  in  a  great  many 
other  conditions  also  ;  it  is  absent  in  almost  all  cases  of  advanced  carcinoma,  whether  of 
the  stomach  or  not ;  and  in  many  chronic  maladies  associated  with  ill-health  all  the 
secretions  of  the  body  suffer,  and  amongst  them  the  hydrochloric  acid  of  the  gastric  juice. 
It  follows,  therefore,  that  it  is  only  when  the  diagnosis  has  been  narrowed  down  to  there 
being  some  lesion  of  the  stomach,  that  the  discovery  that  the  hydrochloric  acid  is  very 
deficient  or  absent  affords  evidence  that  the  lesion  is  a  carcinoma. 

Parasitic  affections  sometimes  escape  recognition,  even  when  they  have  led  to  sufficient 
ana*niia  to  attract  attention  (see  Parasites,  Intestinal,  p.  519).  The  two  varieties  most 
apt  to  be  associated  with  anaemia  are  Ankylostomum  duodenale  and  Bothriocephalus  latus, 
Rilharzia  hfpmatobia  may  also  lead  to  severe  anaemia,  but  generally  does  so  on  account 
of  the  H-KMATURiA  (p.  282)  that  it  produces.  Eosinophilia  (p.  218)  may  suggest  a 
;)arasitic   infection. 

Certain  drugs  are  apt  to  produce  anaemia  of  the  simple  chlorotic  tjT^e  if  their  administra- 
tion is  continued  over  a  long  period  ;  particularly  mercury,  arsenic,  lead  and  salicylates. 
Acute  mercurialism  is  commonly  associated  with  stomatitis  and  salivation,  but  in  chronic 
eases,  in  addition  to  anaemia,  there  is  apt  to  be  a  motor  type  of  peripheral  neuritis  affecting 
the  limbs  and  associated  with  a  remarkable  tremor  (p.  726),  particularly  of  the  hands.  The 
diagnosis  is  generally  arrived  at  from  the  fact  that  the  patient  has  been  receiving  mercury 
medicinally,  or  is  employed  in  some  work  in  which  mercury  is  used,  for  instance,  the  making 
of  thermometers  or  mirrors,  or  the  curing  of  rabbit  skins  for  the  manufacture  of  hats. 
Arsenical  poisoning  seldom  gives  rise  to  anaemia  as  its  sole  symptom  ;  but  it  is  noteworthy 
that  although  liquor  arsenicalis  is  an  admirable  remedy  for  the  relief  of  pernicious  anaemia, 
arsenic  itself  is  also  a  cause  of  anaemia  amongst  those  who  work  in  it.  As  a  rule,  in  addition 
to  anaemia  there  is  marked  pigmentation  of  the  skin  {Plate  VII),  and  Addison's  disease 
may  be  simulated.  In  the  latter,  however,  the  pigmentation  occurs  on  the  mucous 
membranes,  particularly  of  the  lips  and  cheeks,  as  well  as  upon  the  skin,  and  this — 
though  in  very  exceptional  cases  a  similar  pigmentation  within  the  mouth  has  been 
observed  in  pernicious  anaemia  (see  Plate  XXII.  p.  528),  and  perhaps  after  taking  arsenic 
for  long  periods — is  always  very  suggestive  of  Addison's  disease,  and  the  diagnosis  may 
be  ctmfirmed  by  finding  a  slight  degree  of  eosinophilia,  a  remarkably  low  blood -pressure, 
down  even  to  80  mm.  Hg  or  less,  attacks  of  vomiting,  svncope,  and  remarkable  asthenia. 

D  ^  8 
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If  there  is  active  tuberculosis  of  the  suprarenal  capsules,  Calmette^s  or  von  Pirquet's 
reactions  with  tuberculin  (Plate  XX XVII,  p.  770),  may  be  positive,  but  these  two  tests 
are  now  less  relied  on  than  formerly.  In  arsenical  cases  there  may  also  be  evidence  of 
peripheral  neuritis  and  of  hyperkeratosis  of  the  soles  and  palms.  Analysis  of  the  hair 
will  discover  an  abnormally  high  percentage  of  arsenic.  The  chlorotic  type  of  ansemia  in 
lead  poisoning  may  be  extreme,  but  the  diagnosis  will  depend  upon  other  symptoms,  of  which 
any  or  all  of  the  following  may  occur  : — a  blue  line  upon  the  gums  ;  constipation  ;  nausea  ; 
vomiting  ;  epigastric  pains  ;  abdominal  colic  ;  a  tendency  to  repeated  abortion  in  women  ; 
peripheral  neuritis,  particularly  of  the  wrist -drop  type  ;  various  cerebral  symptoms  of  any 
degree,  from  mere  headache  or  insomnia  to  epileptic  convulsions  or  acute  mania,  or  other 
serious  mental  signs  summarized  by  the  term  saturnine  encephalopathy  ;  impairment  of 
sight  ;  optic  neuritis ;  ophthalmoplegia,  chiefly  affecting  the  sixth  cranial  nerve :  a 
tendency  to  gout,  albuminuria  and  granular  kidney,  and  the  secondary  effects  of  the  latter. 
The  absence  of  a  blue  line  on  the  gums  does  not  exclude  lead  poisoning  in  those  whose  teeth 
are  clean  ;  nor  does  its  presence  prove  lead  poisoning,  for  most  workers  in  lead  exhibit  a 
blue  line  whether  they  have  other  symptoms  or  not.  In  cases  of  doubt,  it  may  be  necessary 
to  collect  an  abundance  of  urine,  evaporate  it,  and  apply  the  ordinary  tests  for  inorganic 
lead.  The  occupation  of  the  patient  will  often  suggest  the  diagnosis.  Salicylates  are  said 
to  produce  anaemia  if  their  administration  is  continued  for  a  long  period  ;  but  it  is  also 
possible  that  the  anaemia  may  be  due  to  the  condition  for  which  the  salicylates  are  being 
given,  namely  acute  rheumatism.     The  diagnosis  is  generally  obvious. 

In  addition  to  the  anaemia  that  may  result  from  acute  rheumatism  itself,  there  is  apt 
to  be  pronounced  anaemia  in  some  forms  of  valvular  heart  disease,  pa  ticularly  affections 
of  the  aortic  valves,  whether  rheumatic  or  syphiUtic.  Mitral  disease,  particularly  mitral 
stenosis,  is  more  likely  to  cause  polycythaemia  (p.  533),  unless  there  is  furcating  or  infective 
endocarditis.  The  occurrence  of  a  progressive  anaemia  in  chronic  heart  cases  always  arouses 
suspicion  of  the  latter  ;  most  cases  of  fungating  endocarditis  present  symptoms  of  failing 
compensation  which  are  often  verj'  difficult  to  distinguish  from  those  due  to  the  mechanical 
effects  of  chronic  valvular  disease,  so  that  it  is  often  difficult  to  distinguish  a  heart  case 
without  fungating  endocarditis  from  one  in  which  fungating  endocarditis  has  super\'ened. 
In  addition  to  anaemia  the  following  points  would  be  in  favour  of  the  latter  :  sudden  and 
radical  changes  in  the  character  of  the  heart  bruits,  for  instance  from  musical  to  blowing, 
and  vice  versa  ;  enlargement  of  the  spleen  ;  the  occurrence  of  haemorrhages,  particularly 
subcutaneous  or  retinal  ;  optic  neuritis  ;  pyrexia  (Fig.  243,  p.  566),  whatever  its  type, 
provided  it  cannot  be  explained  by  any  intercurrent  affection  such  as  tonsilUtis  or  pleurisy 
— though  the  absence  of  pyrexia  does  not  exclude  the  disease  ;  rigors,  though  these  are 
often  absent  ;  and  symptoms  of  infarction  or  embolism  in  the  spleen,  kidney,  brain, 
intestine,  retinal  or  peripheral  vessels  resulting  in  convulsions  or  paralysis  ;  cessation  of 
pulse  in  one  or  other  of  the  accessible  arteries  such  as  the  radial,  posterior  tibial  or 
dorsalis  pedis  ;  acute  gangrene  of  some  part  whose  circulation  has  thus  been  cut  ofT 
suddenly — a  toe,  or  the  tip  of  the  nose  for  example  ;  the  development  of  a  spontaneous 
peripheral  aneurysm  ;  sudden  haematuria  ;  sudden  acute  pain  over  the  spleen,  associated 
perhaps  with  a  peritonitic  rub.  It  is  noteworthy  that  there  is  but  little  leucocytosis 
in  infective  endocarditis.  Cultivations  from  the  blood  obtained  by  aseptic  venesection 
may  serve  to  clinch  the  diagnosis,  and  also  to  indicate  what  serum  or  vaccine  treatment 
should  be  employed  ;  though  it  is  remarkable  how  often  blood  cultures  are  negative  in 
these  cases,  even  when  the  blood  is  obtained  during  a  period  of  high  pyrexia. 

It  is  in  some  cases  easy,  but  in  others  relatively  diflicult,  to  be  sure  of  the  diagnosis 
of  subacute  nephritis.  Anaemia  is  a  prominent  symptom  in  the  chronic  nephritis  of  young 
people,  tliough  the  reverse  is  generally  the  case  in  the  red  granular  kidney  of  later  life  ;  for 
the  differential  diagnosis,  see  Ai.bumixl'ria  (p.  9).  The  old  aphorism  of  *'  the  large 
white  person  with  the  large  white  kidney  "  may  sometimes  suggest  the  malady. 

Many  subacute  or  chronic  maladies  associated  with  continued  absorption  of  microbial 
toxins  have  anosmia  as  a  prominent  symptom.  One  may  mention,  for  instance,  chronic  colitis, 
whether  muco-membranous,  *  simple '  ulcerative,  or  tropical  dysenteric  (see  Diarrikea. 
p.  17*i)  ;  deep-seated  suppuration  acts  in  the  same  way,  and  one  is  familiar  with  the 
pallor  of  patients  suffering  from  empyema  ;  the  development  of  this  anaemia  after  the 
crisis  of  lobar   pneumonia,  or  in  connection   with   broncho*pneumonia,  in  children,   not 
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infrequently  suggests  that  an  empyema  has  developed  ;  the  diagnosis  may  be  confirmed 
by  the  physical  signs,  but  it  will  be  clinched  by  finding  pus  when  the  chest  is  needled, 
licucocytosis  or  a  relative  increase  in  the  polymorphonuclear  cells  does  not  help  in 
<leterminin}(  the  presence  of  empyema  so  much  as  in  other  cases  of  suppuration,  because 
empyema  is  nearly  always  secondary  lo  lobar  or  lobular  pneumonia,  and  in  each  of  these 
there  is  also  a  polymorphonuclear  leucocytosis.  Other  examples  of  chronic  sepsis  which 
may  produce  severe  aniemia  arc  chronic  appendicular  abscess ;  pyosalpinx  ;  hepatic 
abscess ;  the  breaking  down  of  ovarian  or  uterine  tumours  ;  chronic  endometritis ; 
pyorrhoea  alveolaris ;  infection  of  sinuses  connected  with  bones  or  joints,  particularly 
unclean  tuberculous  liip  or  knee  joints  ;  psoas  abscess  ;  suppurative  periostitis  or  osteo- 
myelitis, with  necrosis  of  bone  ;  secondary  coccal  infections  in  phthisis  with  cavitation, 
or  in  bronchiectasis.  Chronic  sepsis  may  produce  lardaceous  disease,  which  itself  is  also 
a  cau^  of  profound  aniemia,  with  a  peculiar  pale  yellowish  or  transparent  appearance  of 
llir  skin,  though  its  diagnosis  is  exceedingly  difficult  in  any  but  advanced  cases.  It  is 
finessed  a',  as  a  rule,  on  account  of  there  being  a  chronic  purulent  discharge  from  lung, 
joint  or  limb,  or  else  severe  tertiary  syphilis.  There  may  be  enlargement  of  the  liver  and 
spleen,  albuminuria,  and  a  tendency  to  diarrhoea  ;  but  even  when  all  these  symptoms  are 
present,  it  not  infrequently  happens  that  the  post-mortem  examination  shows  that  there 
was  no  lardaceous  disease  at  all. 

Wuumaloid  arthrilia  is  an  indefinite  group  of  joint  diseases  which  differ  essentially  from 
osteo -arthritis  (p.  843),  in  that  with  the  former  there  are  more  or  less  severe  constitutional 
Kvniptoms,  including  slight  pyrexia,  loss  of  appetite  and  weight,  pigmentation  of  the  skin, 
and  anemia.  The  nearest  lymphatic  glands,  e.g.,  the  epitrochlcar  when  the  hands  are 
affected,  are  often  enlarged  and  tender.  The  diagnosis  seldom  dri>ends  upon  the  ansmia, 
however.  Probably  there  are  many  varieties  of  rheumatoid  arthritis  whieli  will  some  day 
be  classified  upon  a  bacteriological  basis  into  those  due  to  gonococci,  streptococci,  staphy- 
lococci, pneumococci,  BaciUua  coli  communis,  Spirochata  pallida,  and  so  on.  There  are 
two  types  that  are  particularly  prone  to  ansmia,  and  these  are.  first,  the  form  in  which 
there  is  marked  spindle-shaped  enlargement  of  all  the  first  interphalangeal  joints  in  adults, 
whatever  other  joints  may  be  affected  at  the  same  time  (p.  34i)  ;  and  secondly,  a  general 
destructive  affection  of  the  joints  in  children,  associated  with  emaciation,  anxmia,  enlarge- 
ment of  the  spleen  and  of  the  lymphatic. glands,  and  known  as  StiWs  diseiat  (Fig.  169, 
p.  :.7~}.     (Sec  Joints,  Affections  ok,  p.  337.) 


Cirrhosis  of  the  liver  sooner  or  later  leads  to  ansemia  of  the  chlorotic  type,  althou;;!)  in 
the  earlier  stages  the  alcoholic  patient  nmy  have  a  rubicund  complexion  ;  by  the  time 
the  ansemia  is  pronounced  there  will  almost  certainly  have  been  other  syiiii)totns  of  the 
complaint,  particularly  HjEmatemcsis  (p.  2«5),  Jaundick  (p.  ;i^-l),  or  Ascites  (p,  -13). 
Patients  with  cirrhosis  of  the  liver  often  have  some  evening  i>yrexia  (Fig.  12).  and  they 
lend  to  undue  pigmentation  of  the  skin. 

Ilyperlactation  is  a  prominent  cause  of  aniemia  and  general  ill-hoaltli,  especially  in 
women  in  towns.  The  cause  for  prolongation  of  the  period  of  lactation  is  often  an  idea 
that  pregnancy  will  not  recur  whilst  the  last  infant  is  being  suckled.  The  diagnosis  is 
generally  obvious  if  its  possibility  is  borne  in  mind. 
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Gastric  ulcer,  or  rather  the  symptoms  which  are  often  stated  to  be  those  of  gastric 
ulcer,  is  frequently  associated  with  anaemia  ;  the  latter  in  a  few  cases  is  the  result  of  direct 
loss  of  blood  by  H^ematemesis  (p.  268),  or,  in  the  case  of  duodenal  ulcer,  Mel^ena  (p.  75) 
_AduodciiaLulccj  may  sometimes  simulate  gastric  ulcer,  but  more  often  it  produces  symptoms 
which  are  apt  to  be  mistaken  for  gall-stones,  the  pain  being  referred  to  a  spot  about  an  inch 
below  the  tip  of  the  ninth  right  riF.  Asa  rule  the  pain  in  cases  of  duodenal  ulcer  bears  a 
definite  relationship  to  food,  being  greatest  when  the  patient  is  beginning  to  be  hungry, 
and  relieved  by  the  taking  of  food.  Gastric  ulcer,  on  the  other  hand,  is  much  more  difficult 
to  diagnose,  for  even  when  the  patients  have  suffered  from  epigastric  pain  coming  on 
immediately  after  food,  from  vomiting  which  relieves  the  pain,  and  from  one  or  more  attacks 
of  hsematemesis,  it  is  possible  for  the  latter  to  be  due  to  generalized  oozing  from  the  gastric 
mucosa — "  gastrostaxis  " — rather  than  a  definite  measurable  ulcer.  When  there  has  been 
no  hacmatemesis  the  diagnosis  is  still  more  dilTicult,  though  it  is  noteworthy  that  in  nearly 
half  the  cases  in  which  the  presence  of  an  ulcer  has  been  proved  by  operation  there  has  been 
no  history  of  haematemesis.  It  was  formerly  stated  that  gastric  ulcers  are  common  in  the 
female  sex  between  the  ages  of  fifteen  and  thirty,  especially  in  the  unmarried  and  the 
anaemic  ;  notably  amongst  the  servant  class  ;  operative  demonstrations  of  gastric  ulcers, 
however,  seem  to  show  that  they  are  really  commoner  in  later  life,  and  affect  men  as  often 
as  women,  so  that  there  is  a  very  decided  possibility  that  the  gastric  symptoms  of  anaemic 
women  are  not  in  fact  due  to  ulcer.  One  meets  with  patients  who  have  pain  the  moment 
they  take  food,  in  whom  vomiting  after  meals  is  persistent,  in  whom  the  diagnosis  of  gastric 
ulcer  would  certainly  have  been  made  in  former  years,  but  in  whom  that  diagnosis  is  made 
now  only  with  considerable  caution.  It  has  become  increasingly  recognized  tliat  the 
vomiting  and  the  gastric  signs  are  often  due  to  the  anaemia  itself,  and  result  from  ansemic 
dilatation  of  the  heart.  In  diagnosing  between  this  condition  and  that  of  true  gastric 
ulcer,  one  of  the  best  plans  is  to  put  the  patient  to  bed,  and  when  she  has  been  recumbent 
for  twenty-four  or  thirty-six  hours,  to  see  what  is  the  effect  of  giving  her  full  diet.  Full 
diet  will  be  borne  quite  well  in  cases  of  severe  anaemia  associated  with  gastric  symptoms 
without  ulcer  so  long  as  the  patient  remains  in  bed  ;  but  if  she  gets  up  and  returns  to  work 
before  the  anaemia  is  cured  the  gastric  symptoms  come  on  again  directly.  The  vomiting 
and  the  epigastric  pain  seem  to  be  related  not  so  much  to  food  as  to  work  in  these  cases. 
When  there  is  an  ulcer,  however,  an  attempt  to  adopt  full  meat  and  vegetable  diet  on  the 
second  day  of  resting  in  bed  nearly  always  fails  if  there  have  been  severe  symptoms  up  to 
that  time. 

Conditions  in  which,  though  the  Anaemia  may  be  severe,  no  obvious  Lesion  can 
be  discovered,  whilst  at  the  same  time  there  is  nothing  to  suggest  that  the  case  is 
a  rare  or  unusual  one. 

Chlorosis  is  almost  the  only  malady  which  comes  under  this  heading,  if  one  includes  the 
milder  anaemias  of  girls  and  young  women  as  well  as  the  severe  cases  of  yellow-green  sickness 
to  which  the  term  should  strictly  speaking  be  limited.  The  cases  of  anaemic  vomiting  just 
discussed  might  also  come  under  the  same  heading.  Chlorosis  and  simple  chlorotic  aiuemia, 
without  obvious  organic  lesions,  are  affections  of  the  female  sex — absent  before  puberty 
and  common  immediately  after,  seldom  lasting  after  thirty  years  of  age,  and  generally  not 
so  long  ;  cured  as  a  rule  by  marriage  ;  never  fatal  even  when  severe  ;  an  affection  of  all 
classes,  but  mostly  of  indoor  workers  such  as  scrv'ant  girls,  and  not  often  affecting  those 
who  are  employed  in  outdoor  pursuits.  The  diagnosis  is  generally  easy.  The  patients  are 
comparatively  well  covered  though  they  often  eat  very  little.  Emaciation  is  rare  in 
chlorosis,  and  this  is  probably  due  to  the  fact  that  the  blood  is  less  deficient  in  quantity 
than  diluted  by  excess  of  water.  The  leucocytes  are  normal  both  in  total  number  and  in 
differential  count.  The  red  corpuscles  are  often  much  less  diminished  than  might  be 
expected  from  the  appearance  of  the  patient,  the  chief  feature  of  the  complaint  being  the 
great  reduction  in  the  haemoglobin,  so  that  the  colour  index  may  fall  to  0*5,  0*4,  or  even 
less.  As  the  condition  improves  the  red  colls  return  to  normal  fairly  quickly,  and  th^ 
haemoglobin  rises  steadily  but  less  rapidly.  The  way  in  which  the  patients  react  to  treat- 
ment by  rest  in  bed,  by  the  giving  of  iron,  by  keeping  the  bowels  open,  and  by  living  in  a 
sunny  atmosphere,  is  remarkable,  and  helps  to  clinch  the  diagnosis  in  any  case  of  doubt. 
It  has  been  mentioned  above  that  there  are  many  blood  changes  which  are  common  to 
severe  anaemias  ;   it  should  be  noted  that  even  when  the  haemoglobin  has  fallen  to  80  per 
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cent  or  normal  in  a  severe  case  of  ehlorosis,  the  changes  in  the  blood-cells  enumerated  on 
page  22  seldom  appear.  Cliloroais,  more  often  than  any  other  form  of  anaemia,  leads  to 
hf  mic  cardiac  bruits,  particularly  a  blowing  systolic  bruit  in  the  pulmonary  area  and  a 
bruit  dt  diabtt  in  the  neck.  The  patients  are  often  constipated,  are  apt  to  suffer  from 
menstrual  irregularity,  particularly  anienorrh<£a,  which  may  last  for  months,  and  a  tendency 
to  redema  of  the  feet.  The  viscera  are  generally  normal.  Chlorosis,  unlike  many  other 
forms  of  severe  anaemia,  seldom  produces  albuminuria. 

Caaw  in  wUeb  the  AiuBmla  may  be  more  or  less  severe.  Id  wblcb  there  may 
or  may  not  be  obvloos  lesions  to  account  lor  it,  bat  In  which  the  drcumstances  of 
tbe  case  sngfeat  that  the  disease  Is  unnsnal  or  rare. 

Hodgkin'a  dittate  is  often  spoken  of  as  though  it  were  an  affection  in  which  the  blood- 
eoimt  indicates  the  diagnosis.    This  is  not  tlie  case,  however,  the   blottd   changes  being 
merely  nq^tive,  though  a  blood-count  is  essential  in  order  to  exclude  leuicEFmia  by  finding 
that  there  is  no  leucocytosis.     At  first  there  is  no  anamia  ;  later  there  is  progressive  anemia 
of  the  chlorotic  type,  with  finally  all  the  changes  in  the  red  cells  conmion  to  the  severe 
anf  mias   (p.  a2).      There    is  no  leucocytosis.   or   none   of 
moment.    The  differential  leucocyte  count  may  be  normal ; 
more  often,  however,  there  is  some  relative  increase  in  the 
lymphocytes   with    proportionate    relative    diminution    in 
the  polymorphonuclear  cells,  and  when  a  laige  number  of 
white  corpuscles  are  examined  occasional  niyclocyles  and 
one  or  two  basuphile  corpuscles  will   be   detected.     The 
diagnosis  is  made  from  the  enlargement  of  the  LvMPnATic 
Gl^NDS  (p.  S77)  and  of  the  Sflekn  (p.  635). 

Splenic  antemia  is  a  malady  in  which  there  is  con- 
NJderable  enlargement  of  the  spleen,  progressive  aniemia 
of  the  simple  chlorotic  type,  end  no  other  very  ol>vious 
evidence  as  to  what  is  wro:ig  with  the  patient.  It  is 
probable  that  more  than  one  condition  is  at  jiresent 
labelled  ^lenic  antemia ;  a  considerable  number  of  the 
cases  turn  out  ultimately  to  be  cirrhosis  of  the  liver 
(p.  f.SA).  In  which  enlargement  of  the  s]>lcen  happens  to 
have  been  the  first  symptom  to  attract  attention,  very 
likely  years  before  the  other  effects  of  cirrhosis  manifested 
themselves.  WTicn  splenic  an;emia  is  the  original  diagnosis 
in  a  ease  which  ultimately  proves  to  be  cirrhosis  of  the 
liver,  the  condition  is  often  spoken  of  as  Bantfa  disease. 

Aplastic  anamia  has  been  nicniioned  above  <p.  *J4),  n^.  u.—i'~r<hio-[Kakx:m\a  iiihutuiii 

and  there  are  a  considerable  number  of  obscure  cases  of  d™iiiii."!'«'u'e'i|XI^'"  "'*  '*'"''  ''"* 
severe  aniemia  to  which   up   to  the  present   no  definite 

labels  can  be  attached.  Some  of  these  simulate  pernicious  antemia.  but  all  dlfTer  from 
the  latter  in  having  a  colour  index  persistently  less  than  t.  One  can  onlv  refer  to  them 
as  severe  and  even  fatal  un-named  anwmias. 

Pseudo-ltukamia  infantum  is  a  condition  in  which  enormous  enlargement  of  the  spleen 
takes  place  in  a  young  child  or  infant  (Fig.  IS),  associated  as  a  rule  with  more  or  less  ascites 
and  enlargement  of  the  abdomen.  So  great  is  the  splenic  enlaifcement  sometimes  that  the 
condition  at  first  suggests  leuksenua;  but  when  a  blood-count  is  made,  althoug))  the  red 
cells  may  be  very  much  diminished  and  exhibit  all  the  changes  characteristic  of  severe 
amemia.  there  is  no  extreme  leucocytosis,  so  that  the  condition  cunnot  be  classiHetl  as  a 
leukxmia.  and  hence  is  termed  '  pseudo-leuka-nua  infantum  ; '  it  has  also  been  calhtd  '  von 
Jakaeh's  dittast.'  It  generally  begins  at  an  age  of  less  than  two  years.  The  liver  is  enlarged, 
but  less  so  than  the  spleen.  There  may  be  severe  htemorrhage  front  the  mucous  nicnil) runes, 
and  there  is  often  periodic  pyrexia.  The  disease  may  be  mistaken  for  rickets  or  lin  cim- 
genital  syphilis  ;  indeed  sumt  authorities  think  that  it  is  really  due  to  one  or  other  or  Ixith 
of  these  causes  in  an  exaggerated  degree.  Whether  this  is  so  or  not,  the  prnj;nosis  is  fair 
even  when  the  anemia  has  reached  a  severe  ilegree.  The  ascites  may  disappeiir,  the  huge 
spleen  may  become  restored  to  its  nornml  dimensions,  and  the  patient  recover  completely 
in  the  course  of  months. 
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loctil  sub-periosteal  hsemoirhage,  and  the  way  in  which  the  complaint  rapidly  gets  better 
under  suitable  treatment  with  fresh  vegetable  diet  helps  in  clinching  the  diagnosis.  The 
severer  forms  of  scurvy  are  due  to  prolonged  deprivation  of  fresh  food,  such  as  is  rare  in 
modem  practice,  though  it  used  to  be  common  on  board  ships. 

Chloroma  is  a  very  rare  affection,  related  to  lymphatic  leukaemia  on  the  one  hand  and 
to  lymphosarcoma  on  the  other.  It  is  associated  with  the  formation  of  multiple  tumours, 
especially  in  connection  with  bones,  and  a  progressive  and  severe  ansemia  of  indeterminate 
type.  The  condition  is  fatal,  and  the  diagnosis  is  at  once  suggested  by  the  green  colour  of 
the  neoplastic  deposits.  Herbert  French, 

ANESTHESIA. — (See  Sensation,  ABNORMAi.n'iKs  of,  p.  601.) 
ANALGESIA. — (See  Sensation,  Abnormalities  of,  p.  604.) 
ANASARCA.— (See  OSdema,  p.  411.) 

ANKLErCLONUS  is  best  elicited  when,  the  patient  lying  on  his  back,  with  his  knees 
slightly  flexed,  the  obser\'er  quickly,  but  not  violently,  dorsiflexes  the  foot,  the  hand  being 
applied  along  its  outer  border  in  such  a  way  as  to  keep  it  well  outwardly  rotated.  The 
result,  when  ankle-clonus  is  present,  is  a  series  of  rhythmical  jerks  at  the  ankle-joint,  at  the 
rate  of  about  7  per  second — the  contractions  continuing  as  long  as  the  pressure  is  maintained. 
The  last  proxiso  is  important,  because  it  often  happens  that  a  few  ankle-jerks  are  obtained, 
var\'ing  in  number  from  two  or  three  to  as  many  as  twenty  or  thirty,  but  gradually  tailing 
off  and  ceasing,  although  the  pressure  on  the  sole  is  maintained.  This  is  sometimes  spoken 
of  as  a  **  t€*ndency  to  ankle-clonus,'*  but  for  clinical  purposes  it  is  not  ankle-clonus  at  all, 
and  indicates  nothing  more  than  hypersensitiveness  of  the  nervous  system,  and  not  organic 
disease.  Ankle-clonus,  on  the  other  hand,  denotes  changes  in  the  corresponding  crossed 
f>yramidal  tract,  and  it  is  to  be  expected  in  association  with  increased  knee-jerk  and  extensor 
plantar  reflex.  Its  chief  value  lies  in  determining  between  functional  and  organic  exaggera- 
tions of  the  knee-jerk  ;  the  latter  may  be  very  brisk  as  the  result  of  pure  nervousness,  but 
if  it  is  associated  with  either  an  extensor  plantar  reflex  or  ankle-clonus,  or  both,  the  exaggera- 
tion is  due  to  organic  disease  of  the  upper  neuron,  hcmiplegic  or  paraplegic  as  the  case 
may  be.  Wlicreas,  however,  the  presence  of  maintained  ankle-clonus  is  conclusive  proof 
of  an  upper  neuron  affection,  the  absence  of  such  clonus  does  not  exclude  such  lesion  ; 
ankle-clonus  is  not  met  with  until  there  is  a  relatively  large  amount  of  lateral  colunm  change  ; 
it  comes  later,  as  a  rule,  tlian  the  extensor  plantar  reflexes.  Herbert  French, 

ANOSMIA. — (See  Smell,  Abnormalities  of,  p.  611.) 

ANURIA — Dr  suppression  of  urine — must  be  distinguished  from  retention  of  urine, 
in  which  urine  is  secreted  from  the  kidneys,  but  is  retained  in  the  bladder  from  some 
lesion  caiLsing  obstruction  to  the  urethra,  such  as  urethral  stricture  or  prostatic  obstruction 
in  the  male,  or  pressure  or  drag  upon  the  urethra  by  a  large  pelvic  timiour  or  a  retroverted 
<;ravid  uterus  in  the  female.  Retention  of  urine  may  also  occur  without  urethral  obstruc- 
tion in  various  fonns  of  disease  of  the  s[)inal  nervous  system  affecting  the  limibar  centres. 
In  retention  of  urine  there  is  pain  above  the  pubes,  constant  and  urgent  desire  to  pass 
urine,  and  the  distended  bladder  forms  a  tense,  oval,  dull  tumour  above  the  pubes  in  the 
middle  line.  In  many  cases  a  previous  history  of  obstruction  to  the  urinary  flow  will  be 
obtained,  whilst  in  others  the  involuntary  dribbling  of  urine  from  the  urethra  from  an 
over-distended  bladder  at  once  distinguishes  the  case  from  one  of  anuria. 

CAUSES    OF    ANURIA. 
A, — Obstructive  : — 

Calculus  in  kidney  or  ureter 

Vesical  carcinoma  involving  the  ureteric  orifices 

Uterine  carcinoma 

Large  pelvic  or  abdominal  tumours. 

B. — Son-obstructive  : — 

Toxic,  hematogenous  or  ascending. 


40  ANURIA 

In   renal   disease,   nephritis,   lardaeeous   disease,    tuberculosis,   polycystic   disease, 
suppurative  pyelonephritis 

Reflex,  after  operations  or  trauma,  or  the  sudden  emptying  of  an  over-distended 
bladder. 

In    poisoning     from     mercury,    lead,    phosphorus,    oxalic    acid,    cantharides,    or 
turpentine. 

In  severe  collapse. 

Hysteria. 
Anuria  may  occur  and  be  complete  without  any  other  symptom,  and  it  is  remarkable 
that  in  the  obstructive  forms,  especially  with  calculus,  anuria  may  be  complete  for  several 
days  without  any  other  symptom — latent  uraemia.  In  the  non-obstructive  forms,  anuria 
may  be  accompanied  from  the  onset  by  the  various  symptoms  of  uraemia,  such  as  vomiting, 
convulsive  muscular  twitchings,  dyspnoea,  and  headache.  In  the  obstructive  form  there 
may  be  total  absence  of  any  urine  secreted,  or  a  small  quantity  may  be  passed  of  low  specific 
gravity,  and  containing  very  little  urea  or  solids.  Albumin  is  absent  unless  there  be  ha^ma- 
turia  or  cystitis,  when  pus  may  be  present  also.  The  patient  may  complain  of  aching  in  one 
or  both  lumbar  regions,  but,  with  the  exception  that  no  urine  is  passed,  Fcems  to  be  in 
ordinary  health.  The  appetite  is  good  and  the  mental  state  clear  ;  but  after  a  variable 
period,  from  seven  to  ten  days,  the  patient  becomes  drowsy,  the  tongue  dry,  temperature 
subnormal,  appetite  deficient,  and  pupils  small.  There  may  be  muscular  twitching  ;  the 
drowsiness  gradually  becomes  deeper,  without  any  true  uraemic  convulsions,  and  death  may 
be  postponed  for  as  long  as  twenty  days  from  the  onset  of  the  anuria.  This  sequence  is  very 
different  from  that  seen  when  anuria  occurs  from  non-obstructive  causes,  when  there  is 
frequently  marked  disturbance  of  the  nervous  system  ;  headache  and  giddiness  are  followed 
rapidly  by  convulsions,  delirium,  and  dyspnoea,  with  vomiting  and  small  pupils,  the  patient 
rapidly  becoming  comatose  and  dying  in  a  few  days. 

^.—OBSTRUCTIVE    ANURIA. 

Calculous  Disease  is  the  most  frequent  cause  of  obstructive  anuria.  It  may  occur 
at  any  age,  but  is  commonest  in  men  of  about  forty.  Suppression  of  urine  may  arise  from 
the  impaction  of  a  small  calculus  in  the  ureter  of  a  kidney  which  is  practically  normal,  or 
may  be  due  to  the  total  destruction  of  the  renal  secreting  substance,  which  has  progressed 
gradually  and  without  marked  symptoms.  Between  these  two  extremes  there  may  be 
many  stages,  and  the  two  conditions,  namely,  ureteric  impaction  and  renal  destruction, 
may  exist  at  the  same  time.  Clinically,  it  is  rare  for  calculous  anuria  to  arise  from  simul- 
taneous blockage  of  both  ureters  by  calculi  ;  it  is  less  uncommon  to  find  that  one  kidney 
has  been  destroyed  by  previous  disease,  the  ureter  of  the  remaining  organ  then  becoming 
obstructed  by  a  stone.  Exceptionally,  the  blockage  of  one  ureter  may  cause  reflex  suppres- 
sion of  urine  in  the  other  kidney,  especially  if  the  function  of  the  latter  is  impaired  already 
by  disease  ;  but  in  these  cases  the  anuria  is  usually  temporary.  Calculous  anuria  may  occur 
suddenly,  and  in  patients  who  are  apparently  in  good  health,  for  it  is  no  uncommon  thing 
for  a  patient  to  go  on  in  good  health  when  he  possesses  only  one  functionally  active  kidney, 
the  other  having  been  destroyed  by  slow  disease,  or  being  absent ;  or  there  may  be  a  histor\' 
of  previous  lumbar  pain,  haematuria,  pyuria,  or  the  passage  of  calculi.  At  the  onset  of 
anuria  there  is  usually  pain  in  the  lumbar  region  along  the  course  of  the  ureter  of  the  side 
most  recently  affected  ;  it  commonly  lasts  a  day  or  so  and  then  subsides,  or  it  may  last 
throughout  the  period  of  anuria.  In  addition,  there  is  frequently  a  constant  desire  to  mic- 
turate, although  no  urine  is  passed,  or  if  the  anuria  is  intermittent,  urine  of  pale  colour  and 
low  specific  gravity,  sometimes  blood-stained,  may  be  passed.  If  the  anuria  remains 
complete,  no  other  symptoms  may  occur  for  several  days,  a  feature  which  is  common  to  the 
obstructive  forms  of  anuria,  but  is  in  marked  contrast  to  the  non-obstructive  variety.  After 
a  period  of  anuria  lasting  from  seven  to  ten  days,  the  patient  becomes  drowsy,  the  tongue 
is  dr>%  there  is  disinclination  for  food,  and  the  general  symptoms  of  uraemia  may  come  on  ; 
but  in  many  cases  the  patient  may  die  before  any  symptoms  of  uraemia  occur.  Thus,  it  is 
usual  to  speak  of  a  tolerant  and  a  urceniic  period  in  obstructive  anuria.  The  tolerant  stage 
of  obstructive  anuria  may  be  even  further  prolonged  if  the  functional  kidney  be  already 
hydronephrotic  from  previous  intermittent  obstruction,  even  to  twenty  days.    The  sudden 
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obstruction  to  the  urinary  flow  in  a  comparatively  normal  kidney  causes  complete  suppres- 
sion, whilst  a  partial  or  intermittent  obstruction  causes  dilatation  of  the  kidney.  If  such  a 
kidney  be  the  functionating  organ,  and  become  completely  obstructed,  the  dilatation  will 
increase  ;  and  a  lumbar  tumour  may  be  palpable.  If  there  is  pain  on  pressure  over  the 
kidney,  or  along  the  course  of  the  ureter,  the  diagnosis  is  strengthened,  or  it  may  be  decided 
to  settle  the  diagnosis  by  immediate  operation.  In  some  cases  in  which  one  kidney  has 
been  destroyed  gradually  without  pain,  and  anuria  occurs,  there  may  be  great  difficulty  in 
determining  which  of  the  two  kidneys  is  the  functional  organ  which  has  recently  become 
obstructed  ;  in  these  cases  it  is  a  good  rule  to  operate  upon  the  side  on  which  the  pain  has 
occurred  most  recently.  If  the  patient  is  not  too  stout,  palpation  may  detect  a  distinct  area 
of  pain  over  a  calculus  impacted  in  the  course  of  the  ureter  ;  or  on  careful  rectal  or  vaginal 
examination  a  calculus  impacted  in  the  vesical  end  of  the  ureter  may  be  felt.  If  the  case  is 
seen  early,  evidence  of  ureteric  calculus  may  be  obtained  by  the  cystoscope.  when  the  ureteric 
oriflce  of  the  obstructed  side  may  be  seen  to  be  congested  or  ecchymosed ;  or  a  ureteric 
bougie  impermeable  to  the  Rontgen  rays  may  be  passed  into  the  ureter  and  a  skiagram 
obtained,  though  it  is  only  exceptionally  that  this  can  be  carried  out.  Operation  upon  the 
side  of  the  recent  pain  may  be  urged  strongly,  when  the  kidney  can  be  opened  and  drained, 
and  opportunity  taken  to  explore  as  much  of  the  ureter  as  can  be  felt  by  the  parietal  incision 
and  bv  catheterization  from  above. 

Anorla  from  Vesical  Cardnoma  implies  that  either  both  ureteric  orifices  are 
involved  in  the  disease,  or  that  the  ureteric  orifice  of  the  only  functional  kidney  is  implicated. 
The  condition  is  uncommon  as  a  pure  obstructive  anuria,  for  in  most  cases  the  kidneys  are 
already  the  seat  of  changes  due  in  part  to  the  back  pressure  and  in  part  to  sepsis,  so  that 
when  anuria  terminates  a  case  of  vesical  carcinoma,  it  is  more  often  due  to  renal  disease 
than  to  ureteric  obstruction.  If  the  bladder  has  remained  uninfected  by  septic  organisms, 
the  gradually  increasing  ureteric  obstruction  may  first  cause  hydronephrosis,  so  that  when 
the  obstruction  becomes  complete  the  renal  distention  may  increase  quickly,  and  the  sym- 
ptoms of  urspmia  be  delayed.  In  cases  arising  from  vesical  carcinoma,  it  is  ver\'  rare  for  the 
anuria  to  occur  before  symptoms  of  vesical  growth  are  apparent,  such  as  hsematuria,  pyuria, 
increased  frequency  and  pain  on  micturition;  but  in  the  infiltrating  type  of  carcinoma, 
haematuria  and  frequency  of  micturition  may  be  absent  for  a  long  time.  In  all  cases,  careful 
vaginal  or  rectal  examination  will  detect  infiltration  and  thickening  of  the  base  of  the  bladder, 
and  the  growth  can  be  seen  through  the  cystoscope  {Plate  XVI,  Fig.  F,  p.  '284). 

Uterine  Carcinoma. — Anuria  is  frequent  in  the  terminal  stage  of  uterine  carcinoma, 
when  the  growth  has  extended  into  the  cellular  tissues  of  the  broad  ligament  and  involved 
the  terminal  portions  of  the  ureters,  or  when  the  orifices  of  the  latter  are  implicated  in  the 
<lirect  infiltration  of  the  growth  into  the  bladder  base.  In  the  majority  of  cases  dying  from 
uterine  cancer  in  the  inoperable  wards  of  the  London  Cancer  Hospital,  the  kidneys  are 
found  to  be  hydronephrotic,  the  renal  pelvis  dilated,  or  the  renal  secreting  tissue  sclerosed, 
apart  from  the  frequent  infection  with  septic  micro-organisms.  In  all  cases  the  growth 
has  reached  an  advanced  stage,  and  the  disease  has  been  apparent,  but  it  has  been  recorded 
that  anuria  has  occurred  before  the  patient  has  complained  of  any  symptom  pointing  to  the 
uterine  condition.  These  cases  might  simulate  other  forms  of  obstructive  anuria,  but  the 
diagnosis  would  be  apparent  upon  vaginal  examination. 

Pelvic  or  Abdominal  Tumours,  such  as  uterine  fibromyomata  or  ovarian  eareinom- 
ata,  may  cause  anuria  from  direct  pressure  on  the  ureters,  especially  if  a  part  of  the  tumour 
is  impacted  in  the  pelvic  cavity.  The  cause  of  the  anuria  will  be  apparent  on  examination 
of  the  abdomen  and  of  the  pelvic  organs. 

fi.— NON-OBSTRUCTIVE    ANURIA. 

Marked  diminution  in  the  amount  of  urine  or  complete  anuria  may  occur  without 
obstructive  lesion  of  the  urinary  apparatus,  due  in  many  instances  to  disease  of  the  renal 
secreting  tissues.  In  many  of  these  cases  the  symptoms  differ  remarkably  from  those 
•een  in  obstructive  anuria,  in  that  the  anuria  is  accompanied  by  symptoms  of  urjrmia  in  a 
short  time,  and  not  after  an  interval  of  davs  as  in  the  obstructive  cases.  Anuria  may  occur 
under  certain  toxic  conditions,  as  in  acute  fevers,  or  in  acute  poisoning  by  mercury,  lead, 
phosphorus,  or  tiurpentine  ;  the  historj'  and  accompanying  symptoms  of  such  cases  are 
usually  sufficient  to  point  to  the  nature  of  the  urinary  su[)pression. 
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Anuria  in  Renal  Disease. — In  acute  nephritis,  anuria  may  occur  early  or  after  the 
disease  is  well  established,  and  is  usually  accompanied  by  marked  disturbance  of  the  nervous 
system.  The  sudden  onset  of  the  disease  after  exposure  to  cold,  or  in  the  course  of  an  acute . 
specific  fever  such  as  scarlet  fever,  enteric,  or'  pneumonia,  or  in  hsematogenous  renal  infec-  * 
tions.  associated  with  pallor,  backache,  pufTiness  of  the  face  and  ankles,  and  slight  pyrexia, 
together  with  the  small  amount  of  urine  passed  before  the  suppression  becomes  complete, 
are  points  all  suggesting  acute  nephritis.  If  the  urine  has  been  tested  before  the  onset  of 
anuria,  it  is  often  of  reddish-brown  colour  from  the  presence  of  blood,  and  contains  abundant 
albumin,  together  with  renal,  epithelial,  and  blood  casts.  In  chronic  nephritis,  anuria  may 
occur  as  a  late  symptom  in  the  disease,  and  is  occasionally  preceded  by  a  period  in  which 
polyuriii  is  marked.  Anuria  in  chronic  nephritis  is  accompanied  by  prominent  symptoms 
of  uraemia,  such  as  headache,  giddiness,  convulsions,  stertor,  and  coma,  and  unless  the  flow 
of  urine  is  re-established  quickly,  death  ensues.  The  previous  history  of  the  case,  high 
arterial  tension,  cardiac  hypertrophy,  retinal  changes,  and  signs  of  back-pressure,  with  or 
without  ascites  and  anasarca,  will  point  to  the  nature  of  the  anuria.  In  other  diseases  of 
the  kidney,  such  as  lardaceous  disease,  suppurative  pyelonephritis,  or  bilateral  tuberculosis, 
anuria  may  be  preceded  by  general  failing  health,  with  loss  of  appetite,  subnormal  tem- 
perature, a  dry  brown  tongue,  headache,  increasing  pulse-rate,  hiccough,  and  attacks  of 
dyspnoea  :  frequently  there  may  be  polyuria  before  suppression  occurs.  In  these  cases  the 
anuria  is  terminal,  the  condition  of  the  kidneys  having  been  known  previously.  With  the 
occurrence  of  anuria  there  may  be  great  restlessness,  with  muscular  twitching,  loss  of 
sphincteric  control,  convulsions,  and  a  gradual  lapse  into  coma. 

Polycystic  disease  of  the  kidneys  frequently  terminates  in  anuria  and  unemia,  but  the 
diagnosis  of  the  disease  has  probably  been  arrived  at  previously.  The  symptoms  resemble 
in  a  great  measure  those  of  chronic  nephritis,  with  the  exception  that  ascites  and  oedema  of 
the  extremities  arc  uncommon.  Headache,  flatulence,  and  digestive  troubles,  sickness,  and 
general  lassitude  are  symptoms  of  renal  inefficiency,  whilst  arteriosclerosis,  a  bilateral  renal 
tumour,  and  a  low-specific-gravity  urine  in  increased  quantity,  would  suggest  polycystic 
disease.     Hajmaturia  is  the  first  symptom  in  not  a  few  of  these  cases.  * 

Anuria  following  Operations  or  Trauma. — Anuria  may  occur  in  patients  who  have 
undergone  an  operation  and  who  are  the  subjects  of  renal  disease,  or  may  occur  occasionally 
even  when  no  renal  disease  is  present.  Any  extensive  operation  which  involves  a  good 
deal  of  shock  in  a  patient  with  renal  disease,  or  in  whom  the  kidneys  have  been  subjected 
to  back-pressure,  as  in  uterine  myomata,  may  succumb  to  anuria  imless  appropriate  measures 
are  undertaken :  even  an  apparently  trivial  operation  on  the  urinary  organs  may  cause  acute 
suppression  of  urine.  This  must  be  differentiated  carefully  from  the  retention  of  urine  in 
the  bladder  often  seen  after  operations  such  as  for  haemorrhoids  or  for  hernia.  Acute 
suppression  of  urine  may  follow  operations  upon  the  lower  urinary  tracts,  such  as  the  passage 
of  instruments,  or  the  performance  of  internal  urethrotomy.  Anuria  is  particularly  liable 
to  occur  when  a  catheter  is  passed  to  relieve  an  over-distended  bladder  in  a  case  of  prostatic 
enlargement  or  urethral  stricture,  the  kidneys  being  already  distended  from  back-pressure 
or  infected  with  septic  processes,  and  it  must  be  laid  down  as  a  golden  rule,  that  if  a  catheter 
is  passed  in  these  cases,  the  urine  must  be  withdrawn  ver\'  gradually.  Anuria  following 
operations  upon  the  lower  urinary  tract  is  diagnosed  by  the  direct  relationship  between  the 
operation  and  the  onset  of  symptoms  ;  by  the  rigors,  pyrexia,  and  the  profound  prostration, 
rapidly  followed  by  convulsive  movements  and  coma. 

Anuria  may  also  occur  in  the  severe  collapse  following  an  injury,  in  the  late  stages  of 
cholera  or  yellovc  fever,  and  occasionally  as  a  manifestation  of  hysteria.  It  may  be  simulated 
by  a  malingerer,  R.  //.  Jocelyti  Svoan. 

APHASIA. — (See  Speech,  Abnormauties  of,   p.  624.) 
APHONIA.— (See  Speech,  Abnormalities   of,  p.  628.) 

APPETITE,  ABNORMAL.— Appetite  may  be:  (1)  Increased;  (2)  Ditninished; 
(3)  Perverted. 

Increase  of  Appetite  sometimes  occurs  in  cases  of  hyperchlorhydria.  The  general 
condition  is  then  well  maintained,  there  is  usually  pain  or  discomfort  in  the  later  period  of 
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digestion,  relieved  (temporarily)  by  the  taking  of  more  food.     A  test  meal  shows  excess  of 
hvdrocliloric  acid. 

In  diabeteSy  especially  in  its  earlier  stages,  there  is  often  an  abnormal  craving  for  food  ; 
but  in  spite  of  large  meals  the  patient  wastes.  Examination  of  the  urine  will  establish 
the  diagnosis. 

Intestinal  parasites  (round-worms  and  tape-worms)  are  believed  to  be  a  cause  of  excessive 
appetite  in  some  cases.  This  is  doubtful ;  but  in  any  case  the  point  can  always  be  cleared 
up  by  giving  an  anthelmintic. 

In  some  cases  of  hysteria  an  excessive  appetite  is  present  (bulimia).  The  patient  is 
usually  a  young  woman,  and  other  stigmata  of  hysteria  are  present. 

Dtmliiatfoii  of  Appetite  occurs  in  many  forms  of  dyspepsia,  especially  when  associated 
with  a  lessened  gastric  secretion.  Thus  it  is  almost  constantly  present  in  gastritis,  except, 
perhaps,  in  the  acid  form.  If  renal  disease,  advanced  mitral  disease,  or  cirrhosis  of  the 
liver  be  present,  secondarv'  gastritis  may  be  diagnosed.  If  there  be  a  history  of  the  abuse 
of  alcohol  or  tobacco,  or  of  indiscretions  in  diet,  or  if  there  be  a  marked  defect  of  the  chewing 
apparatus,  there  is  probably  primary  gastritis.  The  tongue  will  probably  be  furred,  and 
a  test  meal  shows  diminished  acidity  and  probably  an  excess  of  mucus,  but  the  examination 
of  the  stomach  is  otherwise  negative.     (See  also  Indigestion,  p.  317.) 

Loss  of  appetite  is  also  an  early  symptom  in  cases  of  gastric  carcinoma,  and  should 
lead,  especially  in  elderly  subjects,  to  careful  examination  for  other  signs  of  that  disease. 
There  is  frequently  a  special  distaste  for  meat  in  such  cases.  (See  Indigestion,  p.  316.) 
In  children  a  profound  anorexia  is  sometimes  an  early  symptom  of  tuberculosis. 

In  hysterical  young  women  complete  disinclination  for  food  (anorexia  nervosa)  is  some- 
times met  with.  The  diagnosis  is  based  upon  the  absence  of  other  causes  of  the  symptom, 
the  presence  of  other  signs  of  hysteria,  and  the  history  of  mental  or  emotional  shock.  The 
loss  of  appetite  in  such  cases  may  amount  to  a  complete  refusal  of  all  food,  and  the  patient 
may  emac'iate  to  a  dangerous  degree.  Obstinate  cronstipation  is  usually  present  as  well. 
Alliini  to  these  cases  is  the  loss  of  appetite  which  occurs  in  melancholic  forms  of  insanity. 
In  such  a  case  delusibns  may  be  present. 

Perverted  Appetite  may  occur  in  the  course  of  pregnancy,  and  is  of  no  special  signifi- 
cance. It  is  met  with,  too,  in  nervous,  ansemic  children,  in  whom  it  often  takes  the  form  of 
dirt -eating  (pica).  Here,  also,  it  is  not  a  sign  of  any  diagnostic  value.  Perverted  appetite 
is  also  a  common  occurrence  in  insanity  ;  but  otlier  evidence  of  mental  disturbance  is  always 
]>resent  as  well.  liobert  Hutchison. 

ASCITES,  or  the  accumulation  of  serous  fluid  in  the  peritoneal  cavity,  is  not  a  disease 
in  itself,  for  it  may  be  produced  by  a  great  variety  of  conditions.  It  is  easy  to  determine 
its  precise  cause  in  some  cases  :  in  others  it  may  be  almost  impossible  to  say  during  life 
what  is  the  primary  condition.  One  may  discuss  (1)  Its  physical  si^ns  :  (2)  IJmc  to 
ilistinguish  it  from  other  conditions  ichich  may  simulate  it ;  (3)  A  classified  list  of  its 
causes  ;  (4)  The  chief  points  ivhich  will  help  in  arriving  at  a  correct  differential  diagnosis  in 
a  particular  case. 

1.  PHYSICAL  SIGNS. —Inspection. — The  abdomen  is  distended  uniformly,  the  degree 
varying  with  the  amount  of  fluid.  If  the  ()uantity  is  large,  and  its  accunuilation  has 
l)e<'n  rapid,  the  abdomen  is  more  or  less  globular,  the  umbilical  region  being  the  most 
prominent.  The  skin  is  tense  and  shiny,  and  there  may  be  lincjr  albican tes.  If  the  f|uantity 
of  fluid  is  large  but  its'accumulation  has  been  gradual,  bulging  of  the  flanks  is  more  marked  : 
the  lower  ribs  may  be  pushed  outwards,  and  the  epigastric  angle  widened.  If  the  (juantity 
of  fluid  is  small,  only  a  .slight  bulging  of  the  flanks  may  be  noticed.  The  aj)pearauee  of  the 
abdomen  depends  a  good  deal  on  the  position  of  the  j)atient.  If  lying  on  one  side,  the  most 
dependent  part  is  the  most  prominent,  owing  to  the  fluid  gravitating  to  that  side  of  the 
abdomen.  If  the  patient  stands  or  sits  upright,  the  hyj)ogastric  and  iliac  regions  will  be 
most  bulged.  The  umbilicus  becomes  stretched  transversely  and  flush  with  the  surface, 
or  even  protruded  ;  it  retains  its  position  in  the  median  abdominal  line,  and  remains  nearer 
to  the  pulx^s  than  to  the  ensiform  cartilage.  In  tuberculous  peritonitis  the  skin  in  its 
immediate  neighbourhood  may  be  reddened  and  (jcien.atous,  or  there  may  be  a  fieeal 
flstula  here.  In  cirrhosis  of  the  liver  the  veins  around  the  umbilicus  are  said  to  be  dilated, 
but  the  so-called  '  caput  moduszc  '  is  rare.     The  superficial  veins  all  over  the  abdomen  and 
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lower  part  of  the  chest  may  be  dilated,  the  blood  flowing  in  an  upward  direction,  this  reversal 
of  the  stream  occurring  mainly  when  the  inferior  vena  cava  is  obstructed,  either  by  the 
tension  of  the  ascites  or  by  something  related  to  its  cause.  (See  Veins,  Varicose  Abdom- 
inal, p.  748.)  The  abdominal  respiratory  movements  may  be  absent  or  much  diminished. 
The  cardiac  impulse  may  be  displaced  upwards  and  outwards.  The  legs,  thighs,  and 
scrotum  may  be  ocdematous,  and  so  may  the  loias. 

Palpation. — ^The  abdomen  may  be  anything  between  quite  flaccid  and  very  tense. 
A  fluid  thrill  may  be  obtained  by  placing  the  hand  flat  against  one  flank  and  gently  flicking 
the  other  with  the  Angers  of  the  other  hand  ;  the  possibility  of  a  thrill  being  transmitted  in 
the  abdominal  wall  should  be  eliminated  by  getting  the  patient  or  an  assistant  to  place  the 
side  of  his  hand  on  the  front  of  the  abdomen,  so  as  to  stop  the  mural  thrill  at  the  point 
of  contact  with  the  abdominal  wall.  If  the  above  precaution  is  taken  and  a  thrill  is 
obtainable,  it  denotes  the  presence  of  fluid. 

If  the  liver  or  spleen  has  enlarged  it  sinks  backwards,  so  that  between  these  organs 
and  the  abdominal  wall  a  layer  of  fluid  is  present ;  if  the  hand  placed  on  the  abdomen,  in 
the  right  or  left  hypochondriac  region  as  the  case  may  be,  is  suddenly  depressed,  this  fluid 
is  displaced,  and  the  surface  of  the  enlarged  organ  can  then  be  felt.  This  phenomenon  of 
^  dipping  '  is  almost  pathognomonic  of  ascites. 

Percussion. — When  the  patient  lies  flat  on  his  back  the  fluid  gravitates  to  the  posterior 
part  of  the  abdomen,  and  the  air-containing  viscera  float  to  the  anterior  part,  so  that  the 
percussion  note  is  resonant  in  front  and  dull  in  the  flanks.  As  the  fluid  increases  in  quantity, 
the  line  of  dullness  creeps  forward  from  the  flanks  and  upwards  from  the  pubes,  and  keeps 
a  concave  upper  border  ;  in  extreme  cases  the  abdomen  may  be  dull  all  over,  particularly  in 
children. 

One  of  the  most  prominent  physical  signs  of  ascites  is  the  effect  produced  on  the  per- 
cussion note  by  a  change  in  the  posture  of  the  patient.  If,  after  examining  him  lying  on 
the  back  and  flnding  dullness  in  the  flanks  and  resonance  in  the  front,  he  be  turned  on  one 
side,  the  uppermost  flank  becomes  resonant  and  the  line  of  dullness  on  the  other  side  rises 
nearer  to  the  median  abdominal  line,  owing  to  the  fluid  gravitating  to  the  most  dependent 
part.  If  only  a  very  small  quantity  of  fluid  is  present,  the  abdomen  may  be  resonant  all 
over  when  the  patient  lies  on  his  back  ;  but  if  he  is  percussed  in  the  knee-elbow  position, 
the  umbilical  region  may  be  found  to  be  dull. 

In  some  cases,  especially  of  tuberculous  peritonitis,  shortening  of  the  mesentery  is  apt 
to  be  associated  with  the  ascites  ;  the  intestines  cannot  then  rise,  and  the  result  is  dullness 
all  over  the  abdomen,  or  in  very  except i  )nal  cases  dullness  in  front  with  resonance  in  the 
flanks.  Chronic  peritonitis  may  cause  the  fluid  to  be  loculated,  through  matting  together 
of  the  intestines.  The  abdominal  distention  may  then  not  be  uniform,  and  change  of 
[msture  may  not  alter  the  character  of  the  percussion  note. 

Mensuration. — ^The  abdomen  should  be  measured,  fixed  points  being  taken  in  front 
and  behind,  e.g.,  the  umbilicus  in  front  and  the  tip  of  the  third  lumbar  spine  behind.  This 
is  important  in  order  to  watch  the  effect  of  treatment.  The  distance  of  the  umbilicus  from 
the  ensiform  cartilage,  pubes,  and  anterior  superior  iliac  spines  should  also  be  noted.  In 
ascites,  the  navel  is  nearly  always  nearer  the  pubes  than  the  ensiform  cartilage,  and  equi- 
distant from  the  two  anterior  superior  iliac  spines  when  the  patient  lies  flat  on  his  bade. 

It  is  always  important  to  examine  the  abdomen  carefully  after  paracentesis;  the 
cause  of  the  ascites  can  often  be  discovered  in  this  way.  in  the  shape  of  tumours,  or  enlarge- 
ments of  organs,  which  were  previously  obscured  by  the  tenseness  of  the  abdominal  wall. 

2.  DIAGNOSIS. — Ascites  has  to  be  distinguished  from  other  conditions  whidi  may 
give  rise  to  general  abdominal  distention,  especially  from  : — TympanUes ;  Ovarian  and 
parovarian  ofsts ;  Gravid  uterus  zvith  hydrops  amnii ;  Distended  bladder ;  DislenHon 
associated   ivith   obesity  ;    Phantom    tumour  :    Large  abdominal  cysts  and  solid  tumours. 

Tympanites  is  distinguished  from  ascites  by  the  following  signs  : — ^The  outline  ol 
distended  coils  of  intestine  may  be  visible,  and  peristaltic  movements  may  be  noticed. 
There  is  no  fluid  thrill  if  precautions  are  taken  to  prevent  a  thrill  being  transmitted  by  the 
abdominal  wall.     The  abdomen  is  resonant  all  over,  both  in  front  and  in  the  flanks. 

Ovarian  CysL— There  may  be  a  history  of  the  enlargement  of  the  abdomen  having 
been  noticed  at  an  early  date  to  be  more  on  one  side  than  the  other,  and  to  have  arisen  from 
the  pelvis.    The  umbilicus  may  be  nearer  to  the  ensiform  cartilage  than  the  pubes,  and 
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nearer  to  one  anterior  superior  iliac  spine  than  the  other.  A  fluid  thrill  may  not  be  obtained 
far  back  in  the  flanks,  but  only  in  front  of  the  mid-axillary  lines.  There  is  usually  dullness 
in  front,  with  resonance  in  the  flanks.  The  outline  of  the  cyst  may  possibly  be  noticed 
during  the  respiratory  movements.  On  measuring  the  abdomen  the  greatest  circumference 
is  usually  below  the  umbilicus  ;  whereas  in  ascites  it  is  generally  at  the  umbilicus.  A 
vaginal  examination  may  reveal  that  the  uterus  is  drawn  upwards  and  that  its  mobility  is 
impaired  ;  whereas  in  ascites  it  is  low  down  and  movable.  If  paracentesis  has  been  per- 
formed, the  nature  of  the  ovarian  fluid  is  characteristic,  being  usually  thick,  tenacious, 
viscid,  and  of  a  brownish  or  greenish  colour  ;  whereas  ascitic  fluid  is  yellowish,  limpid,  and 
clear.  Much  difficulty  arises  when  ovarian  cyst  and  ascites  are  both  present,  owing  to 
infection  of  the  peritoneum  by  secondary  deposits  from  the  ovary.  Even  without  this, 
however,  it  is  by  no  means  always  easy  to  distinguish  between  ovarian  cyst  and  ascites 
when  the  abdominal  distention  has  become  extreme. 

Gravid  Uterus  with  Hydrops  Amnii. — In  this  condition  it  may  be  possible  to 
make  out  the  outline  of  the  enlarged  uterus  ;  the  tumour  may  var>'  in  consistency  as  the 
uterine  wall  contracts  and  relaxes  ;  on  vaginal  examination  the  cervix  is  soft  and  patulous 
and  the  uterus  enlarged.  There  will  be  other  signs  of  pregnancy,  the  characteristic  condition 
of  the  breasts,  foetal  movements  and  heart  sounds,  and  the  histor\'  of  amenorrhoea.  There 
will  be  dullness  in  the  front  of  the  abdomen,  resonance  in  the  flanks. 

Distended  Bladder. — This  may  reach  well  above  the  umbilicus,  most  frequently  in 
women  as  the  result  of  a  retroverted  gravid  uterus,  or  in  men  over  sixty  from  enlarge- 
ment of  the  prostate.  The  most  important  symptoms  are  :  incontinence  of  urine  from 
over-distention  and  overflow,  and  abdominal  distention.  There  is  generally  a  globular 
mass  to  be  palpated  in  the  middle  line  above  the  piibes  and  reaching  up  to  the  umbilicus 
or  higher  ;  it  is  dull  to  percussion  in  front,  with  resonance  in  the  flanks.  The  passage  of 
a  catheter  should  clear  up  all  doubt. 

General  Obesity  may  cause  much  abdominal  distention.  The  mesenter>%  omentum, 
and  abdominal  wall  may  be  so  loaded  with  fat  that  it  is  difflcult  to  make  a  satisfactory' 
examination,  and  it  may  be  almost  impossible  to  determine  with  certainty  the  presence  of 
even  a  moderate  amount  of  fluid. 

Piiantoni  Tumour. — ^The  abdomen  may  occasionally  be  so  distended  in  women,  espe- 
cially at  the  time  of  the  climacteric,  that  ascites,  ovarian  tumour,  or  pregnancy  may  be 
simulated  when  there  is  merely  a  phantom  tumour.  If  an  anaesthetic  is  administered  it 
often  disappears,  the  rigid  abdominal  wall  becomes  flaccid,  and  it  can  be  determined 
whether  fluid  in  the  peritoneal  cavity  or  any  abdominal  tumour  is  present  or  not. 

Lar^  Abdominal  Cysts  may  occasionally  simulate  ascites,  e.g.,  hydronephrosis,  pan- 
creatic cyst,  and  hydatid  cyst  ;  they  do  not,  however,  cause  uniform  distention  of  the 
abdomen  as  a  rule.  They  are  most  likely  to  be  mistaken  for  simple  chronic  peritonitis  in 
which  local  collections  of  fluid  have  arisen  from  matting  together  of  the  intestines.  Hydro- 
nephrosis may  be  distinguished  by  its  position  and  by  the  fact  that  it  may  vary  in  size,  a 
decrease  being  associated  with  an  increase  in  the  amount  of  urine  passed.  Pancreatic  cyst 
may  be  differentiated  by  its  position  in  the  upper  part  of  the  abdomen  and  by  its  more  or 
less  circular  outline.  If  paracentesis  abdominis  has  been  performed,  the  character  of  the 
fluid  and  its  ferments  would  point  to  the  nature  of  the  disease. 

3.  CAUSES. —  Having  made  up  one's  mind  that  the  general  abdominal  distention  is 
due  to  fluid  in  the  peritoneal  cavity,  one  must  next  differentiate  the  cause  of  the  ascites. 
The  following  is  a  classified  list : — 

i.  Diseases  of  the  Peritoneum  :- 

Non-suppurative  acute  peritonitis 

*  Simple  '  chronic  peritonitis 

Tuberculous  peritonitis 

Malignant  peritonitis,  generally  secondary  to  a  primaiy  growth  elsewhere 

Hydatid  cysts  in  the  peritoneal  cavity. 

ii.  Obstruction  to  the  main  Portal  Vein  bv  :— 

Xon-suppurative  thrombosis 

Enlarged  portal  lymphatic  glands  : — 

Malignant  I  Tuberculous 

Lymphadenomatous  I  Lymphatic  leuksemic 
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Tumours  of  adjacent  organs,  such  as  : — 

Liver  Duodenum 

Pancreas  Colon 

Kidney  Suprarenal  capsule 

Stomach 

Rarities  such  as  aneurysm  of  the  hepatic  arterj' 

iii.  Diseases  of  the  Liver : — 

Cirrhosis 

Perihepatitis,  really  part  of  chronic  simple  peritonitis 


Carcinoma 
Sarcoma 
Syphilis 
Hydatid  disease 


Doubtful  causes  if  the  lesions  are  confined  to  the  liver  ;  i.e., 
if  there  is  ascites,  it  is  probably  not  due  to  the  carcinoma, 
etc.,  in  the  liver,  but  to  simultaneous  affection  either  of 
the  peritoneum  or  of  the  portal  lymphatic  glands 


iv.  Obstruction  of  tlie  Inferior  Vena  Cava  above  the  Hepatic  Veins  by  : — 


Thrombosis 

Chronic  mediastinitis 


Mediastinal  growth 


V.  Chronic  Failure  of  the  right  Heart  ('  badiward  pressure  *)  the  result  of  :- 


Valvular  disease  : — 

Mitral  stenosis 

Mitral  regurgitation 

Aortic  stenosis  or  regurgitation  with 
secondary'  mitral  regurgitation  : — 
Rheumatic  or  syphilitic 

Congenital  pulmonary  stenosis  (rarely) 
Chronic  myocardial  affections  : — 

Fatty  degeneration  j  Fibroid  heart 

Fatty  infiltration      j  Primary  alcoho- 


Cenerally    as-  ■ 
sociated 


Adherent  pericardium 

Chronic  lung  affections,  especially 

Emphysema  ) 

Recurrent  bron-    \ 
chitis  I 

Fibroid  lung 
Chronic  high  blood  pressure  : — 

Red  granular  contracted  kidneys 

Pale  granular  contracted  kidneys 

Arteriosclerosis 


Fatty  superposition  I       lie  heart 

vi.  Brights  Disease.     In  Bright's  disease  ascites  may  be  caused  in  at  least  four  different 
ways, — namely,  as  the  result  of  : — 

Part  of  a  general  dropsy  ,       Secondary  to  hypertrophy  and  dilatation 

Acute  peritonitis  i  of   the    heart,    followed    by    failure   of 

Chronic  peritonitis  i  compensation 

vii.  Severe  Anaemias,  in  which  the  ascites  is  usually  the  result  of  acute»  subacute,  or 
chronic  intercurrent  peritonitis,  as  ni : — 


Splenomedullary  leukaemia 
Lymphatic  leukaemia 
Hodgkin's  disease 
Pseudo-leukaemia  infantum 


Splenic  amemia 
Pernicious  anaemia 
Aplastic  ansemia 
Malaria 


4.  DIFFERENTIAL  DIAGNOSIS.— If  ascites  is  the  only  fluid  accumulation  present  in 
the  patient ;  if,  although  there  is  also  swelling  and  oedema  of  the  legs,  the  ascites  is  Icnown 
to  have  appeared  first ;  or  if  the  ascites  is  out  of  proportion  to  dropsy  elsewhere  :  It  is 
most  probably  due  either  to  some  form  of  peritonitis,  to  portal  obstruction  from  thrombosis 
of  or  pressure  on  the  portal  vein,  or  to  cirrhosis  of  the  liver. 

If  it  is  associated  with  general  anasarca,  that  is  to  say,  with  oedema  of  the  legs,  body, 
and  face,  perhaps  even  of  the  scalp,  and  possibly  with  other  serous  efTusions,  the  probable 
cause  is  acute,  or  acute  on  chronic,  Bright*s  disease. 

If  swelling  and  cedema  of  the  legs  were  noticed  first  and  the  ascites  followed,  heart 
failure  from  one  of  the  causes  in  Group  V,  or  obstruction  of  the  inferior  vena  cava  above  the 
hepatic  veins,  would  be  the  most  likely  cause  ;  it  is  important  to  remember,  however,  tliat 
in  the  slighter  causes,  or  in  those  of  long  standing,  the  patient  is  often  uncertain  whic^  swelled 
first,  his  legs  or  his  abdomen,  and  his  statements  on  the  point  may  be  misleading. 

If  jaundice  is  associated  with  the  ascites,  it  points  to  some  form  of  portal  obstruction 
as  the  cause,  cither  cirrhosis  of  the  liver,  or,  if  the  jaundice  is  intense,  to  some  actual  pressure 
on  the  jwrtal  vein  and  common  bile-ducts,  generally  due  to  malignant  disease. 

If  enlargement  of  the  liver  is  associated  with  the  ascites  this  may  be  due  to  carcinoma, 
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sarcoma,  cirrhosis,  perihepatitis,  syphilis  of  tlie  liver,  or  to  nutmeg  change  the  result  of 
backward  pressure  from  chronic  heart  or  lung  disease. 

If  the  ascites  is  associated  with  multiple  abdominal  tumours  it  suggests  tuberculous 
or  malignant  peritonitis,  or  in  rarer  cases  hydatid  disease. 

i.  Diseases  of  the  Peritoneum. 

Acute  Non-suppureUive  Peritonitis  is  an  acute  inflammation  of  the  peritoneum  analogous 
to  acute  '  simple '  pleurisy  with  serous  effusion.  One  seldom  speaks  of  ascites,  however, 
in  connection  with  acute  infective  peritonitis  such  as  would  lead  to  pus  formation  if  laparo- 
tomy were  not  resorted  to  ;  and  it  is  diflicult  to  draw  a  decided  line  between  acute  peritonitis 
in  which  the  fluid  should  be  called  ascites,  and  other  conditions  of  acute  generalized 
peritonitis  to  which  the  term  would  not  be  applied.  There  are,  however,  cases  in  which 
acute  serous  effusion  due  to  non-suppurative  peritonitis  occurs  in  acute  and  chronic  Bright 's 
disease ;  or  acute  tuberculous  peritonitis  almost  simulating  general  suppurative  peritonitis ; 
whilst  pneumococcal  and  gonococcal  peritonitis  may  be  acute  in  onset,  and  yet  take  the 
form  of  an  ascitic  effusion,  recovery  occurring  without  the  necessity  for  laparotomy.  It  is 
probably  a  question  of  the  dose  of  the  micro-organism  that  affects  the  peritoneum,  and  it  is 
by  no  means  impossible  that,  whereas  the  perforation  of  a  gastric  ulcer,  duodenal  ulcer, 
dysenteric,  typhoid,  or  tuberculous  ulcer  of  the  intestines,  or  leakage  from  a  pyosalpinx,  an 
appendicular  abscess,  stercoral  ulcer  of  the  colon,  or  a  perirectal  or  prostatic  abscess, 
generally  gives  rise  to  acute  general  peritonitis  which  would  prove  suppurative  if  it  were 
not  operated  on,  the  same  conditions  may  in  some  cases  lead  to  a  slighter  affection  with 
a  severe  but  non-suppurative  ascitic  effusion  ending  in  spontaneous  recovery.  Whether 
laparotomy  is  indicated  or  not  in  any  given  instance  must  depend  upon  the  individual 
circumstances  of  the  case  ;  but  it  is  much  safer  for  the  patient  to  be  operated  upon  for 
acute  non-suppurative  peritonitis  of  the  type  of  which  we  are  now  speaking  than  for 
general  suppurative  peritonitis  to  escape  operation. 

Simple  Chronic  Peritonitis  is  a  chronic  inflammation  that  is  not  tuberculous  or  malig- 
nant. It  may  follow  simple  acute  peritonitis,  but  its  two  commonest  causes  are  :  a  former 
tul>erculous  peritonitis  from  which  the  tubercles  have  disappeared  ;  and  the  chronic  inflam- 
mation which  results  from  repeated  paracentesis  abdominis  for  any  other  variety  of  ascites. 
The  latter  is  important ;  it  sometimes  happens,  in  a  heart  case  for  instance,  that  both  (rdema 
of  the  legs  and  ascites  have  been  prominent  symptoms,  paracentesis  abdominis  being  indi- 
cated on  account  of  the  x;ardiac  distress  ;  the  tapping  of  the  abdomen  may  have  had  to  be 
repeated  several  times,  and  yet  ultimately  the  cardiac  compensation  has  been  restored, 
the  patient*s  general  condition  becoming  quite  good  and  the  crdema  of  the  legs  disappearing  ; 
yet  in  spite  of  this  general  improvement,  ascites  may  still  persist  and  require  further  tapping 
iit  intervals.  In  such  a  case,  whereas  at  first  the  ascites  was  due  to  backward  pressure 
from  the  failing  heart,  it  ultimately  becomes  due  to  chronic  peritonitis,  the  result  of  the 
re|>eated  tappings.  It  is  usually  associated  with  perihepatitis,  which  indeed  is  only  one 
of  the  local  manifestations  of  chronic  peritonitis.  Even  when  all  inflammation  has  ceased, 
the  great  thickening  of  the  peritoneum  over  the  diaphragm,  liver,  and  spleen  may  have 
blocked  up  those  pores  through  which  the  peritoneal  secretions  naturally  drain  away,  so 
that  the  fluid  keeps  on  re-accumulating,  and  necessitates  repeated  tapping,  which  in  some 
cases  has  been  performed  over  three  hundred  times.  The  peritoneum  becomes  thickened 
generally,  and  the  intestines  bound  down  and  matted  together.  There  may  be  local  or 
general  abdominal  distention,  depending  on  whether  loculi  are  formed  or  not  by  the  adhe- 
sions. On  account  of  the  shortening  of  the  mesentery  and  matting  together  of  the  intestines 
there  may  be  dullness  all  over  the  abdomen,  so  that  this  form  of  ascites  is  particularly  liable 
to  be  mistaken  for  ovarian  cyst  or  tumour.  Albuminuria  is  frccjuent  on  account  of  interfer- 
ence with  the  renal  circulation,  and  there  may  even  be  a  few  tube  easts  ;  there  mav  or  mav 
not  be  actual  renal  disease,  but  this  should  not  be  diagnosed  from  the  albuminuria  unless 
there  is  also  high  blood-pressure,  retinitis,  or  other  confirmatory  sign.  Abdominal  pain  is 
generally  slight,  and  although  there  may  be  vomiting  or  constipation,  there  is  usually  neither. 

Ttiberculous  Peritonitis, — ^This  is  the  most  common  cause  of  ascites  in  children.  There 
are  several  varieties,  of  which  the  following  may  be  distinguished  : — 

1 .  The  acute  ascitic  form,  which  may  simulate  acute  general  peritonitis  due  to  perfora- 
tion of  a  viscus  (see  above). 

2.  The  peritoneum  may  be  studded  all  over  with  miliary  tubercles  without  any  caseous 
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masses.  The  physical  signs  are  those  of  ascites  without  any  abdominal  tumour,  and  it  it 
not  difficult  to  mistake  it  when  it  occurs  in  an  adult  for  cirrhosis  of  the  liver  or  for  malignant 
peritonitis,  especially  that  form  which  is  secondary  to  ovarian  tumour.  In  a  child,  the 
occurrence  of  ascites  without  oedema  of  the  legs  at  once  suggests  tuberculous  peritonitis: 
in  an  older  person  tuberculous  peritonitis  is  much  less  common. 

3.  The  omentum  may  be  contracted  and  thickened  from  infiltration  with  caseous  or 
fibro-caseous  material,  and  a  hard  abdominal  tumour  simulating  an  enlarged  liver  may  be 
felt.  It  may  be  distinguished,  however,  by  the  resonant  percussion  note  between  it  and  the 
costal  margin,  and  the  liver  edge  may  be  palpable  above  and  distinct  from  the  omental 
mass  which  simulates  it.  Ascites  in  cases  of  this  kind  is  generally  less  in  amount  than 
in  the  miliary  tuberculous  form. 

4.  The  intestines  may  be  matted  together  and  the  adhesions  thickened  and  infiltrated 
with  tuberculous  deposits,  so  that  the  peritoneal  cavity  may  be  divided  into  several  loculi 
of  fluid,  the  abdominal  distention  being  not  uniform,  and  paracentesis  only  removing  part 
of  the  ascites. 

5.  The  mesentery  may  be  thickened  and  contracted,  and  the  intestines  bound  down 
to  the  posterior  parts  of  the  abdominal  cavity,  so  that  if  there  is  ascites  there  will  either  be 
dullness  all  over  the  abdomen,  or  duUness  in  front  with  resonance  in  the  flanks,  suggesting 
ovarian  cyst  rather  than  tuberculous  peritonitis.  After  paracentesis,  a  more  or  less  defined 
irregular  deeply  situated  tumour  may  often  be  felt. 

6.  When  the  caseation  affects  the  mesenteric  glands  in  particular,  multiple  irregular 
tumours  are  felt,  sometimes  but  not  always  associated  with  ascites. 

7.  Occasionally  local  thickenings  in  the  abdominal  wall  are  to  be  felt  as  the  result  of 
subperitoneal  inflammatory  deposits,  a  condition  which  may  often  be  mistaken  for  rigid 
contraction  of  the  recti  muscles  or  for  disease  of  the  parietes  rather  than  of  the  peritoneum  : 
if,  however,  there  is  ascites  at  the  same  time,  tuberculous  peritonitis  would  be  \'er\' 
probable,  particularly  in  a  child. 

It  will  naturally  depend  upon  the  acuteness  of  the  tuberculous  process  whether  there 
will  be  pyrexia  or  not,  and  whether  there  will  be  abdominal  pain  and  tenderness.  In  the 
caseous  varieties,  whether  of  the  glands,  omentum,  mesentery,  or  abdominal  waU,  pain  and 
tenderness  are  the  rule,  and  the  temperature  generally  rises  to  101°  F.  to  104°  F.  eadi 
evening.  It  is  not  at  all  uncommon  in  such  cases  for  redness  and  oedema  to  develop  round 
the  umbilicus,  and  for  a  purulent  discharge  to  occur  from  the  latter,  or  for  a  fa^cal  fistula  to 
develop.  The  commonest  cause  for  spontaneous  faecal  fistula  of  the  umbilicus  is  tuberculous 
peritonitis.  When  the  active  tuberculous  process  has  become  quiescent  there  may  still 
be  ascites,  though  the  temperature  is  subnormal.  When  paracentesis  is  performed,  it  is 
advisable  to  inject  some  of  the  fluid  into  a  guinea-pig,  to  see  if  the  latter  develops  general 
tuberculosis.  The  nature  of  the  case  may  sometimes  be  suggested  by  the  presence  of  tuber- 
culous lesions  elsewhere  in  the  patient's  body  ;  for  instance,  in  the  spine,  kidney,  a  Joint 
such  as  the  hip  or  knee,  glands  in  the  neck,  or  lupus,  though  very  often  tuberculous  peritonitis 
is  the  only  objective  lesion. 

Ascitic  Fluids. — It  has  been  stated  that  chemical  analyses  of  ascitic  fluid  often  afford  materia) 
assistance  in  arriving  at  a  diagnosis  of  its  cause  ;  but  in  practice  only  the  broadest  conclusions  can 
be  drawn.  The  liigher  the  specific  gravity,  the  larger  the  percentage  of  albumin,  and  the  greater 
the  tendency  to  spontaneous  coagulation,  the  more  definitely  can  one  conclude  that  the  condition 
is  an  inflammatory  exudate^  e.g.,  specific  gravity  r,'025,  twenty  parts  per  thousand  of  albumin, 
with  a  spontaneous  coagulation.  The  lower  the  specific  gravity,  the  smaller  the  percentage  of 
albumin,  and  the  more  definite  the  absence  of  spontaneous  coagulation,  the  more  likely  is  the  condi- 
tion to  be  a  non-inflammatory  transudate — e.g.,  specific  gravity  1,005,  five  parts  per  thousand  of 
albumin,  and  no  coagulation.  There  are,  however,  many  intermediate  cases  in  which  chemical 
investigation  of  the  fluid  leaves  one  in  doubt  as  to  whether  the  condition  is  inflamnuttory  or  not. 

It  has  also  been  stated  that  differential  analyses  of  the  proteids  are  helpfUl,  notably  as  to 
whether  there  is  more  globulin  or  more  albumin  present ;   but  it  is  doubtful  whether  this  really  is  so. 

Microscopical  examinations  arc  more  valuable  than  chemical ;  the  centrif^galized  deposit 
should  be  examined  under  the  high  power  ;  it  may  exhibit  many  leucocytes  in  inflanunatory  con- 
ditions, polymorphonuclear  cells  predominating  in  acute  conditions,  small  lymphocytes  in  subacute 
or  chronic  affections  such  as  tuberculous  peritonitis  ;  peritoneal  cells  in  cases  of  inflammation  ; 
and  occasionally  the  diagnosis  is  clinched  by  flnding  actual  fragments  of  new  growth  or  hydatid 
booklets  {Fig.  18).  The  deposits  may  also  be  stained  for  bacteria,  and  eometimes  tubercle  baciUi, 
streptococci,  stapliylococci,  gonococci,  or  pneumococci  may  be  found.  When  investigating  ascitic 
fluid  bacteriologically,  however,  it  is  probably  better  to  resort  to  cultural  or  inoculation  methods 
than  to  rely  solely  upon  films  prepared  from  the  deposit. 
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Canceroua  Perilonilu  usually  occurs  in  patients  over  forty,  and  the  growth  is  practically 
always  secondarj-.     Primary  carcinoma  oi  the  peritoneum  is  very  rare,  and  it  is  usually 
colloid  and  not  associated  with  ascites.     In  secondary  cases  the  omentum  may  be  thickened 
and  inflltrated.  the  umbilicus  fixed,  the  urachus  palpably  infiltrated,  and  nodules  and  masses 
mav  develop  all  over  the  peritoneum.     Rapid  emaciation  and  cachexia  arc  the  rule.     A 
large  quantity  of  fluid  may  be  present,  and  if  it  is  blood-stained  at  the  first  tapping  this 
is   very    suKgestive    of    malignant    disease. 
.Ascites  may  be  the  first  and  only  evidence 
of  growth,  and  it  may  be  mistaken  for  that 
of  tuben-uIouB  peritonitis  or  cirrhosis  of  the 
liver,  especially  when  the  abdominal  disten- 
tion is  so  marked  that  no  nodules  can  be 
felt.     Evidence  of  a  priniarj'  growth  should 
always  be  looked  for  with  care,  especially 
in  connection  with  the  stonuich,  pancreas, 
colon,  rectum,  or  ovaries.     Hcctal  cxanuna- 
li(m  should  never  be  omitted,  and  if  need 

lie   the   signioidoscope    may    be    used.     It  , 

should  not  be  forgotten  that  useful  indica- 
tion of  intra-abdominal  malignant  disease 
is  sometimes  afforded  by  enlargement  of 
the  left  supraclavicular  lymphatic  glands 
by  sectmdafTi-  deposits  (Fig.  17).  ^^ 

There    is    one    variety    of    secondary  I  «ib 

malignant  peritonitis  which  merits  special  [■« 

mention — namely,  that  which  may  result 
froni  a  proliferating  papillomatous  ovarian 
cyst.  The  malignancy  nf  the  latter  is 
sometimes  relative,  so  that  although  there 

may  be  thousands  of  papilloma  deposits  on  '"^ 

the  peritoneum,  causing  ascites  that   niaj' 

need  tapping  scores  of  times  at  short  in-  fiy.  i;.— Knimranwit  or  ihv  istt  uMpriHiBviiiiuir  iiia"<)> 

ter\'als.   there  may  be  no  other  secondary       jji^»^'|ij>*^^^^iJ«miii«i  niniwnunt  jtwM  (.iin'inoniii      tie 
deposits  anywhere.    The  diagnosis  may  be 

made  a«  the  result  of  careful  vaginal  examination,  or  by  Itudin^  fragments  of  the  malig- 
nant iiapillomnta  in  the  ascitic  fluid,  or  perhaps  the  case  may  be  regardid  us  chronic 

■  simple  '  peritonitis  until  the  abdomen  is  opened. 

Hydatid  Cyals  in  the  peritoneal  cavity  may  be  primary,  but   more  often  they  are 

M•condaf^■  to  hydatid  disease  <)f  the  liver.     The  nuilody   is   rare  in  this  comitry,   though 

commoner  in  Australasia  and  elsewhere.     Tlie  patient  is  generally  an  adult  imd  the  diuKiiosis 

is  often  obvious,  though  sometimes  it  may  be  very  obscure.     There 

^-   -^  may  l>c  a  large  globular  tumour  in  the  liver,   rarely  gi\inK    tlie 

5^         typical  hydatid  thrill  :    there  may  be  Kosinoi'imi.ia  (p.  aill),  and 

^       fc        41  *"  investigation  of  the  blood  serum  in  special  lalHirulories  may 

y  show  the  specilic  hydatid  serum  n-action.      In  some  cjlm's  in  wliiji 

'^  ^  (?=\        there   are   hydatid   cysts   ass<M-iated   with  ascites   it   is  [Kissibte   to 

■[  //      I  make  the  diagnosis  by  rectal  examination:    one   has  felt  gliibular 

*       \^       ^     y  bodies  about  the  si/.e  of  gra|>es  in  frcmt  of  the  anterior  rectal  wall. 

and  when  these   have  Im-cii  jm-ssed  iijion  to  investigate  them  more 

fully,  they  have   slipped  away  from    under  one's  linger   through 

being  pushed  up  Into  the  ascitic  lluid  :  after  waiting  a  monuiil  the 

finger  tuis  felt  them  come  back  into  Douglas's  pouch.     Similar  mobility  of  sphencal  iiul-si's 

in  the  ascitic  fluid  may  be  notetl  elsewhere — for  inslaniT.  in  an  ilii»c  fossu.     The  iiliimale 

diognosis  depends  upon  the  detection  of  booklets  {Fip,.  IH)  in  the  Huid  ohlHincd  by  pani- 

cenlesis  or  by  tapAxitomy.      It  is  important  to  bear  in  mind,  however,  that  the  ahsinee 

■  if  booklets  does  not  exclude  hydatid  disease,  the  cysts  somelimi's  being  sterile,  and  in  that 
ease  not  producing  booklets. 

VUylmu  AariUa  is  not  in  itself  a  specific  malady,  for  then-  is  more  thmi  one  condition  in 
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which  the  ascitic  fluid  may  appear  like  milk.  This  may  result  from  obstruction  to  the 
main  abdominal  lymphatics,  particularly  the  receptaculum  chyli  and  thoracic  duct ;  or 
from  their  rupture  after  injury  to  the  abdomen  ;  more  often  the  condition  is  associated  in 
this  country,  in  some  way  which  is  not  fully  understood,  with  the  peritonitis  of  chronic 
BrighVs  Disease,  or  of  Uukcemia,  The  best  known  tropical  cause  for  chylous  ascites  ii 
Filaria  sanguinis  hominis  with  elephantiasis.  In  rare  cases  the  secondary  deposits  of 
malignant  disease  may  be  such  as  to  obstruct  the  thoracic  duct,  and  so  produce  the 
chylous  condition  of  the  ascitic  fluid.     Chyluria  may  or  may  not  occur  at  the  same  time. 

There  are  two  types  of  chylous  ascites,  one  in  which  actual  chyle  accumulates  in 
the  peritoneal  cavity  as  the  result  of  direct  leakage  from  the  thoracic  duct  or  receptaculum— 
true  chylous  ascites  ;  the  other  in  which  the  condition  is  in  the  main  one  of  ascites,  but  the 
fluid  becomes  milky-looking  from  little-understood  chemical  changes  taking  place  in  it, 
particularly  in  the  proteids.  This  is  termed  chyliform  ascites,  or  pseudochylous  ascites. 
There  is  much  more  real  fat  in  the  former  condition  than  in  the  latter  ;  but  chyliform  ascites 
is  commoner  than  true  chylous  ascites.  The  diagnosis  between  the  two  is  afforded  by 
chemical  and  microscopical  analyses  of  the  fluid  obtained  by  tapping,  the  chief  points  of 
distinction  being  as  follows  : — 


Chylous  Ascites, 

1.  The  fluid  tends  to  accumulate  very 
rapidly,  and  in  consequence  large  volumes  are 
removed  at  paracentesis. 

2.  Generally  yellowish-white  in  colour  and 
less  perfectly  emulsified. 

3.  Degree  of  opalescence  more  or  less  con- 
stant at  successive  tappings. 

4.  Possesses  an  odour  corresponding  to  the 
odour  of  the  food  ingested. 

5.  Microscopically  the  fluid  contains  flne  fat 
globules,  but  very  few  cellular  elements. 


6.  Generally  shows  a  distinct  creamy  layer 
on  standing. 

7.  Specific  gravity  generally  exceeds  1012. 

8.  Depression  of  freezing  point  about  0*51°  C. 
and  approximating  that  for  chyle. 

9.  Total  solids  var>'  considerably,  but  usually 
exceed  4  per  cent. 

10.  The  total  protein  content  generally  ex- 
ceeds 3  grams  per  cent,  and  of  this  the  serum- 
albumin  is  the  largest  fraction,  globulin  occurring 
only  in  traces. 

11.  Mucinoid  substances  absent. 

12.  The  fat  content  is  generally  high,  varying 
from  0"4  to  4  per  cent.  The  fat  corresponds 
in  all  its  properties  to  the  fat  contained  in  food. 

13.  Of  the  lipins  cholesterol  is  invariably 
found,  and  lecithin  only  occurs  in  traces. 

14.  No  evidence  of  the  presence  of  a  lipin- 
globulin  combination. 


15.  The  salts  and  the  organic  substances 
present  approximate  to  the  values  found  for 
chyle  obtained  from  the  thoracic  duct. 


Chyliform  Ascites. 

1.  Collects  more  slowly,  the  volume  of  the 
fluid  varying  with  the  exciting  pathological 
condition. 

2.  In  colour  a  pure  milky- white  solution  in 
the  form  of  an  almost  perfect  emulsion. 

3.  The  opalescence  generally  increases  or 
diminishes  at  successive  tappings. 

4.  Odourless. 

5.  Microscopically  the  quantity  of  free  fat 
is  variable  ;  often  numerous  flne,  highly  refrac- 
tile  granules  are  present,  and  these  do  not  give 
the  reactions  for  fat.  Cellular  elements  may 
be  numerous  and  often  contain  fat ;  sometimes 
very  scanty. 

0.  A  cream  may  or  may  not  form,  but  does 
not  aflect  the  opalescence ;  a  sediment  tit- 
quently  settles  out. 

7.  Speciflc  gravity  less  than  1012. 

8.  Depression  of  freezing  point  ranges  from 
0-56°  to  0*61°,  and  thus  corresponds  to  the 
figures  for  blood  serum. 

9.  Total  solids  rarely  exceed  2  per  cent. 

10.  The  protein  constituents  vary  between 
1  and  3  grams  per  cent,  and  of  these  the 
serum-globulin  occurs  in  appreciable  quantities. 

11.  Mucinoid  substances  present. 

12.  The  fat  content  is  generally  low,  and  it 
may  be  present  in  traces  only  ;  in  its  melting  and 
chemical  composition  it  proves  to  be  patho- 
logical fat. 

13.  The  most  characteristic  lipin  is  lecithin, 
though  cholesterol  is  occasionally  present. 

14.  The  lecithin  is  mainly  combined  with  the 
globulin,  and  when  present  is  the  cause  of  the 
opalescence  of  the  fluid.  Such  fluids  resist 
putrefaction. 

15.  The  salts  and  organic  materials  correspond 
closely  to  those  of  lymph  and  serous  fluids. 


ii.  Obstruction  to  the  Main  Portal  Vein. — ^This  is  most  commonly  due  to  enlargement 
of  the  portal  lymphatic  glands  by  secondary  deposits  of  malignant  disease  ;  it  is  common  for 
the  main  bile-ducts  to  be  obstructed  at  the  same  time,  so  that  an  increasing  depth  of  jaundice 
accompanies  the  ascites.  When  there  are  masses  of  secondary  growth  in  the  liver  associated 
with  jaundice,  or  ascites,  or  both,  it  is  seldom  that  the  hepatic  masses  are  themselves  respon- 


ASCITES  61 

sible  for  the  symptoms,  these  being  more  often  due  to  the  associated  deposits  in  the  portal 
lymphatic  glands.  The  diagnosis  is  made  on  discovering  a  primary  growth,  more  often  a 
carcinoma  than  a  sarcoma.  It  is  much  rarer  for  the  lymphatic  glandular  enlargement  to  be 
lymphadenomatous,  tuberculous,  or  due  to  lymphatic  leuksemia.  If  ascites  were  a  promi- 
nent symptom  in  any  of  these  conditions,  it  would  be  regarded  as  consequent  on  affection 
of  the  peritoneum  rather  than  on  obstruction  to  the  portal  vein,  unless  there  were  deepen- 
ing jaundice  at  the  same  time.  In  the  latter  case  malignant  disease  would  be  simulated. 
General  enlargement  of  the  lymphatic  glands  in  the  axillse,  groins,  and  neck,  with  or  without 
evidence  of  enlargement  of  those  in  the  thorax  or  abdomen,  together  with  enlargement  of 
the  spleen,  would  suggest  either  lymphadenoma  or  lymphatic  leuksemia ;  the  absence  of 
l>ositive  blood  changes  would  render  the  former  more  lilcely,  for  in  lymphatic  leuksemia  there 
is  more  or  less  considerable  leucocytosis  with  a  great  relative  increase  in  the  small  lympho- 
cytes up  to  90  per  cent  or  more  (p.  25).  Only  in  very  rare  cases  do  tuberculous  portal 
glands  cause  ascites,  and  when  they  do  the  diagnosis  must  be  one  of  guess-work  only,  unless 
in  association  with  definite  tuberculous  peritonitis  there  were  jaundice  suggesting  obstruction 
to  the  common  bile-duct  and  to  the  portal  vein  at  the  same  time. 

Thrombosis  of  the  portal  uetn  may  be  suppurative,  in  which  case  there  is  no  ascites,  but 
a  pyrexial  condition  with  rigors  and  possibly  jaundice,  diagnosed  as  a  rule  only  when  there 
has  been  some  definite  inflammatory  focus  in  the  portal  area,  such  as  appendicitis,  which 
might  lead  to  infection  of  the  portal  vein.  Primary  thrombosis  of  the  portal  vein  is  rare, 
and  its  diagnosis  can  seldom  be  more  than  guessed  at.  It  leads  to  marked  ascites,  possibly 
with  simultaneous  increase  in  any  tendency  there  may  be  to  piles,  and  without  evidence  of 
tuberculous  or  malignant  disease  of  the  peritoneum  or  cirrhosis  of  the  liver.  It  is  by  a 
l)rocess  of  exclusion  that  the  diagnosis  of  portal  vein  thrombosis  might  be  arrived  at, 
especially  if  the  ascitic  fluid  withdrawn  by  paracentesis,  when  examined  chemically,  were 
found  to  contain  a  relatively  very  high  proportion  of  coagulable  proteids  without  any  par- 
ticular tendency  to  spontaneous  coagulation,  and  without  those  polymorphonuclear  cells 
or  lymphocytes  that  would  be  found  if  the  high  percentage  of  proteid  were  due  to  the 
ascites  being  inflammatory. 

Tumours  of  adjacent  organs  seldom  obstruct  the  portal  vein  enough  to  cause  ascites 
without  presenting  other  symptoms  which  suggest  the  diagnosis.  Sometimes,  however, 
unless  the  tumour  can  be  felt,  great  difficulty  may  be  experienced  in  determining  the  nature 
of  the  case.  Carcinoma  of  the  pancreas  may  be  accompanied  by  glycosuria  and  the  passage 
of  fatty  stools,  together  with  deepening  jaundice,  progressive  enlargement  of  the  gall-bladder, 
and  a  positive  Cammidge's  Pancreatic  Reaction  (p.  100).  On  account  of  the  relation  of 
the  tumour  to  the  aorta,  marked  transmitted  pulsation  may  be  felt  in  it,  and  by  inflating 
the  stomach  it  may  be  demonstrated  that  the  tumour  lies  posterior  to  the  latter.  Renal 
tumours  may  be  difficult  to  distinguish  from  enlargement  of  the  liver  when  they  are  big  ; 
but  they  are  generally  associated  with  Albuminuria  (p.  4),  H.«mati'ria  (p.  275),  or 
Pyuria  (p.  574).  Carcinoma  of  the  stomach,  duodenum,  colon,  or  suprarenal  capsule 
would  be  suggested  by  the  position  of  the  mass,  or  by  the  gastric  or  intestinal  symptoms  ; 
if  there  were  ascites  accompanying  them,  it  would  generally  be  due  not  to  the  primary 
tumour,  but  to  secondary  deposits  either  in  the  peritoneum  or  in  the  portal  lymphatic  glands. 

Aneurysm  of  the  hepatic  artery  is  a  pathological  curiosity,  though  in  recorded  cases  it 
has  produced  ascites  and  jaundice.  The  commonest  cause  of  aneurysm  of  the  hepatic  artery 
is  fungating  endocarditis  with  embolism. 

iii.  IMseases  of  the  Liver. — Cirrhosis  of  the  Liver. — When  ascites  is  due  to  this  the 
dia;>no8is  is  sometimes  easy  on  account  of  the  histor\'  of  chronic  alcoholism,  ami  possibly 
of  former  haematemesis,  melaena,  or  jaundice.  There  may  also  be  acne  rosacea  anci 
telangiectases  on  the  cheeks,  or  even  a  bottle-nose,  a  furred  and  tremulous  tongue,  a 
history'  of  morning  sickness,  cramps  in  the  legs  at  night,  nausea,  loss  of  appetite  espi'cially 
for  breakfast,  epistaxis,  perhaps  the  presence  of  distended  veins  round  the  umbilicus, 
haemorrhoids,  enlargement  of  the  liver,  the  surface  of  which  is  hard  and  rough  and  the  edge 
irregular  and  perhaps  beaded,  enlargement  of  the  spleen,  icteric  tinge  of  the  conjunctiva*, 
and  a  peculiarly  sallow,  slightly  pigmented  facies,  which  is  almost  characteristic  in  the  later 
stages  of  the  malady.  Cirrhosis  is  a  slowly  progressive  disease  sometimes  extending  over 
twenty  years  or  more,  producing  a  large,  smooth,  unilobular  cirrhotic  liver  with  jaundice 
and  a  tendency  to  hsematemesis  in  its  earlier  stages  ;    but  later  a  snmll  liver  in  which,  in 
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addition  to  the  unilobular  fibrous  tissue,  there  has  developed  a  much  coarser  multilobular 
meshwork  which,  by  progressive  contraction,  has  led  to  the  previously  large,  smooth  organ 
becoming  smaller,  rougher,  and  harder,  until  it  may  sometimes  be  so  small  as  to  be  no  lonpcr 
palpable.  Only  in  the  very  last  stage  does  it  produce  ascites.  People  have  been  knovv-n  to 
be  total  abstainers  for  as  long  as  eighteen  years  or  more  after  the  first  symptoms  of  cirrhosis 
have  developed,  and  yet  to  die  with  a  granular,  contracted,  '  hob-nail '  liver  and  ascites. 

Perihepatitis, — A  case  of  cirrhosis  of  the  liver  seldom  survives  long  after  it  has  first 
become  necessary  to  tap  the  abdomen,  and  when  paracentesis  abdominis  has  to  be  performed 
more  than  once  or  twice  in  a  case  supposed  to  be  cirrhosis,  this  points  to  the  diagnosis  beinu 
wrong,  the  case  being  one,  not  of  cirrhosis,  but  of  perihepatitis.  This  is  not  always  so.  how- 
ever, for  it  happens  sometimes  that  even  when  the  ascites  was  originally  due  to  cirrhosis, 
the  repeated  tapping  produces  perihe[)atitis,  the  greatly  thickened  capsule  of  the  liver 
being  the  result  of  multiple  tappings  for  what  was  at  first  cirrhotic  ascites.  It  is  exceeilingly 
difficult  to  be  certain  of  the  diagnosis  of  simple  perihepatitis  ;  the  condition  is  really  only  part 
of  a  chronic  peritonitis.  The  capsule  of  the  liver  becomes  much  thickened,  and  it  contracts 
and  distorts  the  organ,  and  rounds  the  edge,  or  else  turns  it  up  or  under,  in  a  way  which  is 
characteristic.  It  is  only  if  this  curled-under  or  tumed-up  edge  can  be  detected  that  the 
diagnosis  of  perihepatitis  can  be  made  with  certainty.  Syphilis  is  possibly  the  cause  of  the 
malady  in  some  cases. 

Ascites  associated  with  earcinoma  or  sarcoma  of  the  liver  is  usually  accompanied  by 
intense  jaimdice,  and  there  is  always  doubt  as  to  whether  these  symptoms  are  not  due 
rather  to  coincident  affection  of  the  portal  lymphatic  glands  than  to  the  deposits  in  the  liver 
itself.  The  latter  becomes  much  enlarged,  very  hard,  the  edge  often  coming  well  below  the 
umbilicus.  Probably  the  largest  livers  that  occur  are  due  to  secondary  carcinoma  or  sar- 
coma. They  may  reach  a  weight  of  22  lb.  or  more.  Besides  being  very  hard,  the  liver  may 
be  tender,  and  umbilicated  nodules  may  be  felt  on  its  surface.  Primary  growth  of  the  liver 
is  exceedingly  rare,  and  though  it  leads  to  progrissive  and  deepening  jaundice,  it  does  not 
often  produce  ascites.  Secondary  growth  is  so  much  more  common,  that  it  is  important  to 
look  for  the  primary  growth  elsewhere  with  great  care  before  primary  growth  in  the  liver  is 
diagnosed.  Retinal  and  rectal  examination  should  not  be  omitted  ;  and  Canmiidgc^s  pan- 
creatic reaction  (p.  100)  should  be  tested,  in  case  the  primary  growth  be  in  the  pancreas. 

Syphilis  may  produce  local  peritonitis  over  a  gumma  ;  it  may  also  lead  to  general 
chronic  peritonitis  and  thus  to  ascites.  The  diagnosis  is  made  upon  the  history-,  upon  the 
signs  of  syphilis  elsewhere,  and  upon  Wassermann's  serum  reaction. 

Hydatid  disease  of  the  liver  seldom  of  itself  causes  ascites,  though  it  may  be  associated 
with  coincident  affection  of  the  peritoneum  with  ascites  (p.  49). 

We  may  now  pass  on  to  consider  those  cases  in  which,  if  the  history  is  correct,  there  has 
been  swelling  of  the  legs  before,  or  at  any  rate  not  later  than,  swelling  of  the  abdomen  :  and 
if  one  follows  the  classification  as  given  on  pages  45  and  46,  one  comes  next  to  . — 

iv.  Obstruction  of  the  Inferior  Vena  Cava  al>ove  the  Hepatic  Veins. — This  is  ran, 
and  will  seldom  be  diagnosed  unless  there  is  either  (1)  clear  evidence  of  extension  of  throm- 
bosis to  the  inferior  vena  cava  from  a  previous  thrombus  in  one  leg,  associated  with  exten- 
sion of  cedema  up  the  back,  followed  by  albuminuria  and  perhaps  hsematuria  when  the 
renal  veins  are  involved,  and  then  by  ascites,  together  with  varicose  distention  of  the 
abdominal  veins  and  reversal  of  the  blood-stream  in  them :  or  (2)  a  history  or  the  physical 
signs  of  chronic  mediastinitis^  which  generally  results  from  recurrent  attacks  of  pleurisy 
and  pericarditis,  especially  rheumatic,  or  of  intrathoracic  new  growth y' which  is  distinguished 
from  chronic  mediastinitis  by  the  shorter  historj'  and  by  the  a?-ray  appearances.  {Fig,  4l\ 
p.  105.)     (Sec  Veins,  Varicose  Thouacic,  p.  750;  and  Veins,  Varicose  Abdominal,  p.  748.) 

V.  Chronic  Failure  of  the  Right  Side  of  the  Heart  (Badiward  Pressare). — Ascites 
as  the  result  of  backward  pressure  in  chronic  heart  and  lung  disease  is  nearly  always  preceded 
by  swelling  and  cedema  of  the  legs.  C  areful  examination  of  the  heart  and  lungs,  a  history 
of  acute  rheumatism,  or  of  recurrent  winter  cough,  or  an  abundant  and  offensive  periodic 
expectoration,  may  suggest  valvular  disease  of  the  heart,  chronic  bronchitis  and  emphysema, 
or  fibroid  lung  with  or  without  bronchiectasis,  to  account  for  the  ascites.  Nutmeg  liver 
also  results  in  these  cases,  the  enlargement  varying  with  the  degree  of  heart  failure,  the 
surface  of  the  organ  being  smooth,  sometimes  pulsating  synchronously  with  the  heart. 
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tender,  with  a  well-defined  edge  which  may  reach  below  the  level  of  the  umbilicus  in  the 
right  nipple  line.  The  urine  is  apt  to  contain  albumin,  and  when  the  heart  failure  has 
reached  an  advanced  degree  it  may  be  exceedingly  difficult  to  say  whether  it  is  due  to  primary 
valvular  disease,  primary  lung  disease,  primary  kidney  disease,  primary  arterial  disease, 
oi  to  prim'ir\'  affection  of  the  muscle  of  the  heart.  The  importance  of  casts  in  the  urine 
in  the  differential  diagnosis  has  been  referred  to  under  Albuminuria  (p.  6),  where  the 
significance  of  the  blood-pressure,  of  retinal  changes,  and  so  forth,  are  also  discussed. 

The  valv^ar  heart  lesion  most  apt  to  be  mis-diagnosed  in  connection  with  ascites  is 
mitral  stenosis  ;  for  by  the  time  the  heart  failure  has  reached  a  sufficient  degree  to  cause 
ascites,  characteristic  bruits,  especially  the  presystolic,  become  no  longer  audible  in  many 
cases.  The  heart  beats  very  rapidly  and  irregularly,  no  bruits  may  be  audible  at  all.  Mitral 
stenosis  may  still  be  suggested  by  the  characteristic  facics  {Plate  VIa),  with  its  yellowish 
pallor  of  the  forehead,  and  around  the  nose  and  mouth,  with  bright  or  dark  red  coloration 
of  the  lii)s  and  over  the  malar  bones  and  upper  portions  of  the  cheeks  ;  or  by  the  history  of 
acute  rheumatism  or  chorea,  though  absence  of  such  a  history  by  no  means  excludes  valvular 
heart  disease.  It  may,  however,  be  impossible  to  say  whether  there  is  mitral  stenosis  or 
not  luitil  the  patient  has  been  kept  in  bed,  given  digitalis,  and  watched  for  a  week  or  more, 
until  there  is  some  degree  of  recovery  of  the  cardiac  compensation  ;  by  which  time  the 
characteristic  bruits  of  mitral  stenosis  verv  often  return  with  the  increasinor  force  of  the 
heart's  l>eat. 

Some  of  the  hardest  of  heart-failure  cases  to  diagnose  with  certainty  are  those  due  to 
chronic  affections  of  the  myocardium  or  to  adlierent  pericardium.  In  each  case  the  diagnosis 
is  arrived  at  mainly  by  a  process  of  exclusion.  Chronic  myocardial  degeneration  seldom 
occurs  in  young  people,  or  at  any  rate  it  is  much  commoner  in  middle  life  and  later.  The 
symptoms  are  those  which  are  common  in  all  varieties  of  chronic  heart  failure  (p.  418),  what- 
ever the  cause  of  the  latter.  There  may  or  may  not  be  the  systolic  bruit  of  mitral  regurgita- 
tion, or  an  ai>rtic  systolic  bruit  due  to  atheroma  of  the  aortic  valves,  but  upon  the  whole 
the  physical  signs  do  not  suggest  valvular  disease  ;  the  urinary  changes  and  the  absence  of 
casts  do  not  suggest  nephritis  or  granular  kidney  ;  the  blood-pressure  may  not  suggest 
arteriosclerosis  ;  the  lung  signs  do  not  suggest  bronchitis  and  emphysema,  or  fibroid  lung  : 
so  that  some  myocardial  affection  is  all  that  is  left  to  diagnose.  If  there  is  a  history-  of  the 
drinking  of  much  alcohol,  particularly  beer,  priman/  alcoholic  heart  may  be  suspected,  though 
III  is  is  less  common  in  England  than  in  Germany.  Fatty  superposition  would  be  suggested 
if  there  were  general  obesity  with  shortness  of  breath  on  ordinary'  exertion  ;  whilst  overload- 
ing of  the  surface  of  the  heart  seldom  occurs  without  some  fatty  infiltration  at  the  same  time. 
Fatty  ilegeneration  is  more  likely  after  a  long  febrile  illness,  or  chronic  poisoning  by  phos- 
phorus, arsenic,  or  lead,  or  by  the  hypothetical  toxins  of  severe  anaemias,  such  as  pernicious 
or  aplastic  anicmia.  Fibroid  lieart  is  very  diiricult  to  distinguish  from  fatty  heart,  but  it  is 
the  more  likely  in  a  syphilitic  patient,  particularly  if  the  patient  is  not  obese  and  if  there 
is  syphilitic  aortic  regurgitation  or  angina  pectoris. 

Adtierent  pericardium  is  not  in  itself  an  explicit  term,  for  there  are  three  different  condi- 
tions which  come  under  the  one  heading  ;  there  may  be  (1)  Adhesions  between  the  parietal 
and  visceral  layers  of  the  |)ericardium  ;  (2)  Adhesions  between  the  parietal  pericardium 
and  the  structures  around  it,  particularly  the  pleurir,  diaphragm,  and  chest  wall  :  or  (3) 
Adhesions  both  of  the  parietal  to  the  visceral  layer  of  pericardium  and  of  the  parietal  layer 
to  the  structures  outiside  it — really  a  form  of  chronic  mediastinitis.  It  is  clear  that  the 
f>hysical  signs  will  differ  according  to  which  of  these  three  things  has  happened.  That 
which  ought  to  be  implied  strictly  by  the  term  adherent  pericardium  is  adhesion  of  the 
parietal  to  the  visceral  layer,  without  any  other  adhesions  whatever,  and  of  this  condition 
there  are  no  positive  physical  signs  at  all,  nor  need  there  be  any  symptoms.  The  diagnosis 
is  generally  made  by  guess-work,  the  patient  being  known  to  have  had  pericarditis,  or  being 
suspected  of  having  had  it  because  of  having  suffered  from  acute  rheumatism  with  severe 
(•(implications,  and  the  heart  now  being  found  much  larger  than  it  ought  to  he  in  proportion 
to  the  apparent  valvular  disease  as  indicated  by  the  bruits.  It  is  common,  however,  for  the 
parietal  and  visceral  layers  of  pericardium  to  be  universally  adherent  without  the  heart 
l)eing  big,  and  without  there  being  any  ill  effects  at  all,  the  condition  being  met  with  post 
mortem  in  patients  who  die  of  something  ([uite  different.  It  is  only  when  the  parietal  layer 
has  become  adherent  to  the  visceral  layer  when  the  heart  was  already  dilated  at  the  time  of 
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the  pericarditis  that  symptoms  subsequently  accrue,  the  result  rather  of  the  inability  of  th? 
already  big  heart  to  maintain  sufficient  hypertrophy  than  of  any  intrinsic  interference 
with  its  action  by  the  adherent  pericardium  itself.  It  quite  often  happens,  indeed,  that 
when  there  has  been  rheumatic  myocardial  affection  without  pericarditis,  the  big  heart  that 
results  is  out  of  all  proportion  to  the  valvular  disease,  and  yet  in  the  post-mortem  room  no 
abnormality  of  the  pericardium  is  found. 

The  following  points  in  connection  with  heart  disease  in  children  are  as  true  as  most 
aphorisms  :  mitral  stenosis  is  almost  unknown  before  puberty,  whatever  the  bruits  that 
suggest  it ;  heart  disease  never  proves  fatal  before  puberty  unless  as  the  result  either  of  the 
severity  of  the  acute  inflammation  of  valves,  muscle,  or  pericardium,  or  else  from  adherent 
pericardium.  Fatal  mechanical  failure  of  the  heart  before  puberty  in  a  patient  who  presents 
no  symptoms  of  rheumatic  reinfection  points  to  adherent  pericardium. 

Adhesions  between  the  parietal  pericardium  and  the  structures  outside  it,  without  any 
adhesion  between  the  parietal  and  visceral  layers  within  the  pericardium,  are  exceedingly 
conunon,  generally  resulting  from  former  pleurisy.  The  former  inflammation  must  have 
extended  outside  both  the  pericardium  and  the  pleurse,  so  that  it  was  really  a  mediastinitis ; 
but  clinically  the  condition  is  seldom  spoken  of  as  mediastinitis,  because  it  is  of  very  little 
importance,  and  in  itself  produces  no  symptoms  ;  the  physical  sign  which  might  suggest  it 
is  deficiency  in  the  movement  of  the  position  of  the  cardiac  impulse  to  the  left  or  to  the  right 
as  the  patient  rolls  from  one  side  to  the  other. 

The  third  variety  of  adherent  pericardium,  namely  that  in  which  there  are  adhesions 
between  the  parietal  and  visceral  layers  and  between  the  parietal  layer  and  the  chest  wall, 
pleurse,  and  other  structures  outside  it,  is  really  a  combined  condition  of  adherent  pericar- 
dium and  mediastinal  adhesions  which,  when  an  extreme  degree  is  reached,  becomes  what 
is  known  as  chronic  mediastinitis.  Here  again,  it  is  possible  for  neither  symptoms  nor 
physical  signs  to  present  themselves,  the  condition  being  found  unexpectedly  in  the  post- 
mortem room.  It  is  this  condition  which  is  generally  diagnosed  under  the  name  of  adherent 
pericardium.  There  will  be  a  history  of  former  pericarditis,  pleurisy,  or  both,  probably 
rheumatic.  The  heart  will  be  large  out  of  all  proportion  to  any  valvular  disease  that  is 
present,  without  there  being  other  obvious  cause  for  its  hypertrophy  and  dilatation,  such  as 
nephritis,  arteriosclerosis,  hard  work,  alcoholism,  fatty  or  fibroid  heart,  or  chronic  lung 
disease.  If  the  parietal  pericardium  is  adherent  both  to  the  pleurse  and  to  the  diaphragm — 
particularly  the  latter — there  will  very  likely  be  retraction  of  the  lower  left  ribs  posteriorly, 
synchronous  with  the  heart-beat ;  it  is  this  physical  sign — systolic  retraction  of  the  lower 
left  ribs — which  is  generally  regarded  as  pathognomonic  of  adherent  pericardium  ;  it  is 
really  evidence,  of  course,  of  adhesions  outside  rather  than  within  the  pericardium.  The 
sign  needs  to  be  looked  for  with  some  care  ;  the  observer  watching  the  posterior  profile 
of  the  left  chest  from  the  patient* s  left  side,  small  movements  obviously  due  to  cardiac  and 
not  respiratory  action  are  to  be  seen  in  the  ninth  or  tenth  intercostal  space  in  the  line  of 
the  angle  of  the  scapula,  or  just  outside  this ;  irregularity  in  the  hearths  action  often  render- 
ing these  visible  only  now  and  then — perhaps  only  when  a  strong  heart-beat  happens  to 
coincide  with  the  most  favourable  phase  of  respiration.  The  sign,  however,  is  far  from 
uncommon.  Another  physical  sign  which  is  regarded  by  some  as  indicative  of  general 
pericardial  adhesions,  is  an  ingoing  impulse  in  the  third  or  fourth  intercostal  space  half-way 
between  the  left  nipple  and  the  left  border  of  the  sternum,  synchronous  with  an  outgoing 
impulse  nearer  the  apex,  giving  an  oscillating  or  see-saw  appearance  to  the  precordial 
region — some  of  the  intercostal  spaces  moving  inwards  at  the  same  time  as  others  move 
out  with  the  heart-beat.  As  a  matter  of  fact,  the  probable  explanation  of  the  ingoing 
movement  nearer  the  sternum  when  the  part  of  the  heart  which  is  nearer  the  apex  causes 
the  ordinary  outgoing  impulse,  is  the  visible  withdrawal  of  the  hypeitrophied  right  ventricle 
as  it  contracts.  This  see-saw  appearance  in  the  precordial  region  is  indicative  therefore 
of  great  hypertrophy  of  the  right  ventricle  ;  it  does  not  indicate  what  is  the  cause  of  this 
hypertrophy,  though  amongst  its  causes  would  be  adherent  pericardiiun.  A  similar 
appearance  is  often  seen  in  cases  of  extreme  mitral  stenosis  of  long  standing,  even  when 
there  is  no  adherent  pericardium. 

Bright's  Disease  may  produce  ascites  in  more  ways  than  one ;  the  effusion  may,  for 
instance,  simply  be  part  of  a  general  anasarca,  the  accumulation  of  the  ascitic  fluid  in  the 
peritoneal  cavity  corresponding  precisely  with  its  accumulation  in  the  subcutaneous  tissues  ; 
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or  the  Bright*s  disease  may  lead  to  acute  or  chronic  peritonitis  of  the  types  described  above  ; 
or,  especially  in  chronic  cases  associated  with  pale  or  red  granular  contracted  kidneys,  there 
may  be  failure  of  the  dilated  and  hypertrophied  heart,  with  ascites,  which  may  be  very 
difficult  to  distinguish  from  that  of  primary  heart  disease  ;  especially  as  the  greater  part  of 
the  associated  albuminuria  is  now  the  result  of  the  heart  failure  rather  than  of  the  renal 
sclerosis  ;  and  casts  may  seem  unduly  few  in  proportion  to  the  albumin.  If  the  blood- 
pressure  is  very  high  the  diagnosis  is  more  likely  to  be  arteriosclerosis  or  granular  kidney 
than  primary  heart-faUure,  though,  curiously  enough,  the  blood-pressure  is  generally  above 
normal  in  heart-failure  from  any  cause,  even  when  the  pulse  is  as  irregular  and  feeble  as  it 
often  is  in  the  late  stages  of  mitral  stenosis.  This  terminal  rise  of  blood-pressure  in  heart 
cases  probably  results  from  the  partial  asphyxia. 

Severe  Ansmlas  often  cause  ascites,  but  they  do  not  give  rise  to  much  difficulty  in 
diagnosis,  because  the  sub-acute#or  chronic  peritonitis  which  is  the  cause  of  the  ascitic 
exudate  in  these  cases  arises,  as  a  rule,  comparatively  late  in  the  disease,  after  the  diagnosis 
has  been  made  on  other  grounds,  by  blood-counts  and  otherwise.  (See  ANiCMiA,  p.  20 ; 
Spleen,  Eni^argement  of,  p.  628  ;  Lymphatic  Gland  Enlargement,  p.  376.)  One  need 
not  do  more  here  than  refer  to  the  huge  enlargement  of  the  spleen  without  lymphatic  glan- 
dular enlargement,  and  the  great  leucocytosis  with  a  large  portion  of  myelocytes,  in  spleno- 
medullary  leukemia  ;  the  considerable  leucocytosis,  the  enlargement  of  the  lymphatic 
glands  and  probably  of  the  spleen,  and  the  great  relative  increase  of  the  small  lymphocytes, 
in  lymphatic  leukcemia  ;  the  enlargement  of  the  lymphatic  glands  and  of  the  spleen,  and  the 
absence  of  any  positive  blood  changes,  beyond  anaemia  of  the  chlorotic  type  without  leuco- 
cytosis, in  Hodgkih*8  disease ;  the  enlargement  of  the  spleen,  the  absence  of  lymphatic 
glandular  enlargement,  and  the  occurrence  of  a  progressive  and  ultimately  severe  anaemia, 
of  the  simple  chlorotic  type  without  leucocytosis,  but  with  an  occasional  myelocyte  and 
basophile  corpuscle,  in  splenic  ancemia  (which  often,  as  the  course  of  the  disease  goes  on, 
turns  out  to  be  cirrhosis  of  the  liver) ;  the  profound  anaemia  and  the  high  colour-index 
without  leucocytosis,  in  pernicious  anaemia  ;  the  severe  anaemia  suggestive  of  pernicious 
anaemia,  but  with  a  persistently  low  colour-index,  in  aplastic  ancemia  ;  and  the  splenic 
enlargement  with  profound  chlorotic  anxmia  without  leucocytosis,  in  pseudo-leukcemia 
infantum,  Herbert  French, 

ATAXY  is  the  term  used  to  describe  voluntary  movements  which  are  imperfectly 
controlled  or  co-ordinated.  It  is  displayed  in  its  simplest  form  by  infants  under  the  age 
of  one  year.  In  pathological  states,  it  is  often  a  symptom  of  great  diagnostic  importance ; 
but  before  its  value  as  a  localizing  sign  of  disease  can  be  utilized,  it  is  necessary  to 
appreciate  broadly  the  physiological  mechanism  by  which  co-ordination  is  bn)ught  about, 
and  the  possible  situations  where  a  lesion  is  able  to  disturb  the  smooth  working  of  that 
mechanism.  For  the  proper  co-ordination  of  voluntary  movement,  impulses  from  the 
muscles,  tendons,  joints,  and  skin  of  the  part  which  is  moved  must  reach  the  brain.  These 
impulses  are  of  two  kinds  : — 

1.  Sensory  afferent  impulses  which  arc  carried  to  the  cerebrum  by  way  of  the  peripheral  nerves, 
the  posterior  columns  of  the  cord,  the  fillet,  and  finally  from  the  basal  ganglia  to  the  cortex  in  the 
neighbourhood  of  the  motor  area.  These  impulses  cross  from  one  side  of  the  body  to  the  opposite 
hemisphere,  the  crossing  taking  place  in  the  medulla. 

2.  Non-sensory  afferent  impulses,  so-called  because  they  never  reach  consciousness,  pass 
from  the  peripheral  structures  concerned  in  movement,  by  way  of  the  |)eripheral  nerves  and  the 
ascending  cerebellar  tracts  of  the  cord,  to  the  cerebellum,  and  principally  to  the  cerebellar  lobe  of 
the  same  side  of  the  body.  In  some  manner  which  is  not  perfectly  imderstoo<l,  but  in  which  preser- 
vation of  muscular  tone  is  probably  concerned,  the  co-operation  of  the  cerebellum  is  required  if 
movements  initiated  in  the  motor  area  of  the  cerebrum  are  to  be  carried  out  in  a  co-ardinatc  manner. 

Not  only  must  these  two  sets  of  impulses  reach  the  brain,  but  the  parts  of  the  brain, 
cerebral  and  cerebellar,  which  form  their  destination,  must  also  be  intact  if  voluntary 
movement  is  to  be  carried  out  with  accuracy  and  co-ordination. 

From  the  clinical  point  of  view  it  is  necessary  to  ascertain  in  the  first  place  whether  a 
patient  is  ataxic,  and  in  the  second  whether  the  ataxy  can  be  attributed  to  the  loss  of  tiie 
sensory  or  non-sensory  afferent  impulses.  In  some  cases  the  ataxy  is  obvious  ;  in  others 
it  can  be  detected  only  by  the  careful  application  of  certain  tests.  For  instance,  a  patient 
may  walk  into  a  well-lighted  room  with  perfect  ease  and  without  anything  remarkable 
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in  his  gait,  but  if  lie  is  asked  to  walk  along  a  line,  placing  one  foot  exactly  in  front  of  another, 
he  may  at  once  display  his  lack  of  co-ordination.  Such  ataxy  is  just  as  important  from  a 
diagnostic  standpoint  as  the  imperfect  attempts  of  an  advanced  tabetic  patient  to  walk 
even  when  supported  by  companions  on  either  side.  It  is  the  quality  and  not  the  quantity 
of  a  defect  which  gives  the  needed  information. 

The  co-ordination  of  movements  performed  by  the  upper  extremities  must  also  be 
investigated  with  the  same  care.  The  patient  may  handle  his  stick  in  quite  a  natural 
manner,  but  if  asked  to  unbutton  and  button  his  coat,  to  touch  the  tip  of  his  nose  with  the 
tip  of  his  finger,  to  write,  etc.,  he  may  fail  to  convince  the  obser\'er  that  his  control  of  fine 
movements  is  up  to  the  normal  standard. 

Having  ascertained  the  existence  of  ataxy,  the  next  step  is  to  decide  whether  it  is 
dependent  on  the  loss  of  sensory  or  non-sensory  afferent  impulses,  or  on  the  imperfect 
function  of  the  cerebrum  or  cerebellum.  If  the  ataxy  is  due  to  loss  of  sensory  impulses, 
it  will  be  increased  by  the  loss  of  visual  impulses  brought  about  by  closing  the  eyes.  It 
will  also  be  possible  to  demonstrate  the  loss  of  sensory  impulses  by  asking  the  patient  to 
describe  the  position  of  a  limb  with  his  eyes  closed  after  it  has  been  moved  by  the  observer. 
When  these  two  tests  are  positive,  it  may  safely  be  assumed  that  the  lesion  affects  the  first 
set  of  impulses  or  their  cerebral  destination. 

If,  on  the  other  hand,  the  ataxy  is  uninfluenced  by  closing  the  eyes  and  the  patient 
is  perfectly  accurate  in  describing  the  position  of  his  limbs,  it  is  probable  that'the  cerebellar 
tracts  are  at  fault,  or  the  cerebellum  itself. 

For  further  localization  of  the  lesion  in  any  particular  case  it  will  be  necessary  to  take 
into  account  concomitant  phenomena. 

Interference  with  the  passage  of  impulses  necessarj'  for  proper  co-ordination  may  be 
provoked  by  lesions  in  (1)  The  peripfieral  nerves  ;  (2)  The  spinal  cord  ;  (3)  The  brain'Slem : 
(4)  The  cerebnim  ;  and  (5)  The  cerebellum.  Let  us  now  consider  the  effect  of  lesions  in  these 
different  regions,  and  the  diagnostic  evidence  as  to  their  localization  afforded  by  ataxy. 

1.  Peripheral  Nerves. — A  severe  lesion  of  a  peripheral  nerve  must  lead  to  ataxy  of 
movements  performed  by  the  muscles  to  which  it  is  distributed  ;  a  severe  lesion  will  also 
paralyze  the  muscles,  however,  and  thus  prevent  any  ataxy  being  demonstrated.  I..ess 
severe  lesions,  such  as  occur  in  slight  cases  of  peripheral  neuritis,  allow  of  some  voluntary* 
movement,  so  that  ataxy  becomes  de;i;onstrable.  Thus  a  case  of  peripheral  neuritis  of 
alcoholic  or  diphtheritic  origin  may  show  impaired  strength,  together  with  ataxy  in  all 
four  limbs.  The  diagnosis  of  a  peripheral  nerve  affection  in  such  a  case  will  depend  on 
the  following  points:  In  the  first  place,  the  symptoms  will  be  found  to  be  symmetrical, 
and  in  the  affected  limbs  the  impairment  of  strength  will  be  most  marked  in  the  extensors 
of  the  wrists  and  ankles.  Secondly,  slight  anaesthesia  to  cotton-wool  may  be  detectal 
over  the  glove  and  stocking  areas.  With  regard  to  pain  (p.  606),  there  may  be  blunted 
cutaneous  sensibility  to  the  prick  of  a  pin  over  the  same  area,  but  almost  constantly,  deej) 
pressure  on  the  affected  muscles  will  establish  the  fact  that  these  tissues  are  abnormally 
sensitive.  This  is  a  most  important  point  in  diagnosis,  because  it  strikes  an  essential 
<listinetion  between  cases  of  ataxic  peripheral  neuritis,  sometimes  described  as  pseudo- 
tabes, and  cases  of  true  spinal  tabes,  in  which  it  is  an  almost  invariable  rule  to  find 
diminution  or  loss  of  painful  sensibility  on  squeezing  the  muscles.  In  the  third  place,  the 
tendon  reflexes  will  be  markedly  diminished  or  completely  absent,  while  the  plantar  reflexes 
will  probably  be  unobtainable.  Finally,  the  use  of  electrical  currents  upon  the  muscles 
will  show  that  the  response  to  faradic  currents  is  materially  lessened  or  abolished,  and  that 
the  contraction  excited  by  the  make  and  break  of  the  galvanic  current  may  be  of  the  slow, 
worm-like  type  so  characteristic  of  the  reaction  of  degeneration  (p.  582). 

The  ataxy  of  peripheral  neuritis  has  in  itself  no  reliable  characteristic  to  distinguish 
it  from  ataxy  due  to  spinal  disease.  That  it  is  due  to  a  lesion  of  the  peripheral  nerves  is 
concluded  not  from  the  nature  of  the  ataxy,  but  from  the  presence  of  other  symptoms 
also  referable  to  interference  with  the  functions  of  the  nerves.  The  gait  is  unsteady,  and 
the  patient  keeps  his  legs  apart  in  order  to  lessen  the  tendency  to  lose  his  balance.  The 
clumsiness  of  the  upper  extremities  may  be  demonstrated  by  his  inability  to  bring  the 
first  finger  of  one  hand  accurately  into  apposition  with  that  of  the  other,  or  to  touch  the 
tip  of  his  nose  with  either.  Both  the  unsteadiness  of  gait  and  the  awkwardness  of  the 
fingers  are  exaggerated  if  he  attempts  to  walk,  or  carrv'  out  movements  with  his  hands 
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wlien  his  eyes  are  closed.  A  tendency  to  high-stcppage  will  be  noticeable  in  walking  if, 
in  addition  to  the  ataxy,  there  is  well-marked  paresis  of  the  dorsiflexors  of  the  ankles.  In 
such  a  case  the  patient  is  obliged  to  lift  the  feet  to  an  unusual  height  in  order  to  clear  the 
ground. 

2.  Spinal  Cord. — ^The  ataxy  due  to  disease  of  the  spinal  cord  is  seen  best  in  tabes 
dorsalis,  in  which  malady  degeneration  of  the  posterior  column  ascending  tracts  occurs 
early,  and  in  which,  consequently,  the  patient  does  not  receive  the  normal  impulses  from 
the  muscles,  tendons,  and  joints  so  necessary  for  the  preservation  of  his  sense  of  position 
and  movement.  Contrary  to  popular  ideas,  gross  ataxy  is  met  with  only  in  a  small  pro- 
portion of  the  cases  of  this  disease,  and  it  is  often  necessary  to  apply  delicate  tests  to 
demonstrate  its  presence.  The  patient's  gait  may  not  be  remarkable  in  good  daylight, 
but  he  may  complain  of  its  uncertainty  in  the  dark,  or  he  may  be  obviously  ataxic  with  his 
eyes  closed.  Another  patient  may  liave  noticed  nothing  amiss  with  his  walking  in  the 
ordinary  way,  but  if  he  is  asked  to  follow  a  line  on  the  floor,  placing  one  foot  exactly  in 
front  of  the  other,  his  impaired  power  of  balance  will  become  apparent,  especially  if  he  is 
directed  to  accomplish  this  test  with  his  head  raised  and  his  eyes  fixed  on  something  in 
front  of  him  instead  of  upon  his  feet. 

In  cases  of  moderate  ataxy  the  gait  and  stance  of  the  patient  are  remarkable  for  the 
wide  base  he  assumes,  and  his  tendency  to  guide  his  feet  by  means  of  his  vision.  Romberg's 
sign  can  be  obtained  easily.  This  sign  is  not  diagnostic  of  tabes,  as  is  so  often  assumed, 
but  is  merely  used  for  the  purpose  of  ascertaining  whether  the  removal  of  visual  impulses 
will  convert  a  condition  of  stability  into  one  of  instability.  Many  if  asked  to  describe 
Roml)erg's  sign,  reply,  *'  You  direct  the  patient  to  put  his  feet  together  and  close  his  eyes  ; 
if  he  sways  or  falls,  the  sign  is  present."  This  is  obviously  incorrect,  because  the  patient 
may  sway  even  before  his  eyes  are  closed.  In  order  to  test  a  patient  for  this  sign,  he  must 
be  directed  to  stand  with  his  feet  as  near  together  as  he  is  able  to  do  with  steadiness,  and, 
having  established  his  stability  in  that  position  with  open  eyes,  he  must  be  told  to  close 
the  latter.  If  he  sways  or  tends  to  fall,  it  is  clear  that  he  had  been  depending  on  his  visual 
impulses,  and  that,  without  their  aid,  the  impulses  derived  from  his  legs  and  trunk  were 
insufTicient  for  the  preservation  of  his  equilibrium.  We  have  in  this  test,  therefore,  a 
valuable  method  of  ascertaining  whether  the  function  of  the  posterior  columns  is  being 
carried  out  normallv. 

To  judge  from  the  descriptions  given  in  some  text-books,  the  typical  gait  of  tabes  is 
one  in  whicli  the  legs  are  thrown  into  the  air  and  the  feet  brought  to  the  ground  with  a 
more  or  less  noisy  stamp.  As  a  matter  of  fact,  this  type  of  gait  is  seen  only  in  a  small 
proportion  of  cases,  and  is  rarely  observed  except  when  the  patient  is  depending  for  support 
either  on  a  couple  of  sticks  or  on  one  or  two  attendants.  In  other  words,  he  has  become 
so  ataxic  that  he  cannot  walk  unsupported,  and,  being  supported,  he  no  longer  attempts 
to  control  the  exuberance  of  his  leg  movements  by  means  of  his  sight. 

Tabetic  ataxia  in  its  moderate  and  extreme  degrees  can  be  demonstrated  when  the 
patient  is  at  rest  in  bed,  by  asking  him  to  carry  out  accurate  movements  with  his  hands 
and  feet,  with  and  without  the  aid  of  his  vision.  In  slighter  degrees  the  fact  that  the  ataxia 
is  dependent  on  interference  with  his  sense  of  position  and  movement  may  be  proved  by 
asking  him  to  describe  the  position  of  a  finger  or  toe  which  the  observer  moves  in  different 
directions.  Sometimes  it  is  as  well  in  testing  this  sense  in  one  limb  to  ask  the  patient  to 
place  the  corresponding  limb  in  the  same  position,  when  the  error  will  be  made  more  obvious. 

The  diagnosis  of  tabes  cannot  be  made  from  the  character  of  the  ataxy  alone,  since  in 
other  diseases,  such  as  Friedreich's  ataxy,  disseminated  sclerosis,  or  combined  degeneration 
of  the  cord,  there  is  or  may  be  sclerosis  of  the  posterior  columns  resulting  in  similar 
ineo-ordination.  It  is  important,  therefore,  to  remember  that  in  tabes  the  posterior  roots 
are  affected  also,  and  that  there  is  very  often  some  interference  with  other  afferent  impulses, 
especially  those  which  convey  sensations  of  pain  from  the  muscles  and  skin,  and  those 
which  are  concerned  with  the  deep  reflexes  and  the  maintenance  of  muscular  tone.  Tims, 
in  this  disease  one  of  the  earliest  symptoms  is  relative  analgesia  to  pin-pricks  and  to  deep 
pressure  on  the  muscles  in  the  lower  extremities  :  at  the  same  time  it  must  not  be  forgotten 
that  the  tabetic  phenomena  may  be  limited  to  the  upper  extremities  (cervical  tabes). 

In  Friedreich's  ataxy,  disseminated  sclerosis,  and  other  spinal  disease,  as  well  as  in  some 
cases  of  tabes,  the  ataxy  due  to  the  lesion  of  the  posterior  colunms  may  be  complicated 
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and  intensified  by  the  fact  that  there  is  also  interference  in  the  path  of  the  non-sensory 
afferent  impulses,  which  pass  from  the  extremities  to  the  cerebellum  vid  the  ascending 
cerebellar  tracts  in  the  spinal  cord.  If  this  form  of  ataxy  is  present,  the  help  which  the 
patient  derives  from  vision  for  the  purpose  of  controlling  his  inco -ordinate  movements  is 
largely  discounted,  and  he  may  be  as  ataxic  with  open  as  with  closed  eyes. 

In  some  lesions,  such  as  those  resulting  from  syringomyelia  or  new  growths^  only  one 
side  of  the  cord  may  be  affected,  and  a  Brown-S6quard  form  of  paralysis  be  exhibited  (p.  437). 
If  the  paralysis  is  not  complete,  some  ataxy  may  be  observed  in  the  paretic  limb. 

3.  The  Brain-stem. — Lesions  of  the  medulla,  pons,  or  crura  may  produce  ataxy  if 
they  interfere  with  the  passage  of  either  sensory  afferent  impulses  to  the  cerebrum  or  non- 
sensory  afferent  impulses  to  the  cerebellum.  The  cerebellar  impulses  can  be  interfered 
with  only  at  the  medullary  level ;  that  is  to  say,  before  they  have  passed  into  the  cerebellum 
vid  the  inferior  peduncle.  A  good  example  of  hemiataxia  of  this  origin  is  afforded  by  any 
case  of  thrombosis  of  one  posterior  inferior  cerebellar  artery.  This  uncommon  condition 
affects  the  structures  on  one  side  of  the  medulla,  and  is  characterized  by  hemiataxia  of  the 
homolateral  limbs,  together  with  loss  of  sensibility  to  pain,  heat,  and  cold,  on  the  contra- 
lateral side.  The  ataxy  is  of  the  cerebellar  type  ;  that  is  to  say,  it  is  not  associated  with 
loss  of  sense  of  position  and  movement  in  the  affected  limbs,  and  is  little  influenced  by 
closure  of  the  eyes.  Above  the  medulla,  lesions  which  are  capable  of  producing  ataxy  by 
interfering  with  the  sensory  impulses  from  the  muscles,  joints,  and  tendons,  usually  cause 
paralysis  of  the  same  parts,  so  that  the  co-ordination  is  more  latent  than  real,  and  therefore 
of  little  diagnostic  importance. 

4.  The  Cerebrum. — From  the  basal  ganglia  to  the  cortex,  the  path  of  the  afferent 
impulses  necessary  for  co-ordinate  movements  lies  near  to  that  of  the  efferent  impulses 
from  the  motor  area,  and  it  is  only  rarely  that  lesions  affect  the  sensory  fibres  and  leave 
the  motor  intact.  Every  now  and  then,  however,  a  patient  complaining  of  loss  of  use  of  the 
limbs  on  one  side,  is  found  on  examination  to  be  suffering  from  impaired  sense  of  position 
and  movement  in  those  limbs  rather  than  from  paralysis.  His  co-ordination  may  be  fairly 
good  so  long  as  he  can  utilize  his  vision,  but  with  closed  eyes  he  has  no  notion  of  the  position 
of  his  arm  or  leg,  and  no  knowledge  of  the  nature  of  objects  placed  in  his  hand  (astereognasis). 
This  may  even  be  the  case  when  other  sensory  stimuli,  such  as  those  of  touch,  pain,  and 
heat,  are  appreciated  perfectly.  A  similar  condition  may  be  observed  during  recovery 
from  a  slight  hemiplegic  ^  stroke,^  the  patient  displaying  a  degree  of  clumsiness  and 
awkwardness  with  his  fingers  quite  out  of  proportion  to  his  loss  of  voluntary  power.  A 
process  of  re-education  for  finer  movements,  similar  to  the  education  of  early  life,  is  necessary 
before  he  is  able  to  overcome  this  form  of  ataxy. 

Ataxic  movements  are  not  uncommon  in  the  subjects  of  infantile  hemipiegia.  The 
hand  on  the  affected  side  may  be  permanently  clumsy  and  incapable  of  carrying  out  the 
delicate  manipulations  necessary  for  writing,  sewing,  etc.  In  other  cases  all  voluntary 
efforts  arc  interfered  with  by  the  constant  presence  of  involuntary  movements  of  an 
athetotic,  choreiform,  or  tremulous  character,  sufficient  to  prevent  their  attaining  any 
dexterity. 

Whatever  the  nature  of  the  lesion,  cerebral  ataxy  is  generally  characterized  by  its 
hemiplegic  distribution,  and  by  its  increase  when  the  eyes  are  closed  ;  generally  the  loss 
of  impulses  subserving  the  sense  of  position  and  movement,  and  often  of  other  sensory 
impulses,  can  be  demonstrated  by  suitable  tests. 

5.  The  Cerebellum. — Cerebellar  ataxy  may  be  unilateral,  as  in  some  cases  of  tumour 
of  one  lateral  lobe,  or  bilateral,  as  in  the  aatte  cerebellar  ataxia  of  children  due  to  encephalitis. 
In  unilateral  cases  the  ataxy  is  most  marked  on  the  same  side  as  the  lesion,  and  is  associated 
with  hypotonia  and  some  paresis  of  the  affected  limbs.  On  the  other  hand,  it  is  important 
to  note  that  the  reflexes  on  the  affected  side  are  normal,  that  the  ataxy  is  not  accompanied 
by  any  loss  of  sense  of  position  and  movement,  and  that  closure  of  the  eyes  does  not 
materially  increase  the  patient's  disability.  The  ataxy  often  differs  from  that  due  to 
disease  of  the  posterior  spinal  column  in  that  it  is  complicated  by  vertigo.  This  may  take 
the  form  of  a  sensation  of  rotation  on  the  part  of  the  patient,  or  of  rotation  of  surrounding 
objects,  sometimes  of  both.  The  vertigo  and  the  ataxy  are  generally  much  less  noticeable 
in  the  recumbent  position.  The  cerebellar  gait  resembles  that  of  a  drunken  man ;  the 
patient  reels  from  side  to  side,  with  a  general  tendency  to  deviate  or  fall  to  the  side  of  the 
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lesion  if  only  one  lobe  is  affected.  He  is  unable  to  balance  himself  properly  on  the  homo- 
lateral foot,  and  his  manual  dexterity  is  impaired,  so  that  he  may  be  unable  to  feed  or 
clothe  himself.  The  ataxia  is  not  always  limited  to  the  trunk  and  limbs,  but  may  affect 
the  tongue,  lips,  palate,  and  vocal  cords,  so  that  their  movements  may  be  controlled 
imperfectly,  and  a  characteristic  '  cerebellar  articulation '  attracts  attention.  Finally,  a 
lesion  of  the  cerebellum  sulTicient  to  cause  ataxy  nearly  always  causes  nystagmus  also, 
which,  in  disease  of  one  lobe,  is  more  marked  during  deviation  of  the  eyes  to  that  side. 

6.  Hysterical  Atazjr.^Ataxy  is  sometimes  hysterical,  and  may  then  be  the  only 
disorder  of  function  exhibited  by  the  patient,  or  may  be  associated  with  hysterical  hemi- 
plegia, paraplegia,  hemianesthesia,  etc.  The  diagnosis  depends  partly  upon  the  absence 
of  signs  of  organic  disease,  partly  on  the  presence  of  other  hysterical  stigmata,  and  partly 
on  its  character.  For  example,  we  may  cite  the  case  of  a  boy  who,  when  lying  in  bed,  was 
able  to  feed  himself  and  to  carry  out  all  movements  of  his  upper  and  lower  limbs  with 
perfect  accuracy,  but  who,  when  placed  on  his  feet  and  told  to  walk,  displayed  the  wildest 
inco-ordination  and  loss  of  equilibriun).  It  was  noticeable,  however,  that  he  always  reached 
some  chair  or  bed  on  which  to  collapse  finally,  even  when  placed  in  the  middle  of  the  room 
at  some  distance  from  any  support.  It  would,  of  course,  be  unjustifiable  to  apply  this 
last  test  before  the  observer  was  satisfied  from  careful  examination  that  there  were  no 
signs  of  organic  disease.  E.  Farquhar  Buzzard. 

ATHETOSIS.— (See  Contractions,  p.  131.} 

ATBOPHY.    HUSCULAK.— Muscular   atrophy    is  often   merely   pari:   of  a  gmrral 
wasting  of  Ihe  whole  body,  due  either  to  chronic  lesions  such  as  carcinoma,  sarcoma,  tuber- 
culosis, syphilis,  malaria,  ulcerative  colitis,  marasmus,  starvation,  hepatic  abscess,  cirrhosis 
nf  the  liver,  diabetes,  anorexia  nervosa,  or  to  acuter  maladies,  such  as  diarrhcea  and  vomit- 
ing, ptomaine  poisoning,  typhoid  fever,  dysentery,  cholera,  and  so  forih.     The  history, 
and  the  other  symptoms  in  the  case,  will 
usually  serve  to  indicate  these.     If  any  doubt 
remains  as  to  whether  the  atn^>hy  is  neuro- 
trophic or  not,  the  electrical  reactions  will 
be    tested ;     there    will    be  no   reaction    of 
degeneratim   (R.D.)    when    the    atrophy    is 
merely  part  of  a  general  wasting,  whereas  If 
— as  might  be  the  cose  in  a  diabetic  patient, 
for  instance — there  is  peripheral  neuritis  in 
ad<lition,  this  will  he  indicated  by  a  partial 
or  complete  Il.D.     (Sec  Reaction  of  Dk- 

UENKRATION,  p.  582.) 

In  the  next  place,  the  atrophy  may  be 
the  result  of  disiine.  Organic  disease  of  the 
ner\-ous  system  may  or  may  not  be  present 
at  the  same  time  ;  the  patient  may  be  be<i- 
ridden  from  locomotor  ataxy,  for  example, 
or  from  general  paralysis  of  the  insane  ;  and 
Ihe  muscles  of  the  limbs  may  consequently 
l>ecome  so  thin  that  peripheral  neuritis  or 
degeneration  of  the  anterior  comual  cells 
may  be  simulated,  and  a  determination  of 
the  absence  of  R.D.  may  be  the  only  means 
of  excluding  these.  It  is  important  to  re' 
member  that  in  the  primary  muscular  thfs- 
IropMa,  whether  of  the  pseud  o-hypertrophic, 

the  juvenile,  the  infantile,  the  facio-scapulo-  fiy.  m.— Ainnihy  uf  u^f  niu~<-i«-  o<  \u-  wn  ihtnMor 

humeral  or  Landoifzy  -  Dejerine  or  other  nli^tiffi.'",*,!,'',,!,  p^.l'iJi;;'' '"™'"  * ""  '"'"■'""  i'"""' 
types,  there  is  no  reaction  of  degeneration. 

the  electrical  responses  and  the  superficial  and  deep  reflexes  rcmainnig  normal  m  type, 
though  they  diminish  in  degree  as  the  amount  of  muscle  grows  less  and  less,  until  finally 
there   is   no   muscle  to  respond  at  all.     The  primary  muscular  [lystm]>hies  (p.  513)  arc 


ATROPHY,     M  USCULAR 


61 


a  primary  muscular  dystrophy.  The  lesion  is  in  the  anterior  eomual  cells  and  starts  in 
the  lumbar  enlargement.  The  knee-jerks  are  retained  until  the  quadriceps  of  the  thigh 
is  involved. 

Local  muscular  atrophy  may  be  due  to  disease  of  the  parts  beneath,  as  in  the  case  of 
the  pcctoralis  major,  the  supraspinatus,  the  deltoid,  the  infraspinatus,  and  other  shoulder 
muscles  when  the  underlying  lung  is  the  site  of  active  phthisis.  Similar  local  atrophy 
results  very  quickly  from  acute  and  subacute  affections  of  joints,  especially  In  the  muscles 
whose  origin  is  above  the  affected  joint.  The  gluteal  atrophy  associated  with  tuberculous 
hip-joint  is  well  known  ;  similarly,  knee-joint  disease  leads  to  thigh  atrophy,  elbow  disease 
to  atrophy  of  the  muscles  of  the  upper  arm,  and  so  on.  The  same  applies  to  the  effects 
of  fractures,  new  growths,  sprains,  and  splints  ;  the  atrophy  is  sometimes  so  rapid  that 
some  think  it  cannot  be  due  simply  to  disuse,  but  must  have  a  neuropathic  factor  also. 
The  affected  muscles  present  no  R.D.,  however.  One  particular  form  of  paralysis 
associated  with  the  use  of  splints  merits  special  mention,  namely,  Votkmann's  paralysis 
of  the  forearm.    (See  Paralysis  of  the  Upper  Extremity,  p.  508.) 

Hemiatrophy  of  the  face  or  trunk  is  generally  congenital,  and  the  diagnosis  is  not 
dinicult  (see  p.  404). 

If  it  can  be  decided  definitely  that  there  is  some  nervous  cause  for  muscular  atrophy, 
the  best  proof  of  which  is  the  detection  of  partial  or  complete  R.D.,  the  diagnosis  lies 
between  one  or  other  of  the  following  conditions  : — 


1.  Causes  in  the  Spinal  Cord. — 

Progressive  muscular  atrophy    I    A    few    cases 
Amyotrophic   lateral  sclerosis    •       myelitis 

I    Syringomyelia 

2.  Causes  In  the  Peripheral  Nerves. 


of    transverse 


Tumours  of  the  cauda  equina 
] 'civic  tumours  involving  the 

lumbo-sacral  plexus 
Sciatica 
Aneurysm 


New  growth 
Accessory    cervical 

pressing    on     the 

plexus 


rib,    etc., 
brachial 


Peripheral  neuritis,  of  which  the  following  are  some  of 


Certain     inorganic     chemical 
substances,  notablv 
l^ead 
Arsenic 
Mercury 

Certain  organic  chemical  com- 
pounds, notably 
Alcohol 
Kther 

Carbon  bisulphide 
Naphtha 


Certain  severe  ansemias  : 

Pernicious  anaemia 

Spleno-medullary   leiikzeniia 

Lymphatic  leukaemia 

Hodgkin's  disease 

Splenic  anaemia 
Certain     microbial     or     allied 
toxins  : 

Diphtheria 

leprosy 

Malaria 

Chronic  pyaemia 

Infective  cndocanlitis 


Tooth's  peroneal  type  of  pro- 
gressive muscular  atrophy 
Acute  anterior  poliomyelitis 


Gummata,  etc.,  involving  the 
cranial  or  other  nerves 

Injury  to  jieripheral  nerves, 
including  the  effects  of  callus 
after  fractures 

the  causes  : — 

Beri-beri 
Syphilis 
Typhoid  fever 
Influenza 
Oral  sepsis 
Certain  constitutional  diseases, 
sometimes    attributed    to 
endogenous  poisons  : 
(iout 

Diabetes  mellitus 
Pregnancy 

Other  causes  as  vet   undctcr- 
mined. 


In  arriving  at  a  diagnosis  in  a  particular  case,  it  is  important  not  to  use  the  term 
•  neuritis '  until  all  the  other  possible  lesions  have  been  excluded.  Tootlfs  peroneal  type 
of  progressive  muscular  atrophy  and  acute  anterior  poliomyelitis  have  already  been 
<liscussed.  The  latter  is  sometimes  regarded  as  essentially  a  disease  of  early  life,  but  it  is 
important  to  remember  that  it  is  by  no  means  impossible  for  it  to  affect  an  adult,  in  whom 
the  symptoms  and  results  may  be  precisely  similar  to  what  they  would  be  in  a  child. 

Progressive  muscular  atrophy  is  a  disease  of  adults.  It  shows  no  particular  tendency  to 
occur  in  several  members  of  the  same  family.  It  begins  insidiously,  and  advances  slowly 
for  months  and  years,  affecting  first  the  small  muscles  of  the  hands,  causing  atrophy  with 
H.D.  in  the  interossei  and  in  the  muscles  of  the  thenar. and  hypothenar  eminences  :  the 
peculiar  deformity  described  as  *  main-en-griffe  '  results  (p.  109).  In  the  course  of  months 
the  paresis  spreads  from  the  hands  to  the  forearm,  and  later  to  the  upper  arm.  Disease 
of  the  peripheral  nerves,  such  as  the  ulnar,  is  excluded  by  the  fact  that  the  paralyzed 
nmscles  are  not  all  supplied  from  the  same  nerve  trunk — the  thenar  nuisclcs  supplied  by 
the  median  being  affected  equally  with  the  hypothenar  supplied  by  the  ulnar.  All  the 
muscles  below  the  wrist  are  involved  more  or  less  together,  then  all  the  muscles  below  the 
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elbow,  and  so  on  ;  this  paralysis  of  associated  groups  of  muscles  as  distinct  from  muscles 
supplied  by  the  same  nerve,  at  once  suggests  a  progressive  degeneration  of  the  anterior 
comual  cells  of  the  cervical  enlargement  of  the  cord.  Disease  of  the  brachial  plexus 
would  be  excluded  first  by  the  fact  that  the  lesion  is  bilateral  and  symmetrical,  and 
secondly  by  the  absence  of  pain  or  other  sensory  disturbance.  The  pathology  of  the  disease 
is  analogous  to  the  nuclear  cell -degeneration  in  the  medulla  oblongata  that  leads  to  bulbar 
(labio-glosso-pharyngo-laryngeal)  paralysis ;  and  indeed,  progressive  muscular  atrophy 
may  either  follow  or  be  followed  by  bulbar  paralysis. 

If,  at  the  same  time  that  there  are  the  signs  of  progressive  muscular  atrophy  in  the 
hands,  there  is  also  spastic  paresis  of  the  legs,  with  no  wasting,  but  increased  knee-jerks, 
ankle  clonus,  and  extensor  plantar  reflexes,  the  onset  having  been  quite  gradual,  Mrithout 
sensory  disorder,  and  without  bladder  or  rectal  trouble  unless  the  disease  has  reached  quite 
a  late  stage,  the  condition  is  amyotrophic  lateral  sclerosis. 

It  is  important  that  the  character  of  the  onset  and  the  absence  of  sensory  symptoim 
be  insisted  on,  in  order  to  exclude  syringomyelia  and  anomalous  cases  of  transverse  myelitis. 
Syringomyelia  is  rare,  but  it  has  one  very  characteristic  feature,  namely,  the  preservation 
of  ordinary  cutaneous  sensibility  with  the  loss  of  power  of  distinguishing  heat  from  cold, 
or  pain  from  touch,  in  some  part  of  the  limbs  or  trunk.  There  need  be  no  other  symptom 
than  this  dissociation  of  sensations,  or  skin  lesions  in  the  paraesthetic  parts  may  be  a 
prominent  feature — Morvari's  disease ;  if  the  enlargement  in  and  around  the  central  canal 
of  the  cord  displaces  and  destroys  the  anterior  cornual  cells  in  the  lower  part  of  the  cervical 
enlargement,  progressive  muscular  atrophy  is  simulated  ;  if  at  the  same  time  the  bulging 
of  the  central  canal  and  the  changes  around  it  cause  compression  of  the  crossed  pyramidal 
tracts,  there  will  be  all  the  motor  symptoms  and  signs  of  amyotrophic  lateral  sclerosis,  the 
diagnosis  being  only  possible  when  the  sensory  symptoms  are  typical. 

It  is  generally  stated  that  transverse  myelitis  causes  spastic  paraplegia  without  muscular 
wasting  or  R.D.  This  is  in  the  main  true,  because  the  few  anterior  comual  cells  destroyed 
by  the  transverse  softening  of  the  cord  in  the  commonest  site,  namely,  the  dorsal  region, 
correspond  to  an  intercostal  or  abdominal  segment,  the  wasting  of  which  is  difficult  to 
detect.  If,  however,  the  transverse  myelitis  occurs  so  high  up  as  to  involve  the  lower  part 
of  the  cervical  enlargement — ^to  involve  the  cord  yet  higher  up  is  incompatible  with  life, 
because  both  the  intercostals  and  the  phrenic  nerves  would  be  paralysed — a  certain  niunber 
of  the  anterior  cornual  cells  sending  motor  nerves  to  the  hands  and  arms  would  be  destroyed, 
the  result  being  a  main-en-griffe  like  that  of  progressive  muscular  atrophy ;  and  the 
simultaneous  interference  with  the  crossed  pyramidal  tracts  would  produce  a  picture 
identical  at  first  sight  with  amyotrophic  lateral  sclerosis.  Not  only,  however,  would  there 
very  likely  be  impairment  of  all  forms  of  sensation  as  well  as  paresis,  in  a  case  of  transverse 
myelitis,  but  instead  of  the  onset  being  gradual  and  the  progress  a  steady  advance  downhill, 
as  in  progressive  muscular  atrophy  or  amyotrophic  lateral  sclerosis,  the  onset  would  have 
been  comparatively  rapid,  followed  by  a  cessation  or  even  by  an  improvement  if  the  patient 
lived.  Similarly,  if  transverse  myelitis  occurs  so  low  down  as  to  involve  the  lumbar  enlarge- 
ment of  the  cord,  it  would  cause,  not  spastic  paraplegia  with  increased  knee-jerk,  ankle 
clonus,  extensor  plantar  reflex,  no  wasting  and  no  R.D. ;  but  absence  of  knee-jeric,  no 
ankle  clonus,  no  extensor  plantar  reflex,  marked  muscular  atrophy  of  the  legs,  with  R  J)., 
parsesthesia,  bladder  and  rectal  trouble.  The  involvement  of  the  sphincters  in  su<di  a 
ease  would  be  of  considerable  aid  in  excluding  peripheral  neuritis  ;  whilst  Tooth's  peroneal 
type  of  progressive  muscular  atrophy  and  acute  anterior  poliomyelitis  would  be  excluded 
not  only  by  the  parsesthesia,  but  also  by  the  history  of  the  mode  of  onset  and  the  course 
of  the  malady. 

A  tumour  involving  the  cauda  equina  is  rare,  but  it  is  not  altogether  difficult  to  diagnose. 
It  may  be  more  difficult  to  determine  the  nature  of  the  mass — gumma,  glioma,  primary 
sarcoma,  secondary  sarcoma  or  carcinoma — than  its  site.  The  onset  of  symptoms  is 
generally  gradual,  and  one  leg  is  affected  either  earlier  than,  or  more  than,  the  other. 
Weakness  in  the  leg,  together  with  severe  pains  both  in  it  and  in  the  lower  part  of  the 
lumbar  region  of  the  spinal  column,  will  be  followed  by  muscular  atrophy  and  RJ). 
Sciatica  may  at  first  suggest  itself,  until  it  is  found  that  neither  the  pains  nor  the  paresis 
correspond  to  one  single  nerve  ;  and  when  the  disease  progresses  and  the  other  leg  is 
affected,  anaesthesia  supervenes  upon  the  paralysis.     The  site  of  the  pain  over  the  region  of 
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the  Cauda  equina  is  an  important  point  in  the  diagnosis,  whilst  rectal  and  possibly  vaginal 
examinations  are  essential  for  the  exclusion  of  a  pelvic  mass — such  as  carcinoma  of  the 
rectum,  uterus,  or  ovary,  a  fibromyoma,  a  cyst,  a  sarcomatous,  gummatous,  tuberculous, 
or  inflammatory  mass,  or  even  a  displacement  of  the  womb — which,  by  interfering  with 
the  nerves  at  the  back  of  the  pelvis  might  produce  very  similar  symptoms.  Sacro- 
iliac joint  disease  can  generally  be  excluded  by  the  fact  that  the  pains  are  not  definitely 
referred  to  the  joint,  whilst  any  wasting  that  might  be  associated  with  disease  of  that 
joint  would  not  be  accompanied  by  R.D. 

Sciatica  (p.  438)  does  not  always  give  rise  to  wasting  of  the  corresponding  muscles  ; 
but  sometimes  it  does,  and  occasionally  it  may  do  so  bilaterally,  with  R.D.  The  localiza- 
tion of  the  pain,  tenderness,  and  atrophy  to  the  parts  supplied  by  the  great  sciatic  nerv^e, 
without  afTection  of  other  nerves  and  muscles  in  the  leg  or  calf,  would  point  to  sciatica, 
esf^ecially  if  the  lesion  were  unilateral,  and  if  the  patient,  though  unable  to  flex  his  thigh 
to  a  right  angle  with  his  abdomen  at  the  same  time  that  he  keeps  his  knee  extended,  can 
extend  his  leg  backwards  at  the  hip-joint  in  a  way  that  would  be  impossible  if  he  had  a 
psoas  abscess  ;  and  if  he  is  able  to  bear  firm  backward  pressure  on  the  knee  when  the  leg 
of  the  affected  side  is  flexed  and  outwardly  rotated  in  such  a  way  that  the  foot  lies  across 
the  opposite  knee — a  test  which  will  exclude  hip-joint  disease. 

\\Tien  the  lesion  is  a  thoracic  aneurysm  or  neoplasm,  or  on  accessory  cervical  rib  pressing 
on  or  involving  the  brachial  plexus,  the  wasting  is  almost  certain  to  affect  one  arm  only, 
or  one  arm  much  more  than  the  other,  and  the  diagnosis  will  be  made  by  physical  examina- 
tion of  the  thorax,  assisted  by  the  a;-rays. 

The  only  cranial  nerve  paralyses  that  are  likely  to  be  associated  with  marked  atrophy 
of  muscles,  are  those  of  the  seventh  with  facial  atrophy  (p.  493),  and  of  the  twelfth  with 
atrophy  of  the  tongue. 

Injuries  to  peripheral  nerves,  or  inclusion  of  the  latter  in  callus,  will  generally  be 
diagnosed  by  the  history,  and  by  the  fact  that  in  distribution  the  muscular  atrophy  and 
R.D.  correspond  accurately  with  one  or  more  of  the  peripheral  nerves  that  may  have  been 
divided  or  otherwise  injured. 

If  all  the  conditions  described  above  can  be  excluded,  it  is  probable  that  the  cause 
of  the  muscular  atrophy  is  some  variety  of  peripheral  neuritis.  To  merit  this  diagnosis, 
the  affected  muscles  should  be  multiple  and  symmetrical ;  partial  or  complete  R.D.  should 
be  obtained  ;  there  may  or  may  not  be  sensory  changes  ;  the  reflexes,  both  superficial  and 
deep,  are  for  a  short  time  exaggerated,  and  then  become  deficient  or  disappear  altogether 
for  the  time  being.  Wasting  may  be  extreme,  but  the  tendency  is  for  slow  recoveiy  to 
ensue,  improvement  beginning  to  set  in  some  three  or  four  months  after  the  neuritis  ceases. 
Sometimes  the  nature  of  the  case  is  obvious,  but  it  is  often  easier  to  diagnose  peripheral 
neuritis  than  to  discover  its  exact  cause.  The  different  conditions  that  may  produce  it 
are  enumerated  above.  In  diagnosing  between  them  the  historj'  is  very  important.  F'or 
instance,  if  the  patient  has  never  been  abroad  leprosy  and  beri-beri  are  unlikely,  whereas  if 
he  has  been  abroad  amongst  lepers,  and  if  he  has  areas  of  anaesthesia  without  much 
paresis,  with  or  without  the  characteristic  nodules  and  bosses  of  subcutaneous  infiltration 
(Fig,  173,  p.  404),  followed  by  ulceration  and  necrosis,  the  diagnosis  of  leprosy  will  at 
once  suggest  itself.  The  chief  difficulties  will  perhaps  be  to  exclude  syringomyelia  on  the 
one  hand  and  tertiar>'  syphilis  on  the  other.  The  good  effects  of  treatment  by  potassium 
icKlide  and  mercury  may  assist  in  detecting  syphilis,  and  Wassermann's  reaction  may  be 
positive  ;  in  s>Tingomyelia  there  is  little  or  no  loss  of  cutaneous  sensibility  like  there  is  in 
leprosy,  though  there  is  loss  of  power  to  distinguish  heat  from  cold,  and  pain  from  touch. 
The  ultimate  test  of  leprosy  would  be  to  excise  a  small  portion  of  the  affected  tissue  and 
to  examine  it  for  the  acid-fast  leprosy  bacilli. 

Beri'beri  is  sometimes  seen  in  this  country,  generally  in  patients  who  have  come  into 
I  ort  in  a  ship  from  the  East ;  several  of  the  crew  have  generally  been  affected  at  the  same 
time,  some  may  have  died  ;  the  peripheral  neuritis  and  muscular  wasting  will  often  be 
associated  with  oedema,  and  there  is  often  a  history  that  the  dietar>'  has  consisted  of 
decorticated  rice. 

The  presence  or  absence  of  glycosuria  will  serve  to  diagnose  or  cx(;lude  diabetic 
neuritis.  Loss  of  knee-jerk  in  diabetes  mellitus  is  comparatively  common,  but  extensive 
peripheral   neuritis  is  much  rarer.      It   is  associated  with   pain  and  paraesthesia  as  well 
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as  paresis  and  muscular  atrophy,  and  it  affects  the  limbs,  especially  the  legs,  rather  than 
the  trunk. 

Gout  as  a  cause  of  peripheral  neuritis  is  always  open  to  doubt,  for  often  the  neuritis 
of  a  gouty  subject  is  really  due  to  the  indulgences  that  brought  on  the  gout.  Difficulty 
may  also  arise  in  attributing  a  neuritis  to  pregnancy  even  when  the  patient  is,  or  has  been 
recently,  pregnant. 

In  the  case  of  blood  diseases  it  is  important  to  bear  in  mind  that  these  are  usually  treated 
with  arsenic,  so  that  the  peripheral  neuritis  may  be  due  to  the  treatment  rather  than  the 
disease.  This  will  be  rendered  the  more  probable  if  there  are  or  have  been  other  symptoms 
of  subacute  or  chronic  arsenical  poisoning,  such  as  coryza,  nausea,  vomiting,  abdominal 
colic,  diarrhcea,  headache,  pigmentation  of  the  skin  not  unlike  that  of  Addison*s  disease, 
hyperkeratosis  of  the  palms  and  soles,  or  herpetiform  eruptions.  With  arsenical  neuritis  the 
limbs  arc  involved  most,  particularly  the  legs,  and  there  are  pains  and  panesthesia  as  well 
as  paresis.  The  blood  diseases  may  themselves  cause  peripheral  neuritis,  however,  just  as 
severe  anaemias,  such  as  pernicious  an.xmia,  may  cause  degeneration  in  other  parts  of  the 
nervous  system  also,  notably  in  the  long  tracts  in  the  spinal  cord,  with  consequent  sensory, 
ataxic,  or  paretic  symptoms,  varj'ing  with  the  parts  involved.  If  the  peripheral  neuritis 
occurs  early  in  the  KIikkI  disease,  the  latter  may  not  come  to  mind  as  a  possibility. 
A  blood-count  is  essential  (p.  24).  01igoc}'tha?mia  with  high  colour  index,  no  leuco- 
cytosis,  a  relative  lymphocytosis,  and  the  presence  in  blood  films  of  a  preponderance  of 
megalocytes,  are  changes  characteristic  of  pernicious  ancemia,  in  addition  to  which  the 
primrose-yellow  skin  may  be  typical.  Great  increase  in  the  total  number  of  leucocytes  up 
to  anything  from  50,000  to  1,000,000  per  c.mm.  would  suggest  leucocythitmia  :  if  this  were 
the  spleno-medullary  form,  myelocytes  would  pn)bably  be  30  per  cent  or  more  of  all  the 
white  cells  seen  in  films,  whilst  in  the  lymphatic  form  the  lymphocytes  would  similarly 
amount  to  90  per  cent ;  in  both  forms,  particularly  the  spleno-medullary,  the  spleen  and 
liver  would  be  big,  whilst  in  the  lymphatic  t>7>e  there  would  probably  be  general  enlarge- 
ment of  the  lymphatic  glands. 

Hodgkin*s  disease  or  lyniphadenoma  suggests  itself  when  the  spleen  and  many  of  the 
lymphatic  glands  are  enlarged,  without  any  characteristic  blood  changes — at  most  a  simple 
anaemia  without  leucocytosis,  with  relative  lymphocytosis,  and  a.n  occasional  myeloc3rte, 
basophile  corpuscle,  and  nucleated  red  cell  in  films.  Splenic  ancemia  is  a  doubtful  entity, 
the  name  being  applied  when  there  is  simple  anaemia  with  apparently  idiopathic  entail- 
ment of  the  spleen.  Many  such  patients  ultimately  turn  out  to  have  cirrhosis  of  the  liver 
— Banti's  disease.     Peripheral  neuritis  in  such  a  case  may  well  be  alcoholic. 

Malaria  will  be  diagnosed  by  the  history,  and  by  the  discover^'  of  the  haematozoa  in 
the  bloo<l  (p.  20).  The  difficulty  may  be  to  exclude  alcohol  as  a  cause  for  the  neuritis  in 
a  patient  who  has  also  suffered  from  severe  malaria. 

Infective  endocarditis  is  sometimes  so  chronic  and  insidious  that  it  escapes  detection. 
Points  to  lay  stress  on  are  summarized  on  p.  «3I. 

It  may  not  be  easy  to  convince  oneself  that  some  other  cause  of  chronic  pyaemia,  whether 
uterine,  pelvic,  pulmonary,  oral,  or  otherwise,  is  the  cause  of  peripheral  neuritis  in  a  given 
case.     The  same  applies  to  syphilis,  especially  if  the  patient  is  also  addicted  to  alcohol. 

Influenza  is  not  to  be  diagnosed  as  the  cause  until  ever\'  other  {)ossible  explanation  has 
been  exhausted  ;  it  is  too  easy  to  attribute  things  to  inHuenza.  Peripheral  neuritis  from 
typhoid  fever  generally  arises  as  a  direct  secjuel  of  a  typical  attack  confirmed  by  Widal's  test, 
so  that  the  diagnosis  is  not  difficult  as  a  rule.  It  has  the  same  type,  sensory  and  motor,  as 
arstmical  neuritis. 

Diphtheria  is  one  of  the  most  important  of  all  the  causes,  ana  if  the  diphtheria  itself 
has  been  slight,  it  may  have  been  overlooked  entirely,  especially  as  the  neuritis  develops 
two  or  three  weeks  or  longer  after  the  sore  throat.  It  is  important,  therefore,  to  lose  no 
time  in  taking  cultivations  from  the  throat  in  all  doubtful  cases  of  peripheral  neuritis  :  it 
may  still  be  possible  to  find  the  causal  organisms  in  swabbings.  The  nature  of  tlie  case 
may  be  suggested  at  once,  however,  if  there  has  been  a  nasal  alteration  in  the  voice  (p.  589), 
or  if  there  is  an  inability  to  swallow  liquids  owing  to  their  regurgitation  through  the  nose — 
evidence  of  paralysis  of  the  palate  that  is  almost  characteristic  of  diphtheria  ;  the  pupil 
reflexes  arc  also  apt  to  be  affected,  and  the  patient  may  be  thought  to  have  an  error  of 
refraction    because    paresis    of    the    ciliary'    muscle    renders    accommodation    difficult    or 
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impossible  for  the  time  being.  The  symptoms  may  stop  st  tlie  palate  and  eye ;  but  in 
bad  cases — perhaps  as  the  result  of  a  toxin  different  from  that  which  directly  affects  the 
palate — paiBlysi^  and  extreme  atrophy  of  the  limbs,  without  much  sensory  disorder,  follow. 
The  vagus  nerves  may  be  involved,  csusing  tachycardia,  and  perhaps  death  ;  equally 
serious  may  be  the  involvement  of  the  phrenic  nerves,  with  weakness  or  paralysis  of  the 
fliaphragm. 

In  regard  to  the  various  chemical  aub»Umceg  that  may  produce  peripheral  neuritis, 
inquiries  into  the  patient's  occupation  may  assist  the  diagnosis.  Workers  amongst  india- 
rubber  come  in  contact  with  earbon  bimilphide  fumes,  this  compound  being  used  to  dissolve 
the  rubber.  Naphiha  is  used  extensively  in  some  trades.  The  use  of  a  chemical  may  not 
always  be  obvious  until  careful  inquiries  are  made — for  instance,  one  may  not  at  first  see 
what  a  person  who  prepares  rabbit  skins  for  (Mmversion  into  hats  has  to  do  with  mercury, 
until  it  is  learned  that  mercurials  are  used  to  preserve  the  pelts.  Mercurial  nturilts  is 
characterized  by  a  remarkable  tremor  of  the  hands  and  arms,  in  addition  to  the  muscular 
atrophy  in  the  arms  and  legs  ;  there  arc  not  many  sensory  symptoms  as  a  rule.  Lead 
tteurilia  is  easily  diagnosed  when  it  causes  the  characteristic  wrist-drop,  though  a  similar 


paralysis  of  the  hand  may  be  due  to  oilier  forms  of  peripheral  neuritis  such  an  diphtheritic 
(Fig.  aa).  or  to  the  result  of  compression  of  the  musciilospirul  uer\c  by  callus  or 
enitch-head.  or  by  sleeping  with  both  arms  across  the  arm.s  of  n  chair — ■  Saturday  night 
imhy' :  in  plumbic  wrist-drop  all  the  muscles  supplied  by  the  nuisciilospiral  ner\'e  beyond 
the  triceps  become  paralyzed,  except  the  supinator  longus  and  the  extensor  ossis  nietacurpi 
|>ollieis.  and  there  is  no  sensory  disorder :  the  escape  of  the  supinutur  longus  distingiiislies 
wristdrop  due  to  plumbism  from  that  due  to  compression  of  the  musculospiral  nerve  ;  the 
diagnosis  is  confirmed  by  finding  a  blue  line  upon  the  gums  and  the  other  signs  of  lead 
[Kiisoning  described  on  p.  i'A.  The  difilculty  arises  in  less  typical  wises  in  which  the  leiul 
causes  generalized  peripheral  neuritis  in  both  legs  and  arms,  perhaj)s  without  any  other 
symptoms,  without  even  -a  blue  line  upon  the  gums  if  the  teeth  are  kept  clean.  The  source 
of  (he  lead  may  be  very  far  from  obvious — it  may  be  some  obscure  thing,  such  as  a  huir- 
wash,  or  the  result  of  water  contamination  due  to  electrolysis  in  water-jiijH-s,  the  result  of 
leakage  in  an  electric  main.  In  case  of  doubt  it  may  even  be  worth  while  to  aiialyxc  the 
la'ccs  or  evaporate  down  a  targe  bulk  of  urine  and  apply  the  ammonitmi  sulphide  test  for 
lead  to  the  residue :  a  drop  or  two  of  the  latter,  allowed  to  fall  into  a  tall  glius  full  of 
ammonium  sulphide,  will  cause  a  white  trail  to  develop  in  the  fluid  as  tlie  drop  descends. 
Arsenical  nettrilis  has  been  mentioned  above  (p.  (U) ;   it  may  arise  in  patients  who  are 
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taking  arsenic  in  medicinal  doses,  for  instance  for  chorea  or  pernicious  anaemia,  or  the 
poison  may  be  taken  unawares,  as  in  the  Manchester  epidemic,  in  which  fatal  results  followed 
contamination  of  beer  with  arsenic.  It  has  even  been  held  that  alcohol  itself  is  no  cause  of 
peripheral  neuritis,  and  that  those  patients  who  have  developed  it  as  the  result  of  long- 
continued  drinking  to  excess — ^possibly  without  a  single  actual  intoxication  in  the  popular 
sense — owe  the  nerve  trouble  and  generalized  muscular  atrophy,  not  to  the  chemical  sub- 
stance C^H^O,  but  to  other  bodies  associated  w^ith  it.  Clinically,  however,  it  is  sufficient 
if  the  diagnosis  of  the  cause  of  peripheral  neuritis  can  be  narrowed  down  to  alcohol  in  some 
form  or  other,  and  for  this  to  be  possible  an  accurate  history  is  essential.  The  greatest 
difficulty  arises  in  the  case  of  secret  drinkers,  especially  women  who  may  appear  to  be  above 
suspicion.  The  neuritis  is  ushered  in  with  pains  and  cramps  in  the  limbs,  followed  by 
wasting  which  may  reach  an  extreme  degree  ;  the  trunk  and  limbs  sometimes  look  like 
those  of  a  person  who  has  been  starved  to  death  ;  if  arsenic  is  suspected,  a  portion  of  hair 
should  be  sent  for  chemical  analysis  ;  the  hair  of  a  person  taking  arsenic  stores  the  latter 
in  proportions  sufficient  to  allow  of  its  detection. 

It  only  remains  to  add  that  there  wUl  always  be  some  cases  in  which  the  cause  of  the 
peripheral  neuritis  fails  to  be  found.  Herbert  French, 

ATROPHY,  OPTIC. — (See  Ophthalmoscopic  Appearances,  Notes  on,  p.  416.) 

ATROPHY,  TESTICULAR.— When  one  testis  is  smaller  than  the  other,  it  is  first 
necessary  to  determine  which  is  the  abnormal  one  ;  for  when  one  is  slightly  enlarged,  it  may 
be  regarded  erroneously  as  normal  and  the  other  as  too  small.  Some  inequality  may  be 
physiological,  as  is  the  case  with  paired  organs  generally.  Physiological  atrophy  of  the 
testes  is  apt  to  occur  in  advanced  life  ;  it  may  begin  as  early  as  fifty,  though  many  old 
men  have  testicles  of  normal  size. 

A  testis  in  an  abnormal  position,  in  the  inguinal  canal  or  elsewhere,  is  subject  not  only 
to  such  causes  of  atrophy  as  may  affect  one  normally  situated,  but  may  also  be  inhibited  in 
growth  from  compression  by  siurrounding  parts. 

The  causes  of  atrophy  of  a  normally  situated  testis  may  be  grouped  under  three  main 
headings,  as  follows  : — 

1.  Interference  with  the  Blood  Supply: — 


Compression  of  the  spermatic  cord,  as  by  an 
inguinal  hernia,  a  s|>ermatoce]e,  or  an  ill- 
fitting  truss. 

Compression  of  the  testicle  by  afTections  of 
the  tunica  vaginalis,  such  as  hydrocele  or 
hajmatocele. 


Venous  stasis,  the  result  of  varicocele. 

As  a  sequel  of  operation  in  the  region  of  the 
spermatic  cord,  such  as  those  for  the  cure 
of  varicocele,  spermatocele,  or  hernia. 

Elephantiasis. 


2.  Atrophy,  after  Orchitis  or  Epididymitis,  due  to  such  causes  as — 

Gout 


Gonorrhoea 

Tubercle 

Injury 


Mumps 
A'-rays 
Typhoid  fever 


Syphilis 
Influenza  (?) 


3.  Neurotrophic  Causes,  especiaUy  after  injury  to  the  brain  or  spine. 

It  has  been  stated  that  the  atrophy  may  result  from  iodide  of  potassium  ;  this  is 
difficult  to  prove,  for  it  seldom  happens  that  this  drug  is  given  unless  there  is  already  some 
other  possible  cause,  particularly  syphilis  or  orchitis. 

In  the  differential  diagnosis  between  the  above  causes  the  history  is  in  most  instances 
very  important. 

The  cause  in  any  of  the  cases  in  Group  1  will  generally  be  obvious.  It  is  only  necessary 
to  bear  in  mind  that  an  operation  for  varicocele,  for  instance,  may  have  been  performed 
successfully,  and  the  patient  may  thereafter  contract  an  orchitis  followed  by  testicular 
atrophy  for  which  the  operation  may  be  blamed  unjustly. 

As  regards  Group  2,  it  is  very  doubtful  whether  influenza  ever  really  produced  either 
orchitis  or  testicular  atrophy.  There  may  be  a  definite  history  of  gonorrhcea,  followed  by 
orchitis,  which  preceded  the  atrophy,  and  then  diagnosis  is  easy.  It  is  to  be  remembered, 
however,  that  by  no  means  everj'  orchitis  is  gonococcal.  If  mumps,  typhoid  fever,  gout, 
and  injury  are  borne  in  mind,  these  causes  of  orchitis  and  testicular  atrophy  will  be 
recognized  more  often  than  they  are.     Mumps  is  particularly  apt  to  be  overlooked  ;  orchitis 
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may  be  the  sole  evidence  of  tliis  complaint.  If  the  patient  is  seen  when  the  orchitis 
is  active,  bacteriological  examination  of  any  urethral  discharge  is  essential  to  the  dia- 
gnosis, which  depends  on  whether  gonococci  are  detected  or  not.  If  gonorrhoea  can  be 
excluded,  then  the  diagnosis  of  the  nature  of  the  orchitis  is  arrived  at  by  considering 
the  evidence  as  to  gout,  mumps,  and  so  on. 

It  is  sometimes  stated  that  orchitis  may  result  from  strain,  atrophy  resulting  in  due 
course.  There  are  a  few  cases  in  which,  apparently  as  the  result  of  great  bodily  exertion, 
especially  the  lifting  of  heavy  loads,  inflammation  of  the  testicle  follows  ;  but  it  is  difficult 
to  say  that  in  these  cases  the  strain  alone  produced  the  symptoms  ;  there  is  the  possibility 
that  there  may  have  been  residual  gonorrhoea  in  the  prostate  or  posterior  urethra,  the 
action  of  the  strain  being  merely  to  light  up  the  latent  inflammation.  It  is  possible  that 
sometimes  the  latent  infection  is  not  gonococcal,  but  due  to  other  organisms,  such  as  staphy- 
lococci or  streptococci,  whilst  recent  observers  record  the  bacillus  coli  communis  as  the 
causal  organism  in  some  cases  of  *  spontaneous  *  orchitis. 

There  remain  a  number  of  cases,  however,  in  which  there  is  no  clear  history  of  orchitis, 
the  latter  having  been  relatively  slight.  Testicular  atrophy  will  then  seem  to  have  arisen 
idiopathically,  and  it  is  important  to  remember  how  often  it  is  the  result  of  former  injury, 
such  as  a  kick  at  football,  a  blow  from  a  cricket  ball,  contusion  from  falling  astraddle  on  a 
fence  or  bicycle,  and  so  on.  The  injury  may  date  back  to  boyhood,  many  years  before 
testicular  atrophy  is  noticed,  and  it  will  often  be  difficult  to  prove  that  the  latter  was  really 
due  to  the  former. 

Apart  from  obvious  tuberculous  epididymo-orchitis,  transient  enlargement  of  a  testis 
is  to  be  observed,  if  looked  for,  in  tuberculous  subjects  ;  whether  this  can  be  regarded  as  a 
definite  tuberculous  orchitis  or  not,  it  sometimes  results  in  atrophy. 

The  a;-rays  are  a  possible  cause  of  testicular  atrophy,  and  all  users  of  or-rays  should  be 
careful  to  have  a  suitable  lead  shield.  That  sterility  can  result  from  repeated  applications 
of  these  rays  is  well  known. 

As  regards  Group  3,  the  history  as  a  rule  gives  the  diagnosis.  Remarkable  instances 
have  been  recorded  in  which,  within  a  few  months  of  injury  to  the  brain  or  spinal  cord, 
particularly  after  injury  to  the  lumbar  vertebrae,  or  the  occipital  region  of  the  skull,  the 
glandular  elements  of  the  testicle  have  disappeared.  A  case  of  Kocher*s  exemplifies 
this  :  A  man,  age  41,  the  father  of  four  children,  fell  on  his  head  from  a  considerable 
height.  At  first  he  did  not  appear  to  be  greatly  damaged,  but  presently  twitchings 
occurred,  and  the  patient  became  unable  to  work.  From  this  time  on  his  sexual  powers 
diminished  greatly,  and  his  beard  and  pubic  hair  fell  out.  Eighteen  months  later  this  hair 
was  gone  completely,  and  about  five  years  after  the  accident  the  left  testicle  was  the  size 
of  a  hazel  nut,  the  right  the  size  of  a  bean.  Herbert  French. 

AURA  is  the  term  applied  to  the  immediate  prelude  of  an  epileptic  seizure.  It  is 
recognized  in  some  form  or  another  in  about  30  or  40  per  cent  of  epileptics,  and  with  rare 
exceptions  always  takes  the  same  shape  with  every  attack  in  each  individual.  An  aura 
may  be  motor,  sensory,  psychical,  visceral,  or  related  to  some  special  sense.  A  motor  aura 
may  be  represented  by  an  involuntary  movement  of  a  limb  or  a  part  of  a  limb  ;  in  other 
oases  it  takes  the  form  of  a  general  movement  such  as  running.  A  sensory  aura  is  common, 
and  is  described  as  a  pain,  a  numbness,  or  a  tingling  in  some  part  of  the  patient's  body.  .\ 
psychical  aura  is  often  expressed  as  a  vague  apprehension,  or  an  indescribable  feeling,  or  a 
sense  of  unreality.  A  visceral  aura  is  frequent,  usually  as  an  '  epigastric  sensation  '  or 
<iueer  feeling  starting  in  the  region  of  the  stomach  and  rising  to  the  throat,  or  less  often  as 
a  peremptory  desire  to  go  to  stool.  An  aura  of  special  sense  may  be  olfactory,  visual, 
auditory,  or  gustatory  :  a  pleasant  or  unpleasant  odour  or  flavour  may  be  perceived  by  the 
patient,  or  some  alteration  in  vision  may  warn  him  of  the  onset  of  a  seizure,  or  he  may 
hear  voices  or  some  particular  kind  of  sound. 

The  aura  of  epilepsy  is,  in  relation  to  diagnosis,  important  from  at  least  two  points 
of  view.  In  the  first  place,  it  often  affords  a  clue  to  the  particular  locality  in  the  brain 
from  which  the  *  fit '  or  '  storm '  originates  and  spreads.  This  may  not  be  of  much 
value  in  the  case  of  idiopathic  epilepsy,  because  there  is  no  method  at  present  known  to 
us  bv  which  the  seat  of  the  disease  can  be  treated  successfullv.  In  the  case  of  .Jacksonian 
epilepsy,  on  the  other  hand,  the  knowledge  of  the  locality  in  which  a  fit  is  generated  some- 
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times,  although  unfortunately  not  often,  allows  of  benefit  being  obtained  from  surgical 
assistance.  For  instance,  an  aura  may  be  the  first  symptom  of  the  presence  of  an  intnh 
cranial  growth,  A  tumour  of  the  uncinate  region  of  the  temporo-sphenoidal  lobe  may  be 
revealed  by  the  presence  of  signs  of  increased  intracranial  pressure  and  the  repeated 
occurrence  of  an  olfactory  aura,  followed  by  a  vague,  dreamy  state  of  consciousness.  A 
lesion  of  one  occipital  lobe  may  be  suspected  from  the  occurrence  of  epileptiform  fits 
immediately  preceded  by  an  aura  in  which  there  is  loss  of  sight  in  the  opposite  visual  field. 
An  aura  of  pain  starting  in  the  left  foot,  spreading  up  the  left  side  of  the  body,  and 
terminating  in  a  generalized  convulsion,  suggests  a  lesion  in  the  post-Rolandic  region  of  the 
right  parietal  lobe.  Such  instances  of  the  importance  of  an  aura  Us  a  localizing  sign  in 
diagnosis  might  easily  be  multiplied,  but  a  general  knowledge  of  the  fimctional  anatomy  of 
the  brain  will  suffice  to  supply  other  examples  of  a  similar  kind  to  the  reader^s  mind. 

In  the  second  place,  the  importance  of  recognizing  a  subjective  sensation  as  an  aim, 
and  so  recognizing  the  existence  of  epilepsy  in  its  simplest  and  sometimes  earliest  form, 
can  hardly  be  over-estimated  from  the  point  of  view  of  treatment.  When  a  patient  describes 
himself  as  being  liable  to  subjective  sensations  occurring  at  intervals,  and  for  whkfa  he 
cannot  account,  careful  inquiry  should  be  made  as  to  their  nature.  The  chief  characteristics 
of  an  aura  are  :  (1)  Its  spontaneous  development  without  cause,  generally  during  good 
health  ;  (2)  The  suddenness  of  its  onset ;  and  (8)  The  identity  of  each  sensation  with  the 
last.  It  should  be  understood  clearly  that  an  aura  may  occur  alone,  or  may  be  followed 
by  momentary  loss  of  consciousness  (petit  mal),  or  by  loss  of  consciousness  with  convulsions 
(grand  mal).  In  some  cases  an  aura  may  be  repeated  with  frequency  for  many  months 
before  a  typical  epileptic  seizure  supervenes,  and  if  recognized  as  such  during  this  stage, 
it  is  reasonable  to  expect  that  treatment  will  have  more  chance  of  success  than  at  a  later 
period,  when  the  '  habit '  of  convulsions  has  been  established  firmly. 

Finally,  it  should  be  emphasized  that  in  cases  of  epilepsy  the  recurrence  of  an  aura, 
even  without  further  manifestations  of  the  disease,  is  evidence  that  the  morbid  tendency  is 
not  controlled  completely,  and  that  discontinuance  of  treatment  will  lead  to  the  reappearance 
of  more  serious  attacks.  E.  Farquhar  Buzzard, 

BABINSKI*S  SIGN  consists  in  a  modification  of  the  plantar  reflex.  In  testing  the 
latter  the  patient  should  be  lying  upon  his  back,  with  his  legs  vevy  slightly  flexed  and  eadi 
foot  everted  so  that  its  outer  border  lies  comfortably  in  contact  with  the  bed  or  couch; 
the  sole  should  be  warm  and  dry  ;  the  ankle  should  be  gently  but  firmly  grasped  by  one  of 
the  observer's  hands,  to  prevent  the  undue  dorsiflexion  of  the  whole  foot  which  often  makes 
it  difficult  to  decide  which  way  the  toes  themselves  move,  whilst  the  outer  side  of  the  sole  is 
firmly  and  steadily  stroked  from  the  heel  forwards  with  some  such  instrument  as  the  butt 
end  of  a  pencil.  In  healthy  adults  the  big  toe  and  the  other  toes  will  become  plantar-flexed  ; 
when  the  great  toe  becomes  dorsiflexed  instead,  it  presents  the  extensor  plantar  reflex,  or 
Babinski's  sign.  Whichever  way  the  other  toes  move,  it  is  with  the  direction  of  movement 
of  the  big  toe  alone  that  Babinski's  sign  is  concerned.  It  is  noteworthy  that  if  Babinski's 
sign  is  present,  the  fact  is  usually  ascertained  with  ease  ;  when  there  is  any  doubt  as  to 
which  way  the  great  toe  moves,  the  plantar  reflex  is  seldom  really  extensor. 

The  great  value  of  the  sign  is  in  distinguishing  between  functional  and  organic  affections 
of  the  ner\'ous  system.  If  the  patient  is  a  fully  conscious  adult  with  paresis  of  one 
or  both  legs,  the  existence  of  an  extensor  plantar  reflex  is  proof  that  the  lesion  is  organic. 
The  converse  is  not  true  ;  for  with  locomotor  ataxy,  and  with  lower  neuron  affections 
such  as  infantile  paralysis,  Tooth's  peroneal  type  of  progressive  muscular  atrophy,  peripheral 
neuritis,  Landry*s  acute  ascending  paralysis,  and  primary  muscular  dystrophies,  the  plantar 
reflex  is  flexor  if  it  is  obtainable  at  all. 

Babinski's  sign  is  seen  best  when  there  is  a  lesion  in  the  crossed  pyramidal  tract.  Thus 
it  is  present  in  cases  in  which  tumour,  abscess,  haemorrhage,  thrombosis,  or  embolism  has 
caused  hemiparesis  or  hemiplegia  by  affecting  either  the  pyramidal  cells  themselves  in 
the  motor  cortex  or  the  pyramidal  fibres  in  the  internal  capsule  ;  in  cases  of  cerebellar 
tumour,  owing  to  the  fact  that  this,  by  compressing  the  medulla,  nearly  always  causes 
lateral  sclerosis  of  the  cord  as  well  ;  and  in  cases  of  disseminated  sclerosis,  transverse  myelitis, 
either  primary  or  due  to  compression,  ataxic  paraplegia,  Friedreich's  ataxy,  amyotrophic 
lateral  sclerosis,  primary  lateral  sclerosis,  some  cases  of  syringomyelia,  and  in  those  cases 
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of  irregular  sclerosis  of  the  cord  that  may  be  associated  with  severe  oligocythsmias  such  as 
pernicious  anaemia.  The  differential  diagnosis  of  these  conditions  will  be  found  under 
Hemiplegia  (p.  802)  and  Paraplegia  (p.  510)  and  elsewhere.  Babinski's  sign  is  not  found 
in  those  cases  of  hysteria  that  sometimes  simulate  one  or  other  of  the  above  conditions  ; 
provided  always  that  the  patient  is  a  conscious  adult.  This  proviso  is  important,  because 
the  plantar  reflex  may  be  extensor  without  there  being  any  decided  changes  in  the  cord 
or  brain  in  infants  and  quite  young  children  ;  also  in  a  considerable  proportion  of  older 
children  suffering  from  chorea  ;  and  also  sometimes  in  adults  during  deep  sleep,  or  under 
conditions  of  unnatural  imconsciousness  such  as  that  due  to  a  general  anaesthetic,  or  acute 
alcoholic  intoxication,  or  such  affections  as  epilepsy,  uraemia,  concussion,  saturnine  encephalo- 
pathy, and  in  some  other  forms  of  coma.  These  exceptions,  however,  scarcely  detract 
from  the  great  value  the  sign  has  as  a  means  of  distinguishing  between  organic  and  functional 
paralysis  of  the  legs  of  the  upper  neuron  type.  Ilerberi  French . 

BACILLURIA.— (See  Bacteriuria,  infra,) 

BACTERIURIA  (see  Plate  XXV III,  p.  614)  is  a  comprehensive  term  employed  to 
indicate  that  the  urine  when  freshly  voided  contains  micro-organisms.  Bacilluria  is  a  term 
of  similar  import,  but  is  restricted  to  those  cases  in  which  rod -shaped  bacteria  are  present. 
The  vaginal  segment  of  the  female  urethra  and  the  anterior  portion  of  the  male  urethra  are 
normally  inhabited  by  certain  non-pathogenic  bacteria  (chiefly  cocci,  such  as  Streptococcus 
brevis.  Staphylococcus  albus,  also  varieties  of  Bacillus  xerosis,  etc.),  which  are,  of  course, 
present  in  urine  obtained  under  ordinary  conditions,  and  so  constitute  what  may  be  termed 
physiological  bacteriuria.  Bacteriuria  as  a  pathological  condition  due  to  some  lesion  of 
the  urinary  system  posterior  to  the  urethra  can  only  be  recognized  with  certainty  by  the 
examination  in  the  laboratory  of  a  catheter  specimen  of  the  urine  collected  with  the  most 
scrupulous  attention  to  asepsis  ;  for,  on  the  one  hand,  a  perfectly  clear  acid  urine  may  be 
heavily  loaded  with  bacteria,  and,  on  the  other,  a  urine  may  owe  its  turbidity  either  to 
purely  physico-chemical  causes,  or  to  the  growth  in  it  of  bacteria  which  have  gained  access 
after  its  exit  from  the  urethra.  Moreover,  although  the  identity  of  the  infecting  organism 
may  be  suspected  from  general  clinical  considerations,  cultivation  experiments  are  essential 
in  order  to  settle  the  matter  beyond  doubt. 

Bacteriuria  may  be  persistent  and  may  indicate  either  general  or  local  infection.  It  is 
a  rare  symptom  of  general  infection,  save  one  of  such  intensity  that  an  acute  nephritis, 
associated  with  a  deflnite  haematuria,  has  supervened.  ITsually  its  appearance  indicates 
a  local  infection  of  the  urinary  tract ;  it  then  occurs  with  greatest  frequency  in  young 
children  and  pregnant  women,  when  the  micro-organism  concerned  is  usually  B,  coli,  and 
the  site  of  the  infection  tlie  pelvis  of  the  right  kidney.  It  is,  however,  met  with  at  all  ages 
and  in  both  sexes,  and  many  different  bacteria  have  been  recorded  as  the  causative  factors, 
and  whilst  the  infection  is  commonly  due  to  some  particular  micro-organism,  the  possibility 
of  multiple  infection  must  not  be  forgotten — the  most  usual  being  a  double  infection  due 
to  B,  coli  communis  and  Streptococcus  pyogenes  longus. 

When  intermittent,  bacteriuria  may  indicate  a  general  infection,  or  a  local  infection 
of  some  area  distant  from  the  urinary  tract,  as,  for  example,  a  tonsillitis  or  a  dental  abscess, 
and  often  in  an  obscure  case  of  pyrexia  a  bacteriological  examination  of  the  urine  will  well 
repay  the  trouble  involved.  Intermittent  bacteriuria,  particularly  of  the  staphylococcic 
type,  is  often  associated  with  kidney  calculus,  and  it  is  also  not  uncommon  in  cases  of 
rheumatoid  arthritis. 

Bacteriuria  may  be  a  symptom  in  : — 

A.  General  InfeeUons,  with  or  without  associated  nephritis,  due  to  : — 


Streptococcus  pyogenes  longus       Staphylococcus    pyoj^ciics    aii- 
Pneumococcus  reus 

(ionococcus  B.  typhosus 


B.  coli  comiiuinis 
B.  puratyphosiis 
Micrococcus  inelitcnsis 


B   Local  InfeeUons: — 

Nephritis,  pyelonephritis,  or  ureteritis  due  to  : — 

B.  coli  I    B.    pneumoniae    (Friedliindcr's       Staphylococcus    pyogenes 

B.  tul>erculosis  i        bacillus)  aureus 

B.  pyocyaneus  !    Streptococcus  pyogenes  longus       Pneumo<»occus 
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Cystitis  due  to  : — 

B.  coli  B.' typhosus  I   Staphylococcus   pyogenes  ao- 

B.  tuberculosis  Streptococcus  pyogenes  longus  |       reus 

Prostatitis  due  to  : — 

B.  coli  >    Staphylococcus   pyogenes   au-   '  Streptococcus  pyogenes  longui 

Gonococcus  i       reus  ' 

Urethritis  due  to  : — 

Gonococcus  .    Pneumococcus  Micrococcus  catarrhalis 

Staphylococcus  aureus  or  albus   j    Streptococcus  pyogenes  longus   ! 

In  the  above  table  the  various  micro-organisms  are,  speaking  generally,  arranged  in    , 
the  order  of  their  frequency. 

FinaUy,  a  slight  and  transitory'  bacteriuria  due  to  B,  coli  communis,  and  one  usually 
passing  off  without  any  treatment,  can  frequently  be  observed  following  operative  measures 
upon  the  rectum  or  anus,  or  the  organs  of  generation. 

In  general  infections  the  urine  is  either  normal  in  appearance,  or  by  reason  of  its  admix- 
ture with  blood  may  present  any  tint  from  '  smoky  ^  to  bright  red.  The  reaction  is  usually 
acid ;  often  a  degree  of  acidity  is  recorded  which  if  present  in  an  artificial  eidture  medium 
would  inhibit  the  growth  of  the  infecting  micro-organism.  Albumin  is  present,  varying  in 
amount  from  a  trace  to  7,  8,  or  more  parts  per  thousand,  and  microscopical  examinatio& 
of  the  centrifugalized  deposit  shows  blood-cells,  renal  tube-casts,  and  renal  epithelium,  in 
addition  to  the  infecting  bacterium.  The  clinical  symptoms  presented  by  tlie  patient  are 
those  of  the  general  systemic  infection. 

In  local  infections  of  the  genito-urinary  tract  where  infection  is  due  to  one  species  of 
micro-organism  only,  the  urine  presents  a  somewhat  similar  appearance ;  blood,  however, 
may  be  entirely  absent,  while  pus  when  measured  by  the  centrifuge  may  vary  in  volume 
from  a  trace  to  10  or  20  per  cent  of  the  total  bulk  of  urine.  In  the  early  stages  of  a  local 
infection,  however,  microscopical  examination  of  the  deposit  may  merely  show  the  presence 
of  leucocytes  slightly  in  excess  of  normal,  so  that  without  the  use  of  the  microscope  the  fact 
of  pyuria  may  easily  be  missed  altogether. 

Occasionally,  and  particularly  in  adult  cases,  it  may  be  noted  that  the  urine  passed 
during  the  day  is  neutral  or  faintly  alkaline — the  change  in  reaction  then  being  due  to 
physiological  causes.  In  those  cases  where  the  urine  is  strongly  alkaline  the  alkalinity  is 
due  to  ammonia  resulting  from  the  decomposition  of  urea,  not  by  the  pathogenic  infecting 
organism  but  by  non-pathogenic  saprophytes  which  have  gained  access  to  the  urine,  either 
after  it  has  been  voided  or  whilst  still  intra  vesicant.  In  the  latter  instance  the  contamina- 
tion may  have  taken  place  as  a  result  of  careless  instrumentation,  or  (as  in  the  female)  by 
continuity  of  siu'face,  but  it  also  frequently  occurs  owing  to  the  passage  of  micro-organisms 
through  the  inflamed  bladder  wall  from  the  lumen  of  the  adjacent  large  intestine. 

The  clinical  symptoms  associated  with  bacteriuria  due  to  local  infection  vary  enor- 
mously with  different  patients.  Frequency  of  micturition,  scalding,  dull  aching  pains  in 
one  or  both  loins,  with  tenderness  on  deep  pressure  over  the  kidney  or  ureters,  pains  in  the 
perineum  and  hypogastrium  (according  to  the  situation  of  the  primary  infection),  severe 
rigors,  pyrexia  (Fig,  108,  p.  456),  anorexia,  nausea,  and  vomiting  are  amongst  those 
commonly  observed.  It  is  important  to  remember  its  relatively  common  occurrence  in 
children,  in  whom  there  may  be  hardly  any  symptoms  at  all,  or  perhaps  general  delicacy 
or  ill-health,  or  gastro-intcstinal  disturbance,  without  any  special  urinary  symptoms 
attracting  notice.  The  urine  generally  contains  only  a  trace  of  albumin,  and  no  obvious 
pus  ;  the  diagnosis  then  depends  upon  bacteriological  investigation  of  a  catheter  specimen, 
the  need  for  which  will  be  suggested  by  the  discovery  of  a  decided  excess  of  leucocytes  in 
the  centrifugalized  deposit  from  the  specimen  first  collected  during  the  routine  examination 
of  the  patient.  Jno,  Eyre, 

BALDNESS. — Alopecia,  or  baldness,  may  vary  in  degree  from  slight  thinning  to 
complete  loss  of  the  hair.  There  are  three  main  varieties  of  simple  baldness  or  alopecia, 
namely:  (1)  Congenital,  (2)  Senile,  and  (3)  Premature, 

Congenital  Alopecia  is  seldom  complete,  and  the  hair  may  be  lanugo -like.  In  the 
latter  case  the  diagnosis  is  certain,  as  it  also  is  when  the  baldness  is  accompanied  by 
developmental  defects  in  the  skin  or  its  appendages.    When  there  is  complete  absence  ot 
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the  hair,  not  only  of  the  head  but  also  of  the  eyelids,  face,  trunk,  armpits,  and  pubic  regions, 
the  diagnosis  is  obvious. 

Senile  Alopeda  needs  no  description. 

Prematare  Alopeda  may  be  (a)  idiopathic  or  (b)  symptomatic.  The  former,  much  less 
frequent  than  the  latter,  and  due  to  no  recognizable  cause  except  heredity,  usually  begins 
between  the  ages  of  twenty  and  thirty-five  ;  in  many  cases  at  the  vertex,  like  senile  baldness, 
but  often  at  the  temple,  when  it  extends  backwards  elliptically.  Symptomatic  premature 
baldness  may  be  either  temporary  or  permanent,  gradual  or  rapid,  and  is  dependent  upon  a 
great  variety  of  local  or  constitutional  causes,  including  seborrhaea  of  the  scalp,  psoriasis^ 
chronic  eczema^  erysipelas^  ringworm^  faxms,  lupus,  erythematosus,  syphilis ;  it  is  also  a  sequela 
of  fevers  or  other  acute  systemic  diseases,  and  sometimes  of  a  severe  shock  to  the  nervous 
system  such  as  may  result  from  a  sudden  and  unexpected  bereavement  or  the  like.  When 
it  occurs  as  a  sequel  to  fevers,  in  syphilis,  ringworm  (except  after  severe  kerion),  erysipelas, 
and  eczema,  the  loss  of  hair  is  usually  but  temporary  ;  in  seborrhoea,  favus,  lupus  erythema- 
tosus, morphcea,  and  folliculitis  decaJvans,  it  is  generally  permanent ;  it  is  always  so  when 
the  hair-follicles  have  been  destroyed. 

The  most  important  form  of  symptomatic  baldness  is  that  which  is  associated  with 
seborrhcea,  whether  of  the  oily  or  of  the  dry  kind.  Seborrhceic  alopecia  has  the  same 
distribution  as  idiopathic  baldness.  Another  form  of  symptomatic  baldness  is  the  condition 
known  as  alopecia  areata,  in  which  the  hair  falls  out  in  more  or  less  circular  smooth  white 
patches,  generally  of  irre;^lar  distribution.  Usually  the  patches  continue  to  spread  for  a 
time,  and  may  run  into  others,  denuded  areas  of  irregular  outline  thus  being  formed,  with 
a  surface  white  and  smooth  as  a  billiard  ball.  The  hairs  at  the  edges  of  the  patches  are 
looser  than  the  others,  and  among  them  may  be  seen  short  stumps  that  have  atrophied 
close  to  the  root,  so  that  they  resemble  a  note  of  exclamation  (!).  In  rare  cases  the  hair 
falls  out  not  in  patches  but  more  generally  and  very  rapidly  ;  and  soon  the  whole  scalp 
may  be  bared,  and  even  the  hair  of  the  whole  body  may  be  lost,  and  with  it  the  nails  of 
the  fingers  and  toes.  The  affection  with  which  alopecia  areata  is  most  easily  confounded 
is  ringworm  of  the  trichophytic  variety  :  the  differential  diagnosis  between  the  two  affections 
will  be  found  under  Fungous  Affections  of  the  Skin  (p.  246).  Alopecia  areata  may 
also  be  confused  with  another  form  of  symptomatic  baldness,  namely,  alopecia  cicatrisata,. 
the  psetido'pelade  of  Brocq,  in  which  depressed  islands  of  baldness,  round  or  of  irregular 
shape,  occur  on  the  scalp,  the  patches  usually  spreading  and  coalescing  into  large,  smooth, 
shiny  areas  ;  these  are  cicatricial  :  there  is  destruction  of  the  follicles  so  that  the  hair  is 
never  restored  ;  there  are  normal-looking  hairs  on  the  bald  areas,  and  the  note-of-exclama- 
tion  stumps  of  alopecia  areata  are  absent.  The  bald  patches  sometimes  met  with  in 
secondary  syphilis  may  be  distinguished  from  those  of  alopecia  areata  by  the  co-existence 
of  other  syphilitic  symptoms,  by  the  jK)sitive  Wassermann's  serum  reaction,  and  by  the 
effects  of  specific  treatment.  The  bald  areas  of  lup^is  erythematosus  are  in  greater  or  less 
degree  cicatricial,  there  is  destruction  of  the  follicles,  and  a  border  which  is  slightly  or 
distinctly  inflamed.  Folliculitis  decalvans  is  cicatricial  also,  and  at  the  edge  of  the  bare 
patches  a  small  red  papule  or  patch  of  erjthema  can  be  seen  surrounding  each  follicle. 

Malcolm  Morris, 

BEARING-DOWN  PAIN.— (See  Pain,  Bearing-down,  p.  426.) 

BLACK  SPECKS  BEFORE  THE  EYES  are  of  two  types  :  (1)  Moving.  (2)  Fixed, 

Moving  Black  Specks  are  practically  always  due  to  muscat  volitantes.  The  aqueous 
and  vitreous  humours  are  not  absolutely  homogeneous  ;  in  both  there  are  minute  particles 
in  most  persons,  and  these  throw  shadows  upon  the  retina  which  are  referred  by  the  patient 
to  points  in  the  visual  field  outside  him.  They  seem  to  be  in  front  of  his  eyes,  interfering 
with  what  he  wishes  to  look  at ;  yet  when  he  tries  to  locate  them  definitely  by  looking 
directly  at  them,  they  immediately  float  away,  as  it  were,  from  his  direct  field  of  vision 
to  a  peripheral  part.  He  can  never  focus  them,  and  yet  he  may  be  conscious  of  seeing  them 
all  the  time.  Only  few  persons  in  perfect  health  are  troubled  in  this  way,  for  although 
the  muscie  volitantes  may  be  present  all  the  time,  the  mind  neglects  them  and  fails  to 
notice  them.  When  the  eye  is  tired  by  close  work,  however,  or  the  patient  is  suffering 
from  brain-fag,  worry,  insomnia,  biliousness  or  other  similar  condition,  they  may  attract 
his  notice  very  much  and  make  him  fear  that  he  is  developing  some  serious  lesion  such 
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&s  a  cataract.  Microscopists  often  find  them  a  great  nuisance.  After  a  rest  or  a  holiday 
they  will  cease  to  obtrude  themselves  upon  the  patient's  notice,  but  he  will  notice  them 
again  when  he  gets  overworked  or  run  down.  In  a  similar  way  inuscse  volitantes  may  be 
troublesome  in  those  who  are  suffering  ill  health  due  to  almost  any  organic  cause,  especiaUy 
if  it  is  associated  with  Anaemia  (p.  20).  The  way  in  which  the  specks  float  away  when  an 
attempt  is  made  to  focus  them  is  characteristic. 

Fixed  Black  Specks. — ^When,  on  the  other  hand,  the  patient  notices  a  black  spot  or 
spots  in  his  field  of  vision,  always  present  and  always  in  exactly  the  same  relationship 
to  the  point  upon  which  he  is  focussing  his  eye — not  floating  away  into  different  parts  of 
tlie  fleld  of  vision  like  muscse  volitantes — a  careful  examination  of  the  eye  with  the  ophthal- 
moscop>e,  assisted  perhaps  by  the  perimeter  to  map  out  the  abnormal  blind  spot  with 
accuracy,  will  generally  reveal  some  organic  lesion  in  the  eye  to  account  for  them.  An 
opacity  in  the  cornea  from  old  keratitis^  or  synech.'s  from  adhesions  due  to  old  iritis^  or 
a  cataract,  may  be  seen,  or  tiny  white  patches  at  the  macula  indicative  of  incipient  (dintmin- 
uric  retinitis  of  grave  omen  ;  or  a  small  detachment  of  the  retina  ;  or  a  melanotic  sarccmn 
of  the  eyeball ;  or  early  optic  neuritis ;  or  a  thrombosed  retinal  vein ;  or  an  embolized  branch 
of  a  retinal  artery  ;  or  a  hcemorrhage  into  the  vitreous  ;  or  a  scotoma  from  localized  optic 
atrophy,  such  as  is  met  with  sometimes  in  cases  of  disseminated  sclerosis.  Special  ophthal- 
mic experience  will  be  needed  to  diagnose  between  these  different  conditions,  although 
the  ophthalmoscopic  appearances  (p.  415)  of  some  of  them  are  pathognomonic. 

Herbert  French, 

BLEEDING  GUMS. — A  spongy,  bleeding  condition  of  the  gums,  attaining  such  a 
degree  that  the  teeth  become  covered  by  the  exuberant  blood-oozing  tissues,  was  a 
prominent  feature  of  scurvy,  a  serious  and  often  fatal  disease  which  used  to  be  common 
on  sailing  ships  when  fresh  food  was  necessarily  absent  from  the  diet  for  weeks  or  even 
months  at  a  time.  It  is  now  rare  in  its  full  development,  but  is  still  found  in  a  mild  form 
amongst  children — infantile  scurvy,  or  Barlow's  disease — as  the  result  of  long-continued 
feeding  with  tinned  milk  without  fresh  food.  Its  chief  features  are  anemia  and  tenderness 
of  the  long  bones  due  to  haemorrhages  under  the  periosteum  ;  in  severer  cases,  besides 
sponginess  and  bleeding  of  the  gum  with  more  or  less  general  stomatitis,  there  may  be 
purpura  and  other  haemorrhages.  The  diagnosis  is  suggested  by  the  diet  history,  and 
confirmed  by  the  beneflt  that  follows  the  addition  of  fresh  milk  and,  in  older  children, 
fresh  vegetables.  A  similar  condition  may  arise  in  adults  whose  circumstances  compel  them 
to  live  on  tinned  foods.  There  are,  however,  many  other  causes  of  bleeding  of  the  gums 
besides  scurvy.  The  differential  diagnosis  is  generally  easy,  but  sometimes  very  diffkult. 
The  flrst  point  to  determine  is  whether  the  gum  condition  is  due  to  local  changes  only,  or 
whether  it  is  part  of  a  more  general  condition. 

(A).  Bleeding  Gums  due  to  General  Conditions  or  preceded  by  Lesions  else- 
wbere  than  in  the  MouUi: — 


Seur\'y 

Splenomedullary  leukaemia 
Lymphatic  leukaemia 
Hodfirkin's  disease 
Pernicious  anaemia 
Aplastic  anaemia 
Splenic  anaemia 
Haemophilia 


Purpura  (see  Purpura,  p.  552) 

Syphilis 

Mercurialism 

Iodide  poisoning 

Phosphorus  poisoning 

Arsenic  poisoning 

Lead  poisoning 


Febrile  or  asthenic  states 
accompanied  by  sordes,  e.^., 
pneumonia,  typhoid  fever, 
the  later  stages  of  malignant 
cachexia,  general  paralysis, 
acute  yellow  atrophy  of  the 
liver,  and  so  forth 

Dyspepsia 


(B),  Bleeding  Gums  due  to  purely  Local  Conditions: — 


Injury,  e.g.,  by  tooth  brush 

Dental  caries 

Tartar 

Pyorrhoea  alveolaris 

Alveolar  abscess 

Papilloma 

Epulis 

Myeloid  sarcoma 


Epithelioma 
Actinomycosis 

Acute  or  chronic  stomatitis 
not  obviously  due  to  any  of 
the  causes  alreadv  men- 
tioned,  e.g.  : 

Aphthous  stomatitis 
Ulcerative  stomatitis 


Gangrenous        stomatitis 
(cancrum    oris,     phage- 
dacna  oris,   nonm  oris) 
Tuberculous  gingivitis 
Erythema  bullosum,  dermatitis 
herpetiformis,      pemphigus, 
a  (Tec  ting  the  mouth  as  well 
as  the  epidermis 


A.  Bleeding  Gums  due  to  General  Conditions. — Many  of  the  above  conditions  are 
discussed  under  other  and  more  prominent  symptoms,  so  that  here  we  need  refer  to  them 
but  briefly  (see  Spleen,  Enlargement  of,  p.  628 ;  Anaemia,  p.  20  ;  Pubpitra,  p.  552 ;  etc.). 
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A  blood-count  is  required  to  diagnose  or  exclude  leukamia  or  pernicious  anamia.  Hie 
raiiiily  history-  may  sufQuest  hamophHia.  Splenic  anuemia,  Hodgkin'a  diseaae,  and  aplailic 
arifrmia  attract  attention  more  on  account  of  the  enlargement  of  the  spleen  (p.  028), 
or  of  the  lymphatic  ftlands  (p.  S76),  or  of  the  arocmia  (p.  20),  than  because  of  sponfty 
gums.    Purpura  (p.  552)  is  itself  a  symptom  and  not  a  disease. 

Syphilis,  particularly  in  its  secondary  stage,    may  produce  stomatitis,  pharyngitis, 
lar^'ngitis,  and  gingivitis,  with  bleeding,  even  when    no   mercurial  treatment  has  been 
adopted  ;    the  secondary  roseola  may  still  be  present,  or  the  history  may  be  obvious. 
Difficulty  arises  mainly  in  women  and  children,  and  when  the  chancre  has  been  extragenital 
(Fi^.    2S).     Wassermann's   senim 
test  may  be  tried,  or  the  Spiro- 
eherta     pallida    {PtaU    XXV  ill. 
Fig.  J.  p.  614)  looked  for  in  scrap- 
ings from  the  mucous  lesions. 

Mercury  is  very  liable  to 
cause  profuse  salivation  and  acute 
stomatitis,  with  distressing  and 
painful  swelling  of  lips,  gums, 
tongue,    and  cheeks ;    swallomng 

may  become  impossible,  the  glairy  «,.  »._[  rimary  sjpbiUtlc  -ore  on  ti.e  Jgvier  lip. 

saliva  hangs  in  strings  from  the 

protruding  tongue  and  bulging  lips,  the  mucosa  bleeds  on  the  slightest  touch,  and  the 
patient  is  the  picture  of  abject  misery.  Some  persons  are  far  more  intolerant  of  mercury 
than  others,  but  its  worst  effects  have  occurred  when  the  remedy  has  been  employed  when 
the  teeth  are  carious,  or  the  mouth  unclean,  and  when  there  is  albuminuria  (syphilitic 
nephritis).  The  diagnosis  depends  upon  a  knowledge  of  the  drugs  that  are  being  given 
or,  in  occupation  cases,  of  the  chemicals  that  the  patient  has  been  working  with. 

Iodides  may  cause  profuse  coryza,  due  to  conjunctival,  nasal,  and  oral  catarrh,  but 
the  amount  of  bleeding  that  accompanies  it  is  slight.  The  nature  of  the  drugs  being  taken 
will  suggest  the  diagnosis,  or  if  there  is  doubt  as  to  the  drugs,  the  urine  may  be  tested  for 
iodides. 

Phosphorus  used  to  produce  very  severe  stomatitis,  going  on  to  necrosis  of  the  jaw— 
■  phossy  jaw  ' — not  infrequently  ending  in  death  as  the  result  of  fatty  degeneration  of 
the  liver  and  heart ;  this  is  uncommon  since  restrictions  have  Iwen  laid  upon  the  use  of 
crude  yellow  phosphorus  in  the  manufacture  of  matches.  The  occupation  generally  ser\-es 
to  suggest  the  diagnosb. 

Arsenic  and  lead  are  both  rare  causes  of  bleedirig  gums  :  occupation,  or  medical 
prescription,  or  habits  as  regards  drinking,  may  suggest  the  diagnosis,  and  there  may  be 
other  signs  of  the  poisoning,  particularly  pigmentation  of  the  skin,  vomiting,  diarrhoea, 
hyjterkeratosis  of  the  soles  and  palms,  and  generalized  peripheral  neuritis  in  the  case  of 
arsenic  ;  and  the  symptoms  given  elsewhere  (p.  ;i4)  in  the  case  of  lead.  Arsenic  may  be 
found  in  excess  in  the  hair,  or  lead  may  be  detected  in  the  fu-ces  or  in  the  resi<luc  from  a 
bulk  of  urine. 

FebriU  and  asthenic  slates  only  cause  sordes  and  bleeding  gums  when  the  patient  has 
already  t>een  ill  some  while,  or  when  the  nursing  has  been  remiss  ;  the  diagnosis  will  dejiend 
on  symptoms  other  than  those  connected  with  the  gums. 

B.  Bleeding  Gnma  due  to  Local  Conditions.— When  care  has  been  taken  to  exclude 
genera!  causes  of  hleediTig  of  the  gums,  differentiation  between  the  various  local  causes  is 
not  difficult.  Some  patients  are  alarmed  by  the  symptom,  when  its  cause  is  nothing  morc 
tlian  the  use  of  a  nem  tooth-brush  whose  bristles  have  slightly  lacerated  gums  that  are 
accustonied  to  an  older  and  softer  brush.  The  hislor\-  will  indicate  other  forms  of  local 
injun,* — an  ill-fitlinj;  tooth-plate,  perhaps.     Hs'moptysis  may  be  simulated. 

Dental  caries  may  be  obvious,  or  it  may  be  hidden  away  between  adjiirent  teeth  and 
\'ct  be  irritating  the  gum  enough  to  cause  It  to  blee<l  with  undue  readiness  when  the  teeth 
are  brushed.  Tartar  is  obvious  on  inspection.  I'yorrhtra  alvcolnris.  also  known  as 
suppurative  gingivitis  or  Rigg's  disease,  is  the  result  of  septic  infection  extending  down  into 
the  sockets,  loosening  the  teeth,  causing  the  gum  margins  to  recede  by  erosion,  utid  leading 
to  a  purulent  discharge  from  between  the  gums  and  the  teeth.     This  condition  niay  be 
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present  even  when  the  external  aspect  of  the  teeth  seems  perfect ;  a  very  fine  probe  maj' 
sometimes  be  passed  painlessly  down  into  the  tooth-socket  between  adjacent  teeth  wl 
the  suppurative  process  has  been  progressing  unsuspected,  and  out  of  the  reach  of  the 
tooth-brush.  The  gums  bleed  on  the  slightest  touch  in  severe  cases,  the  breath  is  foul,  sod 
the  constant  swallowing  of  pyogenic  organisms  and  their  products  leads  to  dyspepeia. 
anaemia,  chronic  ill  health,  listlessness,  functional  nerve  disorders,  and  sometimes  mare 
acute  symptoms  of  general  pyemia,  especially  multiple  infective  synovitis  and  arthritis. 
Neurasthenia  and  depression  ultimately  ensue  in  many  cases,  and  sometimes  very  severe 
and  even  fatal  aniemia  or  purpura. 

The  diagnosis  of  alveolar  tdticfst  is  generally  obvious,  though  infection  of  a  benign  or 
malignant  titw  growth  may  simuUite  it  for  a  time.  Microscope  examination  of  the  exdsed 
tumour  is  the  only  certain  way  of  diagnosing  the  nature  of  an  odontoma,  papilloma,  simple 
epulis,  myeloid  sarcomatous  epulis,  or  epithelioma  of  the  gum. 

Aelinomycosis  is  rare  in  man  ;  but  the  jaw,  gum,  or  cheek  are  parts  least  uncommonly 

affected.    The  chronic  nature  of  that  which  partakes  of  the  characters  partly  of  a  neoplasm 

and  partly  of  an  abscess,  in  a  person  who  has  had  occasion  to  put  straws,  cotton,  or  other 

vegetable  products  into  his  mouth,  may  suggest  the  diagnosis,  which  will  be  confirmed  by 

the  Hndii^  of  the  ray  fungi  in  the  purulent  discharge,  or  in  sections  from  parts  excised. 

Minute  grey  or  yellowish  specks  in   the  pus  are 

said  to  be  characteristic,  but  they  are  not  always 

seen,  and  it  is  by  microscopical  examination  that 

the   diagnosis   is  made  with    certainty   (see  Plate 

XXVIII,  Fig.  S,  p.  014). 

Stomatitis  in  its  various  degrees  may  have  a 
general  cause,  such  as  mcrcurialism  (see  above) ; 
or  it  may  be  due  to  purely  local  infection  with 
micro-oi^nisms.  It  might  perhaps  be  classified 
bacteriologically — -the  variety  spoken  of  as  thrush 
being  due  to  the  oidium  albicans,  for  instance. 
Clinically,  however,  it  is  more  often  classified  by 
its  degree — into  acute  catarrhal,  ulcerative,  and 
gangrenous.  All  these  affect  the  mucosa  of 
cheeks,  lips,  tongue,  and  palate,  in  addition  to 
the  gums,  and  any  of  the  inflamed  parts  bleed 
readily.  The  first  degree  is  characterized  by  red- 
ness, swelling,  tenderness,  and  pain,  with  inability 
to  move  the  tongue  about  in  order  to  eat  and 
swallow,  swelling  and  protrusion  of  the  lips,  foul- 
ness of  the  breath,  and  very  often  salivation. 
There  may  or  may  not  be  localized  greyish  or 
Fif.  24.-M:uu-nim  oTu.  white  aphthous  patches  ;  these  are  commoner  in 

children.  When  ulcers  occur,  these  are  generally 
multiple  and  shallow,  very  painful,  with  more  or  less  glazing  of  the  ulcerated  surface, 
and  acute  hypenemia  of  the  maigins.  The  gangrenous  form  is  better  known  as  catterwit 
oris  {Fig.  21),  fortunately  rare,  though  sometimes  seen  in  ill-cared-for  children  who  have 
contracted  measles  or  some  other  acute  debilitating  fever.  The  cheek  is  affected  first,  a 
dusky-red  or  black  spot  a)>|>earing  within  and  witliout,  spreading  rapidly  and  leading  to 
sloughing  and  perforation  of  the  cheek,  gangrene  of  the  gums  and  jaw,  tailing  out  of  the 
teeth,  a  very  foul  nauseating  odour  of  the  breath,  and  death  from  utter  exhaustion.  The 
diagnosis  is  generally  obvious. 

Tubercuimis  gingivilis  is  rare,  but  when  it  does  occur  it  is  very  severe.  The  nature 
of  the  bleeding  gums  will  be  suggested  by  the  co-existence  of  phthisis,  and  tubercle  bacilli 
may  abound  in  smears  from  the  gum. 

Erythema  bullosum,  dermatitis  herpetiformis,  and  ptmphigus- — particularly  the  flfst — may 
affect  mucous  membranes  as  well  as  the  skin,  especially  the  mouth,  colon,  and  vagina. 
The  result  as  regards  the  mouth  is  verj-  distressing  ;  the  crusts  and  resultant  inflammation 
of  lips,  gums,  tongue,  cheeks,  palate,  fauces,  and  pharynx,  may  make  it  impossible  for  food 
to  be  taken  orally,  and  the  patient  loses  weight  rapidly  and  becomes  very  ill.    The  mucous 
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membrane  eveiywhere  bleeds  on  the  slightest  touch,  and  the  condition  is  pitiable.  There 
is  generally  pyrexia.  The  diagnosis  is,  as  a  rule,  easy,  for  the  mucous  membranes  are 
seldom  attacked  unless  the  skin  is  affected  also  (see  Bulue,  p.  86,  and  Eosinopiiilia, 
p.  218).  Herbert  French. 


BLEEDING  NOSE.— <See  Epistaxis,  p.  220.) 


D^D^n 


UTERINE. — (See  Menorrhagia,  p.  385  ;  Metrorrhagia,  p.  3£0  ;  and 
Metiiostaxis,  p.  382.) 

BLINDNESS.— (See  Vision,  Defects  of,  p.  757.) 

BLISTERS.— (See  BuiXiE,  p.  96.) 

BLOOD,  COUGHING  UP  OF.— (See  Haemoptysis,  p.  285.) 

BLOOD  IN  THE  URINE.— (See  Hematuria,  p.  275.) 

BLOOD  PER  ANUM. — Blood  may  be  passed  per  anum  whenever  bleeding  takes 
place  from  any  part  of  the  alimentary  canal.  If  it  comes  from  a  point  high  up,  as  from 
the  stomach  or  duodenum,  it  is  usually  altered  in  appearance,  so  that  black,  tarry  stools 
are  passed  (melsena) ;  if  it  comes  from  the  colon  or  from  the  lower  end  of  the  ileum,  it  is 
passed  as  red  blood,  easily  recognizable  as  such.  If  the  quantity  is  very  large  it  may  be 
bright  red  even  in  the  case  of  lesions  high  up  ;  the  colour  depends  on  the  rapidity  of  passage 
through  the  bowel  and  the  consequent  extent  to  which  the  digestive  juices  have  acted 
upon  it. 

Recognition  of  the  actual  presence  of  blood,  pure  or  mixed  with  the  motions,  is  not 
often  difficult,  except  when  the  quantity  is  small.  The  typical  tarry  stools  of  haemorrhage 
high  up  in  the  alimentary  tract  are  unlike  anything  else.  The  black  colour  is  much  more 
pronounced  than  the  pigmentation  of  the  stools  caused  by  iron  or  bismuth  sulphide,  which 
produce  rather  a  slaty  or  dirty  greyish-black  tint  ;  while  the  viscid  consistency  of  the 
haemorrhagic  stool  is  also  characteristic.  Administration  of  charcoal  by  the  mouth  may 
produce  deep  black  stools,  and  eating  bilberries  is  also  said  to  do  so.  In  case  of  doubt, 
the  chemical  and  spectroscopical  tests  for  blood  may  be  applied  ;  for  which  purpose  it  is 
best  to  acidulate  the  faeces  strongly  with  acetic  acid  and  to  extract  the  acid  mixture  with 
ether  ;  a  clear  solution  of  blood-pigment  is  thus  obtained,  suitable  for  the  spectroscope 
or  for  the  guaiacum  test.  In  some  cases  blood  corpuscles  may  be  recognizable  under  the 
microscope  if  a  portion  of  the  faeces  is  rubbed  up  with  physiological  saline  solution.  Grains 
of  charcoal  will  be  distinguishable  under  the  microscope  if  this  substance  has  been  taken. 

The  conditions  associated  with  the  passage  of  blood  per  anum  may  be  divided  con- 
veniently for  diagnostic  purpose  into  :  (1)  Those  in  which  large  quantities  of  altered  blood 
are  passed  (true  melsna) ;  (2)  Those  in  whix^h  large  quantities  of  red  or  unaltered  blood  are 
voided ;  (3)  Those  in  xchich  small  amounts  of  such  blood  are  seen  ;  and  (4)  Cases  of  so-called 
occult  hcemorrhage^  only  recognizable  by  chemical  or  other  special  tests.  The  conditions 
classed  under  headings  (2)  and  (8)  necessarily  overlap,  inasmuch  as  the  exact  quantity  of 
blood  discharged  is  very  variable  ;  the  former  comprise,  roughly  speaking,  afTeetions  of 
the  bowel  ;  the  latter,  lesions  about  the  rectum  and  anus. 

Lai^c  quantities  of  altered  blood  may  escape  in  cases  of  ulceration  of  the  stomach 
or  duodenum.  It  is  usually  mixed  with  acid  gastric  juice,  and  thus  blackened.  Such  cases 
are  generally  associated  with  pain  after  meals,  vomiting,  ha^matemesis,  and  increased  acidity 
of  the  gastric  juice.  Tenderness  will  be  elicited  on  pressure  over  the  epigastrium,  most 
often  at  a  point  rather  to  the  right  of  the  middle  line  and  about  four  inches  below  the 
xiphisternal  junction  in  the  pyloric  region.  Distinction  between  lesions  of  the  stomach 
and  of  the  duodenum  is  difficult ;  but  in  gastric  ulceration  the  pain  usually  arises  within 
an  hour  after  meals,  and  is  relieved  by  vomiting  ;  in  duodenal  ulcer,  it  often  reaches  its 
acme  about  three  or  four  hours  after  a  meal,  and  it  may  at  first  be  relieved  by  taking  food 
(•  hunger  pain ').  In  gastric  ulcer,  the  greater  part  of  the  blood  which  escapes  is  likely 
to  be  vomited  ;  in  duodenal,  most  of  it  to  be  passed  per  anum.  Duodenal  ulceration  is 
most  common  in  men.  The  symptoms  of  gastric  ulcer  are  nuich  more  common  in  women  ; 
but  it  has  been  shown  that  in  many  such  instances  no  actual  ulcer  can  be  found,  the  blood 
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escaping  apparently  by  a  process  of  oozing  through  the  mucous  membrane — a  condition 
referred  to  as  gastrostaxis.  Evidence  obtained  from  post-mortem  findings  shows  the  two 
sexes  to  be  about  equally  liable  to  this  affection. 

Large  quantities  of  unaltered  or  but  siightiy  altered  blood  may  be  passed  in  cases  of 
ulceration  of  the  small  intestine,  as  in  enteric  fever,  tuberculosis,  or  the  peculiar  lesions 
associated  with  chronic  interstitial  nephritis.  The  phenomena  of  enteric  fever  need  not 
be  detailed  at  length — initial  headache,  epistaxis,  and  fever  ;  fullness  of  the  abdomen  and 
possibly  diarrhoea,  rose  spots,  enlargement  of  the  spleen,  mental  dullness  or  delirium; 
leucopenia,  and  WidaFs  agglutinative  reaction  in  the  blood.  Tuberculotis  ulceration  of 
the  intestine  seldom,  if  ever,  occurs  apart  from  tuberculosis  of  the  lungs,  and  it  is  a  rare 
cause  of  profuse  intestinal  haemorrhage.  It  is  associated  with  pain  and  tenderness  in  the 
abdomen,  and  with  emaciation  and  signs  of  pulmonary  disease.  Tubercle  bacilli  may  be 
foimd  on  examination  of  the  fseces. 

Chronic  BrighVs  disease  may  be  associated  with  haemorrhage  from  the  bowel  as  from 
other  parts  of  the  body.  The  absence  of  other  causes,  such  as  ulceration  ;  the  existence  of 
high  blood-pressure  and  enlargement  of  the  left  ventricle,  the  cardiac  impulse  being  dis- 
placed outwards  and  downwards  ;  and  the  constant  or  occasional  appearance  of  albumin 
and  renal  tube  casts  in  the  urine,  with  weakness,  amemia,  and  perhaps  epistaxis,  will  point 
to  this  cause. 

Bleeding  into  the  pancreas  and  embolism  or  thrombosis  of  one  of  the  mesenteric  vessds 
may  both  lead  to  moderate  haemorrhage  from  the  bowel.  In  both  alike  there  will  be 
symptoms  of  sudden  abdominal  pain  and  constipation  with  collapse,  closely  resembling 
the  phenomena  of  intestinal  obstruction.  A  certain  diagnosis  can  hardly  be  made  without 
laparotomy.  Patients  who  suffer  from  pancreatic  apoplexy  are  usually  fat.  Blocking 
of  a  mesenteric  vessel  by  embolism  is  most  likely  to  occur  in  sufferers  from  some  form  of 
cardiac  disease,  esf:ecially  malignant  or  ulcerative  endocarditis  (p.  S4). 

In  the  peculiar  condition  known  as  Henoch^ s  purpura  (p.  556)  there  occur  attacks  of 
colic,  constipation  and  vomiting,  with  passage  of  blood  per  anum.  The  symptoms  may 
closely  simulate  intestinal  obstruction  or  intussusception,  and  may  be  indistinguishable  from 
mesenteric  embolism.  A  diagnosis  may  sometimes  be  made  when  other  phenomena  of 
bleeding  are  present,  such  as  haematemesis,  haematuria,  petechias  in  the  skin,  or  epistaxis, 
or  by  concomitant  affections  of  joints  (hemorrhagic  arthritis)  :  the  patient  is  generally 
young  ;  a  history  of  previous  attacks  may  also  be  obtained. 

A  good  deal  of  blood  may  be  passed  per  anum  in  some  cases  of  general  hoemorrhagic 
conditions,  such  as  profound  anaemia,  leukaemia,  and  purpura  haemorrhagica.  The  general 
appearance  of  the  patient,  and  examination  of  the  blood  (p.  24)  will  sufHoe  to  distinguish 
the  two  former  ;  and  in  the  last  there  will  probably  be  visible  haemorrhages  in  the  skin 
and  bleeding  from  other  mucous  surfaces. 

The  possibility  of  the  rupture  of  an  aneurysm  into  the  stomach  or  bowel  may  be  men- 
tioned for  the  sake  of  completeness  ;  a  diagnosis  can  only  be  made  by  recognition  of  the 
pulsating  aneurysmal  swelling,  and  the  condition  will  probably  be  rapidly  fatal. 

In  infants,  considerable  quantities  of  blood  may  be  passed  per  anum  owing  to  septic 
infection  of  the  umbilical  cord,  the  haemorrhage  arising  either  from  an  actual  ulcer  of  the 
stomach  or  duodenum,  or  from  a  purpuric  condition  caused  by  bacterial  toxaemia ;  in  a 
few  such  cases  running  a  rapidly  fatal  course  the  passage  of  dark  or  bright  blood  per  rectum 
in  increasing  quantities  is  almost  the  only  symptom,  and  the  cause  of  the  bleeding  is  not 
clear  even  when  searched  for  at  autopsy  ;  the  fatal  symptom  may  develop  within  a  day 
or  two  of  birth  (melaena  neonatorum). 

Hemorrhage  of  moderate  degree  is  usually  associated  with  disease  of  the  large 
intestine,  though  occasionally  profuse  bleeding  may  occur  in  such  affections.  The  blood 
is  bright  in  colour  and  generally  mixed  with  mucus.  In  tropical  dysentery  there  is  severe 
tenesmus  and  great  frequency  of  dcfaecation,  only  blood-stained  mucus  in  small  quantities 
being  passed  when  the  disease  is  well  established.  In  ulcerative  colitis,  which  appears  to 
be  a  bacillar>'  dysentery  of  temperate  climates,  there  are  the  same  diarrhoea,  frequency 
of  defalcation,  and  wasting  as  characterize  the  tropical  malady,  but  tenesmus  is  less  marked 
and  the  stools  arc  usually  more  faecal.  Some  cases  of  ulcerative  colitis  closely  simulate 
enteric  fever  :  they  may  be  distinguished  by  the  absence  of  WidaPs  reaction,  and  by  recog- 
nition of  the  ulcers  in  the  lower  part  of  the  large  bowel  by  means  of  the  sigmoidoscope. 
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Kxamination  of  the  stools  in  caaes  of  tropical  dysentery  may  reveal  the  presence  of 
the  .4nUFba  hitlolj/tica  (Fig.  25).  This  large  organism  measures  some  30  to  40  ^  in  diameter, 
and  is  distinguished  from  the  harmless  Amoeba  eoli  by  its  well -developed  clear  outer  layer 
of  ectoplasm,  by  its  small  and  eccentrically  placed  nucleus,  and  by  the  presence  of  ingested 
blood -corpuscles  within  its  substwice. 

In  the  search  for  amccbx  a  flake  of  mucus  should  be  spread  out  as  thinly  as  possible 
on  a  slide,  and  if  the  organisms  arc  very  scanty,  the  addition  of  a  drop  of  1  per  cent  watery 
methylene  blue  is  of  assistance,  as  it  stains  the  pus  and  epithelial  cells  at  once,  whilst  for 
a  time  the  amcebie  resist  taking  up  the  stain  and  bImi  retain  their  activity  :  they  thus  stand 
out  clearly  amid  their  blue  surroundings  as  light  refractile  motile  bodies.  In  such  a  pre- 
paration examined  directly  after  it  is  made,  it  is  possible  to  detect  them  with  a  very  low 
power,  such  as  a  Zeiss  A  or  a  half-inch  lens,  a  higher  power  being  turned  on  to  verify  the 
And.  With  some  practice  they  may  also  be  seen  in  unstained  niucus  with  the  low  power 
as  small  glistening  particles,  the  condenser  being  fully  lowered  for  this  method  of  examina- 
tion, and  any  likely  object  being  scnitin'zed  further  by  a  }  inch  lens.  Full  doses  of 
ipecacuanha  or  emetine  should  not  be  given  before  the  stools  are  examined  microscopically, 
or  a  negative  result  is  likely  to  be  obtained  in  amcebie  caws,  just  as  in  malaria  after  quinine 
has  been  token.     The  stools  should 

always    be    examined    as    fresh    as  w 

possible,  preferably  within  an  hour 
ot  being  passed.  In  cool  climates  the 
specimen  may  be  kept  at  blood-heat 
for  a  short  time  and  the  slide  warmed. 
The  organisms  should  always  be  seen 
in  active  motion  before  a  positive 
diagnosis  is  made,  for  there  are  often 
lar(re  mucoid  cells  present,  especially 
in  bacillary  dysentery,  which  may 
easily  be  mistaken  by  the  inexperi- 
eneed  for  inactive  amtebs. 

In  bacillary  dysentery  the  patho- 
genic organisms  belong  to  a  group  of 
f-lnseiy  allied  bacteria  rlasscd   under 

the    title   ft.   dyseiiteria.      They    are  ','  ^ 

short,    rod  -  shaped     bacteria,     with  ,fy' 

roimdcd  ends,  somewhat  resembling  ^.^^^  -i—iaaj  im-b-i  tutiMirn  (Min  (iira-n-)-  ih  ima*a  nJi 

II.  ttfphoatis,  but    non-motile.    These       inoti\e!orm-.(b^)AKab«r.M.v,,,\:^in\{:.UMiyK,^m.\ii«.i'i^^^ 
buciUi  gro.v  on  ordinary  loboratorj'       ,)."-/'t.)       ■  '■     ■  '■'■ 

media,  do  not  coaguiale  milk,  and  do 

not  form  indol.  They  are  not  stained  by  Gram's  luethiKl.  The  exact  hucteriology  ot 
ulcerative  colitis  is  undetermined,  but  organisms  resembling  li.  fhfueiileriic  linve  l>ecn 
isolated  by  some  observers. 

Malignant  diiease  of  the  iiileslhie  may  give  rise  to  some  degrw  of  ha?m<)rrliage.  In  ii 
lyjiical  case  of  cancer  of  the  large  Iwwel,  an  elderly  person  fms  sulTored  from  gradually 
increasing  weakness,  wasting,  and  constipation.  Attacks  of  eoHoky  pain  may  super\-enc, 
and  some  enlargement  of  the  abilcmien  may  be  noticed.  Blood  may  be  present  in  the 
motions  from  time  to  time,  but  is  not  often  a  marked  feature.  Kxamination  of  the 
abdomen  may  reveal  vermicular  movemcuts  of  the  liypertro|)hie(l  bowel,  which  tend  t<i 
pass  in  a  definite  direction  along  the  course  of  the  colon,  and  to  cease  ut  a  partieidar  point. 
Here  a  definite  tumour  may  be  palpable  ;  but  as  the  flexures  of  the  colon  are  favourite 
>eats  for  neoplasms,  it  often  happens  that  the  growth  is  situated  deeply  in  Ihe  pelvis  or 
beneath  the  lower  ribs,  and  cannot  be  felt.  There  is  little  or  no  fever  unless  there  are 
extensive  secondary  deposits,  especially  in  the  liver,  which  may  become  greatly  enlarged. 
Acute  intestinal  obstruction  may  Anally  occur.  Tlie  diagnosis  is  often  assisted  either  by 
the  sigmoidoscope  or  by  the  use  of  x-rays  after  a  bismuth  menl  (p.  I'J.'il. 

As  contrasted  with  the  aljove,  iion-malignanl  ulcrrnlion  of  the  colon  is  likely  to  have 
a  more  marked  onset,  with  pain,  frequency  of  def:ecation.  and  loose  motions.  The  stools 
often  contain  considerable  quantities  of  blood  mixed  with  ituicus.     The  bn<ly  temperature 
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is  raised,  often  to  a  high  degree  (103^  F.),  pain  is  more  constant,  and  tenderness  may  be 
elicited  all  along  the  course  of  the  large  intestine.  Often  the  ulceration  extends  into  the 
sigmoid  flexure  of  the  colon,  and  may  be  visible  on  examination  with  the  sigmoidoscope. 

In  intussusception,  blood  and  mucus  are  passed  without  faecal  matter  accompanying' 
them.  The  condition  is  commonest  in  infants  and  young  children.  There  are  usually 
symptoms  of  severe  illness,  with  screaming,  drawing  up  of  the  legs,  frequent  pulse,  and 
some  collapse  ;  rarely  the  condition  may  be  encountered  with  but  few  grave  signs.  A 
rectal  examination  is  essential,  as  in  many  cases  the  intussusceptum  may  be  felt  with  the 
finger  ;  a  careful  palpation  of  the  abdomen  will  usually  reveal  an  elongated  tumour,  which 
may  sometimes  be  felt  to  harden  and  relax  again  with  the  peristalsis  of  the  gut. 

In  infants,  simple  colitis  may  give  rise  to  the  appearance  of  blood  and  mucus  in  the 
motions,  but  there  is  generally  some  faecal  material  passed  at  the  same  time,  wliich  is  not 
the  case  in  intussusception  after  the  contents  of  the  colon  below  the  intussusception  have 
been  evacuated.  In  simple  colitis  the  motions  are  frequent  and  loose,  and  they  niay  contain 
mucus.  In  milder  cases  they  may  be  green  and  slimy,  but  in  the  more  severe  they  are 
brownish  and  verv  offensive,  and  in  the  worst  cases  consist  of  little  more  than  a  dirtv  serous 
discharge.  The  child's  temperature  will  probably  be  raised  ;  the  pulse  Is  frequent,  and 
there  may  be  vomiting.  A  collapsed  condition  may  occur  at  a  late  period  of  this  malady— 
rarely,  in  acute  choleraic  cases,  it  may  ensue  within  the  first  twenty-four  hours.  In  intussus- 
ception, on  the  other  hand,  collapse  usually  occurs  quickly  ;  and  there  is  absolute  con- 
stipation, with  passage  only  of  a  small  amount  of  blood-stained  mucus.  The  only  cases 
which  can  give  rise  to  a  difliculty  of  diagnosis  are  the  rare  instances  in  which  intussusception 
is  present  without  severe  symptoms  ;  and  here  rectal  and  abdominal  examination  will 
probably  reveal  the  true  condition  of  affairs.  By  means  of  rectal  examination  in  an  infant 
a  considerable  area  of  the  abdomen  can  be  investigated,  especially  if  an  anaesthetic  be 
administered.  In  all  cases  of  doubt  in  intestinal  affections  accompanied  by  bleeding  this 
procedure  is  urgently  demanded. 

The  intense  diarrhoea  accompanying  arsenical  poisoning  may  be  accompanied  by  the 
passage  of  traces  of  blood  and  mucus.  The  condition  will  be  distinguished  by  its  rapid 
onset,  some  half-hour  or  so  after  a  meal,  by  the  epigastric  pain,  tenderness,  and  vomiting, 
followed  by  collapse,  with  rapid  irregular  pulse,  and  clammy  skin.  A  chemical  examination 
of  the  vomited  matters  should  be  made  in  suspected  cases,  by  Reinsch's  or  Marsh's  test. 

Traces  of  blood  smeared  over  the  motions  are  suggestive  of  piles,  which  may  be  seen 
on  inspection  if  external,  and  felt  by  the  examining  finger  if  internal  to  the  sphincter. 
Occasionally  a  sharp  attack  of  bleeding  may  occur  from  this  cause  if  a  varix  be  ruptured. 
The  condition  is  usually  accompanied  by  a  sense  of  fullness,  weight,  and  even  pain  in  the 
rectum,  and  the  patient  may  be  conscious  of  ^*  something  coming  down  *'  and  having  to 
be  replaced  after  defaecation. 

Some  amount  of  blood  may  arise  from  an  anal  fistula,  which  may  also  lead  to  a  dis- 
charge of  mucus  and  of  pus.  Inspection  and  digital  examination  will  discover  this 
affection,  the  external  opening  of  the  fistula  being  close  to  the  margin  of  the  anus,  the 
internal  often  just  above  the  border  of  the  sphincter. 

Cancer  of  the  rectum  does  not  usually  give  rise  to  much  haemorrhage,  but  traces  of  blood 
may  be  passed  from  time  to  time,  and  sometimes  a  sanious  discharge  occurs.  The  main 
symptoms  are  usually  wasting  and  cachexia  ;  gradually  increasing  difiiculty  in  defaecation  : 
and  rarely,  alteration  in  the  size  and  shape  of  the  faecal  masses,  which  may  be  thin  or  ribbon- 
like. Sometimes  alternating  periods  of  diarrhoea  and  constipation  occur  ;  or  there  may 
be  morning  diarrhoea,  the  matter  passed  being  thin  fluid.  Pain  in  the  sacral  region  generally 
occurs  at  some  period  of  the  disease,  and  it  may  radiate  down  the  thighs.  The  growth  may 
be  seen  by  means  of  the  speculum  or  sigmoidoscope,  and  also  felt  by  the  examining  finger. 

Rectal  polypi  are  common  in  children,  and  may  rarely  be  encountered  in  adults.  They 
give  rise  to  frequent  bleeding,  which  may  occasionally  be  considerable  in  amount.  The 
patient  may  be  conscious  of  something  present  in  the  rectum  giving  rise  to  a  sensation 
of  fullness  and  frequent  desire  to  defalcate .  Digital  examination  will  reveal  the  existence 
of  a  pedunculated  tumour,  or  rarely  of  multiple  tumours.  Occasionally  a  polypus  may 
protrude  at  the  anus  after  defaecation,  and  must  be  distinguished  from  prolapse  of  mucous 
membrane  by  examination  with  the  finger. 

Another  condition  affecting  the  rectum  which  may  be  signalized  by  free  bleeding  is 
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that  of  papilloma  or  viltou*  tumour.    The  symptoms  will  clusely  resemble  those  of  rectal 
)M)lypi,  but  the  blood  is  likely  to  appear  in  large  quantities.     Digital  examination  may 
discover  a  soft,  velvety  pateh  on  the  rectal  wall,  and  the  examining  finger  will  be  witli- 
flrawn  covered  with  blood.    The  growth  may  be  seen  by  means  of  a  speculum  as  a  soft, 
vascular  mass,  bleeding  on  the  slightest  touch.    The  condition  is  uncommon.     It  is  likely 
to  occur  at  an  earlier  age  than  cancer,  but  the 
latter  is  not  unknown  in  persons  under  twenty. 
Simple  pTolttpie  oj  Ihe  anal  mucosa  will  lead 
to  slight  hffimorrhaife.     The  condition  is   often 
seen  in  children,  and  may  be  recognized  on  in- 
s|>ection  of  the  anus,  when  a  red  globular  swell- 
ing   of   everted    mucous    membrane    is    visible. 
Adults  will  be  conscious  of  having  to  push  the 
part  back  after  passing  a  motion.    Such  prolapse 
often  accompanies  piles. 

L'leeraHon  of  the  rectum,  of  venereal  origin, 
occurs  chieHy  in  women.  Bleeding  is  not  usually 
a  very  marked  feature,  but  attacks  of  hemor- 
rhage may  take  place.  The  condition  is  recogniK- 
able  by  digital  examination,  and  by  inspection 
through  a  rectal  speculum  or  the  sigmoidoscope. 
The   ulceration    usually   extends   right   down  to 

the    anus,   whereas    there    is  nearly   always    an         '"''■  from ^^riiu^ Jtnjj^i-"'V'//!iA  jw-Sr'™ 
interval  of  normal    mucosa  between    the   anus        (Krom  s>.i>Fi:ime'i  kimtiT  i-up]>iiM  hr 
and  an  ulcerating  cancer  of  the  rectum.  Cpi.in  H.iioi.i>.  R  a.m.c  » 

The  parasite  called  Bilharzia  kamatobia  may  occur  in  the  rectum,  though  less 
freipiently  here  than  in  the  bladder.  Its  presence  gives  rise  to  the  passage  of  mucus 
and  blood  per  anum.  T^ere  may  be  discomfort  in  the  rectum  and  frequency  of  defeca- 
tion. Infection  is  contracted  abroad,  especially  in  Egypt — a  fact  which  may  lead  to  a 
suspicion  of  the  presence  of  the  affection  in  patients 
who  have  resided  out  of  England.  Diagnosis  can 
only  be  made  by  Hnding  the  ova  of  the  parasite  in 
the  ffces.  Their  well-known  shape — oval  with  a 
pointed  spike  at  one  end  (Fig,  •16).  or  rarely  at  the  side 
— renders  them  unmislakeabic  under  the  microscope. 
In  children  the  presence  of  thread-worms  {Oxy- 
uris  vermicularis)  in  the  rectum  may  lead  to  the 
discharge  of  small  amounts  of  mucus  coloured  by  a 
trace  of  blood.  The  worms  will  be  seen  readily  on 
inspection  of  the  child's  motions.  They  are  white, 
about  as  thick  as  coarse  thread,  and  }  to  |  in.  long. 
In  some  cases  the  actual  cause  of  even  much 
blood  being  passed  per  anum  remains  undiagnosable, 
and  occasionally  the  cause  seems  to  be  '  vicarious 
menstruation,"  notwithstanding  the  doubts  held  by 
many  as  to  the  possibility  of  the  latter.  The  follow- 
ing is  a  very  suggestive  case  from  the  (iractice  of 
"  Dr.  Hcuell  .Vtkinson  :  "A  girl,  age  13J.  verv  toll  for 
't^Te'wh'c!'".!!^'^'  ti^l'^J'J'i.'  Ii*-'  as*',  menstruated  regularly  for  more  than  a  year. 
(Vwm  iiHiiaii  Zotoroiory  j/rt»odi.  ^^  ]  was  Sent  for  bccause  she  was  passing  blood  per 
'  anum  ;  that  was  on  April  9.  The  blood  was  quite 
bright  and  in  considerable  quantity  ;  there  was  no  other  symptom  except  a  little  nausea 
and  vomiting  of  frothy  mucus.  Khe  complained  of  pain,  mostly  over  the  pubes  on  each 
evacuarion.  but  none  at  other  times.  No  abdominal  tenderness  or  distention.  No  tem- 
|ii-niture.  Nothing  to  be  felt  per  rectum.  On  April  14  she  passed  a  large  dark,  semi- 
iligestcd  clot.  About  the  24th  she  ought  to  have  menstruated  and  did  not.  The  blood 
cmtinued  to  be  passed  until  the  28th.  Just  a  trace  on  the  2Bth.  None  since.  She  has 
rrmained  well,  menstruation  has  recurred  regularly,  and  there  has  been  no  rei>etition  of 
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the  passage  of  blood  per  rectum,  and  she  seems  to  be  a  normal  girl.  What  was  the 
caase  of  the  bleeding,  and  where  did  it  come  from  ?  Was  it  an  instance  of  vicarious 
menstruation  ?  *' 

Oceult  lunnorrluige  is  the  term  applied  to  the  presence  of  minute  traces  of  blood 
in  the  motions,  revealed  only  by  chemical  or  spectroscopical  examination.  It  may  occur 
in  any  lesion  of  the  alimentary  canal  in  which  there  is  breach  of  surface,  as  in  ulcer,  cancer, 
or  severe  inflammation.  Such  haemorrhage  will  also  be  present  constantly  in  cases  of 
infection  with  the  parasitic  worm  Ankylostomum  duodenale  (Fig.  27).  This  condition, 
which  is  met  with  in  persons  who  have  resided  in  certain  parts  of  the  tropics  such  as  India, 
or  who  have  worked  in  mines  or  tunnels  in  which  the  soil  has  been  contaminated  by  fellow- 
workers  suffering  ftom  the  disease,  leads  to  profound  ansemia  ;  and  the  ova  of  the  worms 
may  be  found  in  the  feces  by  microscopical  examination  (Figs.  28  and  29).  The  tests  for 
occult  bleeding  may  be  applied  in  cases  of  difficulty  when  there  is  reason  to  suspect  ulcera- 
tion or  cancer.  No  meat  or  meat-extracts  must  be  administered  for  a  day  or  two  before 
the  test  is  made,  lest  the  haemoglobin  present  in  them  should  vitiate  the  results.  The 
existence  of  any  bleeding  from  the  gums  must  also  be  excluded.  One  of  the  simplest 
methods  of  detecting  occult  haemorrhage  is  to  rub  up  some  of  the  faeces  with  water,  acidify 
with  strong  acetic  acid,  and  then  shake  out  with  about  ^  volume  of  ether  ;  the  latter 
extracts  the  haematin,  and  the  characteristic  bands  may  be  detected  in  the  ethereal  extract 
by  means  of  the  spectroscope  (see  Figs.  88  and  84).  w.  Cecil  Bosanquet. 

BLOOD*  VOMITING  OF.— (See  H^matemesis,  p.  265.) 

BLOOD-PRESSUR£»  ABNORMAL.— Blood-pressure  cannot  be  gauged  accurately 
with  the  ftnger ;  when  instruments  of  precision  are  used  to  verify  opinions  expressed  as 
the  result  of  merely  feeling  the  pulse,  it  is  astounding  how  erroneous  digital  impressions  of 
pulse-tension  and  blood-pressure  are.  It  is  most  important  not  to  diagnose  an  abnormality 
of  blood-pressure  until  the  latter  has  been  measured  instrumentally.  Tliere  are  four  main 
kinds  of  blood-pressure,  namely,  maximum  systemic  arterial ;  minimum  arterial  ;  mean 
arterial ;  and  venous.  Instruments  have  been  devised  for  measuring  all  these,  but  clinic- 
ally the  only  really  important  variety  is  the  maximum  systemic  arterial  blood-pressure. 
This  may  be  either  abnormaUy  low  or  abnormally  high,  but  no  stress  should  be  put  upon  any 
but  considerable  departures  from  the  normal.  Healthy  individuals  who  have  not  been 
kept  in  bed  have  an  average  pressure  in  early  adult  life  of  120  to  130  mm.  Ilg.  Children 
have  less  than  this,  though  at  this  early  age  it  seldom  happens  that  anything  is  to  be  learned 
by  measuring  the  blood-pressure.  As  years  advance,  the  blood-pressure  tends  normally  to 
rise,  so  that  at  fifty  or  sixty  a  reading  of  150  or  160  mm.  Hg,  or  thereabouts,  which  in  a 
younger  person  would  indicate  disease,  would  be  normal. 

Abnormally  h^li  blood-pressure  may  reach  figures  such  as  820  mm.  Ilg,  and  any- 
thing from  170  mm.  Hg  upwards  is  essentially  abnormal,  whatever  the  age  of  the  patient. 
It  nearly  always  indicates  rigidity  of  the  vessels  as  the  result  of  arteriosclerosis,  and  it  is 
very  often  associated  with  renal  degeneration,  which,  as  time  goes  on,  ultimately  becomes 
red  granular  contracted  kidney.  Curiously  enough,  and  contrary  to  what  might  be  expected, 
the  maximum  systolic  blood-pressure  is  higher  than  normal  in  cases  of  heart  failure  such  as 
result  from  mitral  stenosis,  even  when  the  pulse  is  so  irregular  and  feeble  that  it  can  only  be 
felt  with  certain  beats,  and  when  one  would  have  thought  that  there  must  be  a  fall  in  the 
blood-pressure  ;  the  cause  for  the  rise  in  such  cases  is  probably  tlie  partial  asphyxia  acting 
upon  the  vasomotor  centre  ;  similarly,  a  rise  of  blood-pressure,  even  to  220  mm.  Hg  or 
more,  may  accompany  the  asphyxial  attacks  of  Raynaud's  syndrome.  Cases  of  melancholia 
have  abnormally  high  blood-pressures  ;  when  the  melancholia  improves,  the  pressure  falls, 
and  may  return  to  normal  when  the  patient  recovers  from  the  mental  symptoms.  The 
chief  importance  of  high  blood-pressure  is  in  diagnosing  arterial  or  renal  degeneration, 
with  consequent  tendency  to  apoplexy  or  to  chronic  heart  failure.  It  should  be  remembered 
that  any  patient  who  is  kept  in  bed  tends  to  have  a  diminution  in  the  blood-pressure,  and 
this  applies  to  arteriosclerotic  patients  as  well  as  others  ;  a  person  may  have  a  blood- 
pressure  of  250  mm.  Hg  or  more  when  up  and  about,  and  yet  when  he  is  kept  in  bed  the 
pressure  may  fall  to  150  nun.  Hg,  to  rise  again  when  he  returns  to  active  life.  Prolonga- 
tion of  the  first  sound  at  the  impulse  or  a  ringing  accentuation  of  the  aortic  second 
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sound,  may  serve  to  indicate  that  there  is  a  high  blood-pressure  when  no  instrument 
is  at  hand  to  verify  the  fact. 

Abnormally  low  blood-pressure  of  moderate  degree  may  be  observed  in  many  different 
•circumstances  associated  with  asthenia  ;  it  is  apt  to  accompany  Graves* s  disease  ;  and  oeeet- 
-siue  smoking  of  cigarettes  ;  but  in  itself  a  low  maximum  systemic  blood-pressure  is  seklom 
of  diagnostic  significance  excepting  in  Addison's  disease.  In  a  case  in  which  the  degree  of 
pigmentation  of  the  skin  or  of  mucous  membranes  may  leave  doubt  as  to  whether  Addison's 
disease  is  the  diagnosis  or  not,  a  blood-pressure  so  low  as  80  mm.  Hg  would  be  confirmative 
of  the  diagnosis,  although  there  are  cases  of  Addison's  disease  in  which  the  blood-pressure 
may  be  no  lower  than  110  mm.  Hg.  Herbert  French. 

BLUE  SCLEROTICS.— (Sec  Fractire,  Spontaneous,  p.  242.) 

BLUE-BRAIN.— (See  Dead  Fingers,  p.  162.) 

BOILS. — (See  Pustules,  p.  557.) 

BONE,  SWELLING  ON  A— (See  Swelling  on  a  Bone,  p.  667.) 

BONES,  SPONTANEOUS  FRACTURE  OF.— (See  Fracture,  Spontaneous,  p.  242.) 

BORBORYGMI  are  gurgling  noises  in  the  abdomen  produced  by  peristaltic  move- 
ments of  the  bowel  acting  upon  the  mixed  gaseous  and  fluid  contents.  With  the  stetho- 
scope applied  to  the  abdomen  they  may  be  heard  in  all  normal  persons,  varying  in  intensity 
at  different  phases  of  digestion.  When  a  meal  has  been  taken  after  a  period  of  fasting, 
the  passage  of  the  intestinal  contents  through  the  ileocsecal  valve  may  be  heard  distinctly 
with  the  stethoscope  placed  over  the  right  iliac  fossa  some  six  hours  or  less  after  the  meal : 
but  it  is  seldom  possible  to  decide  what  precise  portion  of  the  bowel  is  responsible  for  the 
production  of  borborygmi  heard  elsewhere. 

Normally,  these  sounds  should  not  be  audible  either  to  the  patient  or  to  other  persons ; 
but  occasionally  even  in  health  they  may  be  heard  quite  loudly.  In  some  individuals 
indeed,  especially  in  women,  the  sounds  become  annoyingly  obtrusive,  and  they  may  even 
acquire  a  pathological  degree.  They  may  be  very  loud  when  a  person  is  beginning  to  get 
over-hungry.  It  may  be  very  difficult,  however,  to  decide  exactly  as  to  their  cause  ;  some- 
times the  patient  seems  to  be  otherwise  perfectly  healthy.  More  often  there  is  evidence  of 
functional  nerve  disorder  or  hysteria,  so  that  the  borborygmi  may  be  due  to  functional 
errors  in  the  intestinal  peristalsis  or  in  the  secretions  within  the  bowel.  They  may  be 
associated  with  Flatulence  (p.  240),  though  by  no  means  necessarily  so.  Observation 
of  the  patient  may  detect  air-swallowing  ;  intestinal  putrefaction  is  indicated  by  excess  of 
indican  in  the  urine,  or  by  a  high  ratio  of  organic  to  inorganic  urinary  sulphates  ;  fermenta- 
tion of  carbohydrate  is  suggested  when  there  is  no  evidence  of  air-swallowing,  when  urine 
analyses  do  not  confirm  any  suspicion  of  proteid  putrefaction,  and  when  the  borborygmi 
arc  increased  by  carbohydrate  foods. 

Borborygmi  are  apt  to  be  increased  in  asphyxial  conditions,  and  may  be  very  marked 
in  cases  of  heart  failure  with  cyanosis. 

The  absence  of  borborygmi  may  sometimes  be  important,  for  one  of  the  first  effects  of 
peritonitis  is  to  inhibit  peristalsis  ;  without  peristalsis  borborygmi  cannot  be  produced, 
and  therefore,  if  peritonitis  is  suspected,  the  presence  of  well-marked  borborygmi  on  auscul- 
tation of  the  abdomen  is  an  argument  against  there  being  general  peritonitis,  whilst  com- 
plete silence  of  the  abdomen  is  in  favour  of  this  diagnosis.  Herbert  French. 

BRADYCARDIA,  or  undue  slowness  of  the  pulse-rate,  is  compatible  with  health, 
some  individuals  having  a  normal  pulse-rate  of  50,  whilst  in  a  few  it  does  not  exceed  40  or 
even  30  per  minute.  Occasionally  bradycardia  of  this  kind  is  found  in  more  than  one 
member  of  the  family.  It  is  important  to  auscultate  the  heart  to  exclude  the  possibility 
of  the  rate  of  the  pulse  as  felt  at  the  wrist  not  being  the  same  as  the  rate  of  the  heart-beat ; 
often,  particularly  with  mitral  stenosis,  by  no  means  every  pulse  wave  becomes  palpable 
at  the  wrist,  and  the  rate  may  then  seem  to  be  slow  when  perhaps  in  reality  it  is  twice  the 
apparent  rate. 
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Absolute  slowness  of  the  pulse-beat,  as  distinct  from  its  relative  slowness  in  proportion 
to  the  pyrexia,  is  best  seen  in  the  symptomnxiniplex  termed  Slokes-Adanu'  distaae,  the 
phenomena  ot  which  are  syncopal  attacks  associated  with  epileptiform  convulsions,  coma, 
stertor,  and  cyanosis,  the  rate  of  the  heart-beat  being  found  to  have  dropped  to  a  half  or 
even  to  less  than  half  of  that  which  is  natural.  These  symptoms  are  due  to  diihciUty  in 
'    '    1  of  the  contraction-stimulus  from^the  auricle  to  the  ventricle  along  the 


auriculo- ventricular  bundle  of  Hts.  The  inhibitory  factor  b  not  he  same  in  all  cases,  but 
is  often  associated  with  arteriosclerosis  and  degenerative  changes  in  the  bundle  of  His, 
together  with  myocardial  degeneration  and  atheroma  of  the  coronary  arteries  ;  or  to  sj'philis 
of  the  bundle  of  His  or  to  destruction  of  that  bundle  by  a  gumma,  sarcoma,  or  carcinoma. 
The  diagnosis  is  apt  to  be  that  of  epilepsy  until  the  fact  has  been  established  that  tlie  pulse- 
rate  falls  during  an  attack  to  about  half  the  normal :  but  when  this  observation  has  been 
ni3de.  the  difference  between  Stokes-Adams'  disease  and  ordinary  epilepsy  is  clear.    The 


ni  both  beiUng  fwtrciij  renulnrlj.  bat  Ihe  aurii'Le  iiotrhos  (p)  air  miiT  is 

Sfun«  patient  u  Fig.  31,  but  upon  ■  diffiireEit  oxiiAion.     lU- 
^  pferti«1  hearl-btock  ui  nbovp,  onii  sonwtlmeA  complet?.  b  in  Fi^.  37. 

phenomena  are  those  of  '  heart-block,'  the  diagnosis  ot  wJiicli  in  its  lesser  degrees  cannot 
be  made  without  careful  instrumental  records  of  the  venous  and  arterial  pulses  and  uf  the 
cardiac  movements,  made  either  by  means  of  the  polygraph,  or  belter  still  the  electro- 
cardiograph. Considerable  slowing  ot  the  pulse-rate  has  also  been  noted  in  some  cases  ot 
uTiemia,  even  without  heart-block;  Iwth  in  the  chronic  type  ot  the  affeelinii  and  during 
a  coma.  Bradycardia  is  by  no  means  constant  in  urfemia  however. 
Increased   intmcranial   pressure   sometimes  causes   bradycardia   in   certain    cases   of 
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cerebral  hcemorrhage,  tumour  or  abscess,  and  in  the  early  stages  of  tuberculous  meningUit ; 
in  other  forms  of  meningitis,  and  in  the  later  stages  of  tuberculous  meningitis,  the  initiil 
bradycardia  changes  to  tachycardia.  If  in  a  given  case  there  is  otitis  media  or  some 
other  local  infective  focus  which  might  produce  a  cerebral  abscess,  pyrexia  with  a  pulK- 
rate  of  50, 55,  or  60  is  an  argument  in  favour  of  intracranial  abscess  ;  the  other  complicatiooi 
of  otitis  media,  especially  lateral  sinus  thrombosis,  mastoid  abscess,  or  suppurative 
meningitis,  produce  a  rapid  pulse-rate  instead  of  a  slow  one  ;  the  reverse  is  not  true,  far  it 
is  not  possible  to  exclude  cerebral  abscess  merely  on  the  ground  that  there  is  no  bradycardii.  ■ 
Cerebral  tumour  can  generally  be  distinguished  from  cerebral  abscess  by  the  greater  lengtk 
of  the  history,  the  more  pronounced  optic  neuritis,  or  the  absence  of  predisposing  cause  to 
cerebral  abscess,  such  as  otitis  media  or  bronchiectasis  ;  whilst  cerebral  haemorrhage  is  more 
rapid  in  its  onset,  is  less  likely  to  have  marked  optic  neuritis,  and  if  there  is  pyrexia  it  is 
apt  to  be  extreme,  reaching  the  level  of  hyperpyrexia ;  generally  the  patient  is  an  elderly 
man  who  has  either  high  blood-pressure,  albuminuria,  or  other  evidence  of  degenerated 
arteries  or  granular  kidneys. 

In  myxcedema  the  pulse-rate  is  seldom  fast,  and  it  may  be  abnormally  slow. 

Certain  drugs  are  apt  to  slow  the  heart  markedly  when  they  have  been  administered 
in  full  doses  over  a  long  period,  the  three  most  important  being  digitalis,  strophanihus,  and 
sodium  salicylate  :  the  diagnosis  depends  on  knowledge  of  the  medicine  the  patient  is  takii^. 

Jaundice  is  generally  stated  to  cause  marked  slowing  of  the  pulse-rate  :  it  is  true  that 
artificial  introduction  of  bile  salts  and  pigments  into  the  circulation  in  animals  slows  the 
heart,  but  clinically  in  man  itps  rare  to  find  jaundice  and  absolute  bradycardia  associated. 

Herbert  French. 

BRADYPNCEA,  or  undue  slowness  of  breathing,  is  not  a  very  common  symptom, 
but  it  may  be  met  with  in  marked  degree  under  various  conditions,  of  which  the  following 
are  the  chief  : — 

1.  As  an  Effect  of  certain  Drugs  or  Poisons : — 


Chloroform 

Chloral                              ■ 

Sulphonal 

Aconite 

Opium 

Chloral  hydrate              ! 

Trional 

'     Antimony. 

Morphia 

Butyl  chloral  hydrate  ' 

Tetronal 

• 

Alcohol 

Veronal 

Medinal 

2.  Cerebral  Compression  resulting  from  : — 


Depressed  fracture  of  the 

skull 
Meningeal  haemorrhage 
Cerebral  haemorrhage 

3.  Shock  or  Collapse  from :  — 

Severe  injury 

Sudden  onset  of  acute  iHnesi 

4.  Caseous   Bronchial   Glands. 

5.  Functional  Conditions : — 

Hysteria  |    Epilepsy 

0.  Uraemia. 


Pontine  haemorrhage 
Cerebral  tumour 
Cerebral  abscess 
Cerebellar  tumour 


Cerebellar  abscess 
Osteoma  of  the  cranium 
Gumma  of  the  meninges. 


Operations 

Excessive  loss  of  fluid  from  choleraic  diarrhcea. 


Catalepsy 


I   Trance. 


7.  Diabetes  Mellltus  with  impending  Coma  (*  Air-hunger  *). 

Although  bradypnoea  may  result  from  any  of  the  above  causes,  it  is  not  constant  in 
most  of  them,  and  in  the  majority  it  is  an  incident  which,  even  if  present,  is  not  of 
diagnostic  importance.  This  applies  particularly  to  the  conditions  mentioned  in  Groups 
(1)  and  (2),  in  many  of  which  the  patient  is  likely  to  be  at  least  stuporous,  and  perhaps 
completely  comatose  (see  Coma,  p.  117).  The  cerebral  lesions  will  be  indicated  by  associ- 
ated headache,  vertigo  and  vomiting,  and  confirmed  by  the  discovery  of  optic  neuritis 
{Plate  XIX\  Figs.  K,  L,  p.  416). 

Now  and  then,  in  the  case  of  a  child  suffering  from  tuberculous  meningitis,  one  comes 
across  a  curious  type  of  slow  breathing,  in  which  two  or  perhaps  three  short  respirations 
occur  in  quick  succession,  followed  by  so  long  a  pause  that  the  patient  may  appear  to  be 
dead.  This  type,  known  as  Biot's  breathing,  does  not  resemble  Cheyne  Stokes^  breathing 
(p.  107)  clinically  at  all,  but  it  is  probably  related  to  it  pathologicaUy.     It  occurs  in  those 
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who  are  approaching  death,  but  may  be  present  for  a  day  or  more  before  death  actually 
occurs. 

If  the  bradypnoea  is  due  to  a  paison,  the  circumstances  of  the  case  may  suggest  this, 
and  it  may  be  confirmed  by  chemical  analysis  of  the  gastric  contents  or  of  the  contents 
of  adjacent  bottles  ;  though  there  may  be  the  same  difRculties  of  deciding  whether  the 
patient  is  *"  drunk  or  dying,'  as  are  discussed  on  p.  118.  One  important  point  is  not  to 
conclude  forthwith  that  the  presence  of  sugar  in  the  urine  indicates  diabetic  bradypncea 
and  coma,  for  numbers  of  patients  suffering  from  deep  alcoholism  have  sugar  in  their  urine 
for  the  time  being ;  generally,  however,  without  acetone  (p.  3)  and  in  a  low  specific 
gravity  urine. 

In  cases  of  shock  or  collapse  the  existence  of  bradypnoea  will  be  overshadowed  by  the 
other  symptoms  in  the  case,  and  it  is  not  in  itself  important. 

The  slow  breathing  that  results  sometimes  from  caseous  bronchial  glands  differs  from 
most  of  the  above  in  that  it  affects  patients,  geneially  children,  who  are  not  acutely  ill ; 
though  delicate,  they  may  even  be  going  to  school,  and  yet  their  respiration  rate  may  be 
as  slow  as  12  or  even  10  to  the  minute  for  weeks  or  months.  There  is  generally  tachy- 
cardia at  the  same  time.  Many  such  children  shake  off  their  delicacy  in  the  course  of 
a  year  or  two,  for  the  majority  of  cases  with  caseous  bronchial  glands  get  well  without 
being  diagnosed  ;  but  the  relationship  between  this  bradypncea  and  affection  of  the  glands 
has  been  established  repeatedly  in  patients  dying  from  accident  or  other  causes.  During 
life  the  diagnosis  may  be  established  by  finding  the  shadow  of  the  caseous  glands  in  the 
thorax  with  the  ;r-rays  (Fig.  61,  p.  149). 

Little  need  be  said  about  the  functional  conditions  in  which  bradypncea  may  occur. 
Old  people  tend  to  breathe  much  more  slowly  than  young  unless  there  is  shortness  of  breath 
from  emphysema,  bronchitis,  or  myocardial  affection.  Epileptics  breathe  normally 
between  their  attacks  ;  but  during  a  seizure  they  cease  breathing  altogether  for  the  first 
twenty  seconds  or  so — the  tonic  stage — and  then  their  respirations  start  slowly  and 
stertorously  ;  the  bradypnoea  may  then  cease  suddenly,  or  it  may  persist  in  minor  degree 
during  the  period  of  post-epileptic  stupor.  Hysteria  may  produce  almost  any  symptom  ; 
bradypnoea  is  possible,  though  tachypncea  is  more  common  ;  the  diagnosis  depends  upon 
other  features  of  the  case  (p.  465).  Catalepsy  and  trance  are  both  mental  conditions, 
diagnosed  by  watching  the  case  or  by  the  historj*  ;  in  catalepsy  the  movements  of  respira- 
tion may  be  very  slow,  but  they  are  obvious  ;  in  trance,  on  the  other  hand,  the  breathing 
movements  may  be  apparently  absent  altogether  for  days  or  weeks,  the  patient  lying 
motionless  like  one  dead.  The  chief  difficulty  is  to  exclude  actual  death  ;  the  thermometer 
helps  much — the  body  does  not  become  cold  ;  the  heart  sounds  may  be  just  audible  e\en 
though  the  pulse  cannot  be  felt  ;  and  the  fact  that  some  respiration  is  taking  place  may 
be  recognized  by  holding  a  bright  mirror  close  to  the  nostrils  and  mouth,  when  a  slight 
dimming  from  condensation  of  expired  air  will  be  seen.  In  very  exceptional  cases,  how- 
ever, death  is  simulated  so  closely  that  the  patient  has  been  upon  the  point  of  being 
buried  before  the  mistake  has  been  discovered. 

Urceniia  may  be  associated  with  breathing  that  is  either  rapid,  or  normal,  or  slow  ; 
the  latter  is  exceptional  ;  but  in  some  cases  of  unemic  coma  bradypncea  is  pronounced. 
Cerebral  compression  by  a  haemorrhage,  abscess,  or  tumour  may  be  simulated,  and  a 
knowledge  that  the  urine  contains  albumin  and  tube  casts,  and  that  the  blood-pressure  is 
high,  will  not  always  decide  between  them.  Recurrent  conv'ulsive  seizures  would  point 
to  unemia  to  some  extent,  but  they  may  also  occur  from  gross  brain  lesions,  and  optic 
neuritis  may  also  be  common  to  both.  To  clinch  the  diagnosis  of  urxniia  it  may  be 
necessary  to  test  blood  or  cerebrospinal  fluid  to  sec  if  it  contains  excess  of  urea. 

Diabetes  mellitus  is  liable  to  cause  the  most  characteristic  bradypnoea  of  all — the 
"  air-hunger '  of  diabetic  coma.  This  is  not  a  dyspnoea,  as  the  name  might  suggest,  but 
a  condition  of  extremely  deep  slow  breathing  with  a  maximum  respiratory  excursion  bf)th 
in  the  intake  and  in  the  output  of  air.  The  '  hunger  '  for  air  is  one  of  getting  the 
maximum  of  air  in  and  out  with  each  deep  slow  breath,  rather  than  one  of  getting  in  as 
many  breaths  as  possible  in  a  given  time.  The  patient  becomes  increasingly  drowsy,  and 
generally  complains  of  pains  in  the  upper  half  of  the  abdomen.  The  breathing  rate  begins 
to  fall  from  18  to  10,  to  14,  and  progressively  down  to  perhaps  only  0  to  the  minute. 
There  is  a  long  pause  between  each  breath,  and  then  inspiration  starts  and,  without  any 
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hurry,  the  stuperose  patient  goes  on  drawing  air  deeper  and  deeper  into  his  chest  until 
he  cannot  expand  it  to  take  in  any  more  ;  the  head  is  often  thrown  slowly  back  during 
the  process,  the  mouth  slowly  opens  wider  and  wider  as  the  head  goes  back  ;  then  there 
is  a  pause  at  the  height  of  inspiration  before  an  equally  deep,  slow,  solemn  expiration 
follows,  and  the  head  comes  forward  and  the  mouth  closes  partiaUy  until  the  next  slow 
deep  inspiration  is  in  progress.  The  patient  seldom  lives  much  longer  than  forty-eight 
hours  after  this  onset  of  air-hunger  and  diabetic  coma,  but  the  air-hunger  is  sometimes 
seen  in  cases  not  yet  comatose.  It  may  then  pass  off  for  a  time,  but  it  is  always  a  sign  of 
grave  danger,  and  it  is  the  most  characteristic  of  all  the  forms  of  bradypncea. 

Herbert  French. 

BREAST,  DISCHARGE  FROM.— (See  Discharge  from  the  Nipple,  p.  181.) 

BREAST,  PAIN  IN.— (See  Pain  in  the  Breast,  p.  429.) 

BREAST,  SWELLING  OF  THE.— (See  Swelling,  Mammary,  p.  6S5.) 

BREATH,  FOULNESS  OF  THE.— This  is  due  to  one  or  other  of  four  main  groups 
of  conditions,  namely,  septic  and  putrefactive  changes  within  the  mouth  or  nose  ;  septic 
or  putrefactive  changes  within  the  lungs  ;  smoking  or  the  ingestion  of  substances,  such  as 
garlic  or  onions,  whose  products  are  excreted  by  the  lungs  or  saliva  ;  and  severe  toxic 
conditions,  especially  those  affecting  the  alimentary  canal  or  peritoneum. 

When  the  foulness  of  the  breath  is  not  habitual,  but  occurs  as  the  result  of  recent  illness, 
there  will  be  symptoms  of  the  latter  which  point  to  the  diagnosis  quite  apart  from  the  con- 
dition of  the  breath,  and  one  need  merely  indicate  as  possible  causes  such  things  as  typhoid 
fever,  general  peritonitis,  post -puerperal  sepsis,  intestinal  obstruction,  and  a  host  of  other 
conditions  of  this  kind  in  which,  even  though  the  mouth  be  clean,  there  may  be  foulness  of 
the  breath,  such  tendency  being  greatly  exaggerated  if  sordes  have  been  allowed  to  collect. 

Foulness  of  the  breath  due  to  the  ingestion  of  foodstuffs  such  as  onions  or  garlic  is 
familiar  enough ;  there  are  certain  drugs,  for  instance  guaiacol  or  paraldehyde^  which  may 
produce  a  similar  symptom  without  the  patient*s  friends  realizing  why  the  breath  should 
be  so  tainted. 

Foulness  of  the  breath  due  to  lung  conditions  will  nearly  always  be  indicated  either 
by  the  abundant  and  putrid  sputum,  or  by  the  abnormal  physical  signs  in  the  thorax. 
The  condition  may  be  due  to  phthisis  with  secondary  infection  of  the  cavities  by  pyogenic 
organisms,  fcetid  bronchitis,  bronchiectasis,  gangrene  of  the  lungs,  empyema  or  other  abscess 
which  has  ruptured  into  the  lung.  The  cases  which  give  rise  to  most  difficulty  in  differential 
diagnosis  are  those  in  which  an  empyema  has  been  situated  deeply,  for  instance  between 
the  lower  lobe  and  the  diaphragm,  or  between  two  lobes,  without  reaching  the  surface ; 
there  may  be  absolutely  no  abnormal  physical  signs,  and  the  diagnosis  has  to  be  made  from 
the  symptoms  and  history.  The  patient  has  generally  had  some  obscure  febrile  illness, 
possibly  with  cough,  but  without  much  expectoration,  until  one  day,  after  a  particularly 
severe  bout  of  coughing,  a  large  quantity  of  pus — perhaps  a  tcacupful  or  more — has  been 
brought  up  suddenly,  since  when,  at  intervals  of  hours  and  days,  there  has  been  similar 
expectoration  of  quantities  of  putrid  pus.  Deep-seated  empyema  without  abnormal  physical 
signs  most  resembles  bronchiectasis  or  bronchiolectasis,  but  is  distinguished  by  the  sudden 
way  in  which  the  first  large  quantity  of  purulent  expectoration  came  on.  Jn  both  cases 
there  may  be  clubbing  of  the  fingers,  the  sputum  contains  pus  corpuscles  and  pyogenic  and 
non-pyogenic  micro-organisms  other  than  tubercle  bacilli,  but  no  elastic  fibres  indicative 
of  lung  destruction. 

Gangrene  of  the  lung  produces  an  unmistakeable  stench  of  the  worst  kind  ;  the  detection 
of  elastic  fibres  in  the  sputum,  after  boiling  with  caustic  soda  to  destroy  other  tissue 
elements,  clinches  the  diagnosis. 

Phthisis  xvith  cavitation  may  produce  foulness  of  the  sputum,  but  hardly  ever  the  stench 
of  gar\grene,  unless  gangrene  has  supervened.  It  is  distinguished  from  bronchiectasis  and 
from  iHdden  empyema  by  discovering  tubercle  bacilli  in  the  sputum.  The  chief  difficulty 
arises  when  the  tuberculous  part  of  the  malady  has  ceased,  the  cavities  formerly  excavated 
by  the  tuberculous  process  having  been  usurped  by  secondarj*^  pyogenic  organisms. 
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Foul  breath  is  due  in  the  great  majority  of  cases  to  local  decomposition  in  the  mouth, 
often  diagnosable  on  simple  inspection  in  the  form  of  tartitr,  septic  gums,  carious  teeth  with 
decomposing  food  particles  in  them,  pyorrhcta  cdveolariSy  or  stomaHHs  (p.  542) ;  or  it  may 
be  that  the  nose  or  throat  are  at  fault  rather  than  the  mouth,  as  the  result  of  necrosis  of  the 
nasal  bones,  purulent  hypertrophic  or  atrophic  rhinitis,  ozatna,  septic  tonsillitis  or  other  varieties 
of  Sore  Throat  (p.  618) ;  very  vile  foulness  of  the  breath  occurs  with  Vincenfs  angina 
(p.  614),  and  with  squamous-ceUed  carcinoma  of  the  mouth  or  tongue  ;  in  children  the 
possibUity  of  some  foreign  body  having  got  impacted  in  the  throat,  nose,  or  nasopharynx 
should  not  be  forgotten. 

It  is  only  when  all  such  local  conditions  have  been  excluded,  and  when  there  is  no  acute 
illness  nor  any  lesion  of  the  lungs,  that  one  can  attribute  foulness  of  the  breath  to  constipation 
or  to  dyspepsia.  It  is  sometimes  very  difficult  to  find  out  why  the  patient's  breath  is  not 
sweet,  and  indeed  there  are  some  persons  in  whom  all  the  functions  of  the  body  seem  to  be 
normal,  and  the  mouth  clean,  and  yet  the  breath  is  foul.  If  there  are  any  symptoms  of 
gastro-intestinal  disorder,  especially  flatulence  or  constipation,  one  is  inclined  to  attribute 
the  condition  of  the  breath  to  the  stomach  or  the  bowels  ;  but  when  there  are  no  symptoms 
of  error  in  these,  it  is  more  than  likely  that  the  trouble  is  due  to  some  local  condition  not 
discovered  on  ordinary  inspection,  particularly  putrefaction  of  food  particles  which  may 
become  impacted  between  the  teeth  even  in  persons  who  use  both  tooth-brush  and  mouth- 
wash daily.  Herbert  Fretich. 

BREATH,  SHORTNESS  OF.— This  is  a  very  common  complaint  which  should  be 
differentiated  carefully  from  difficulty  of  breathing,  the  latter  term  being  reser\'ed  entirely 
for  cases  of  obstruction  in  the  main  air-passage,  the  larynx,  and  trachea — diphtheria, 
growths,  and,  very  much  more  rarely,  pressure  from  without  being  the  main  causes.  Short- 
ness of  breath  is,  in  the  patient's  mind,  a  conscious  quickening  of  the  respiratory  movements 
to  supply  a  conscious  need  of  air.    The  following  are  chief  causes  : — 

Increased  Need  for  Oxygen, — Fevers  and  other  septic  processes  inducing  excessive 
oxygen  requirements.     Exercise  in  health — temporary  shortness  of  breath. 

Diminished  Supply  of  Oxygen, — (1)  Blood  conditions  in  which  the  red  corpuscles 
cannot  carry  a  sufficient  charge,  or  do  not  yield  up  their  supply  with  sufficient  ease  ; 
(2)  Cardiac  conditions  of  inefficiency  of  circulation  ;  (3)  Pulmonary  conditions  of  diminished 
surface  of  contact,  or  ease  in  contact,  of  air  and  blood  in  alveoli  ;  (4)  Atmospheric  con- 
ditions of  diminished  partial  oxygen  pressure  in  the  alveoli  of  the  lung  ;  (5)  Deformities 
of  the  chest  mechanically  preventing  the  expansion  of  the  lung.  The  diagnosis  of  these 
conditions  is  not  difficult  when  once  attention  is  drawn  to  the  possibility  of  their  occurrence, 
but  we  must  advert  briefly  to  each  of  them  to  indicate  the  guides  to  the  cause  in  a  case 
not  at  once  obvious. 

Fevers  and  Septic  Conditions. — ^The  thermometer  and  the  obvious  illness  of  the 
patient  will  generally  indicate  these  ;  nor  indeed  is  shortness  of  breath  a  common  complaint 
in  such  patients,  their  minds  being  fllled  with  other  ideas. 

Ez^*cl8e  in  Health. — Here  it  is  necessary  to  be  sure  of  the  health  ;  it  may  or  may 
not  be  that  the  person  is  merely  out  of  .condition,  and  undertakes  exercise  which  only  a 
trained  athlete  can  perform  properly.  The  only  way  to  avoid  mistakes  is  to  ask,  Does 
the  shortness  of  breath  soon  disappear  ?  and  then  to  make  a  careful  examination  of  the 
patient  to  see  if  any  of  the  undermentioned  causes  arc  at  work  : — 

1.  Blood  Conditions. — ^These  include  :  (i)  Simple  loss  of  bIoo<i  ;  (ii)  Anosmia  simplex  : 
(iii)  Anaemia,  severe,  pernicious  or  leuksemic  ;  (iv)  Polyeytha»mia  ;  (v)  Some  pathological 
constituent,  as  in  diabetes,  unemia,  Graves's  disease,  etc. 

The  actual  laboratory  diagnosis  of  the  blood  condition  is  simple  enough  if  we  decide 
to  have  it  examined.  The  points  that  may  lead  us  to  have  this  done  would  naturally  come 
in  the  following  order.  A  history  of  loss  of  blood  is  pretty  sure  to  be  vohmtecred — piles, 
excessive  menstruation,  obvious  trauma,  loss  at  parturition,  etc.  ;  suspicion  is  very  likely 
to  be  aroused  by  the  colour  of  the  patient's  face,  especially  when  coupled  with  a  primary 
complaint  of  shortness  of  breath.  Diabetes  and  urcemia  are  likely  to  show  other  signs,  and 
the  urine  will  give  the  clue  to  the  diagnosis.  Never  omit  to  have  the  blood  examined  if 
the  cause  of  a  shortness  of  breath  is  not  apparent  on  simple  physical  examination  ;  indeed, 
one  must  go  farther,  and  say  if  some  easily  diagnosable  condition  is  not  present  ;    for  it. 
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must  be  remembered  that  blood  conditions  are  the  very  ones  to  be  the  exciting  cause  of 
cardiac  inefficiency,  which  by  itself  is  often  hard  to  diagnose  if  there  be  no  obvious  bruit 
or  irregularity  in  rhythm. 

2.  Cardiac  Conditions. — Inefficiency  in  circulation.  These  include :  (i)  Valvular 
disease  (acute  and  chronic) ;  (ii)  Muscular  weakness  (fatty,  fibrosis,  etc.)  ;  (iii)  Nerve 
conditions  (arrhythmia  ?) ;   (iv)  Pericarditis  and  pericardial  effusion. 

i.  Valvular  Disease. — If  a  bruit  be  present,  it  may  fairly  be  assumed  that  the  heart  is  a 
factor  in  causing  shortness  of  breath,  but  unless  some  other  tell-tale  sign  be  present  it  must 
not  be  assumed  that  it  is  the  only  factor,  for  it  is  very  common  to  find  patients  with  bruits 
who  will  not  confess  to  shortness  of  breath. 

ii.  Muscular  Weakness, — ^We  cannot  under  the  present  heading  give  all  the  points  in 
connection  with  '  morbus  cordis  sine  murmure  *  ;  it  must,  however,  be  stated  that  a 
diminution  in  the  muscular  energy  of  the  heart  is  a  most  important  contributory  factor  in 
producing  shortness  of  breath  in  all  pathological  conditions  of  the  blood,  including  renal 
affections  and  diabetes,  in  convalescence  from  acute  disease,  and  in  acute  pericardial 
affections  ;  it  is,  perhaps,  the  commonest  cause  of  all  of  shortness  of  breath.  Want  of 
tone  in  the  sounds,  likeness  of  the  first  to  the  second  sound,  and  irregularities  in  ifaythm, 
are  the  principal  points  to  look  for.  The  urine  should  be  examined  with  care,  both  for 
albumin  and  tube-casts  ;  the  ophthalmoscope  should  be  used  in  the  detection  of  albuminurie 
retinitis  ;  and  it  is  often  wise  to  measure  the  systemic  blood-pressure  to  find  out  whether 
it  is  greatly  above  the  normal  or  not.  In  this  connection  fat  wants  special  mention  ;  fatty 
degeneration  of  heart  muscle,  and  overloading  of  the  heart  with  interstitial  fat  wiU  both 
cause  shortness  of  breath,  and  it  is  practically  impossible  to  differentiate  the  two  with 
certainty  during  life.  In  very  stout  individuals  the  latter  is  of  course  to  be  suspected,  but 
the  former  cannot  be  excluded ;  in  fact,  when  such  a  patient  complains  of  shortness  of 
breath,  his  case  requires  the  greatest  acumen  to  decide  the  cause  and  then  the  treatment. 
The  previous  general  health  affords  the  strongest  clue,  coupled  with  the  history  of  the  onset 
of  the  shortness  of  breath.  In  a  stout  subject,  as  indeed  in  all  other  patients  in  whom  I 
am  trying  to  judge  the  question,  ''  Am  I  dealing  with  a  case  of  cardiac  insufficiency  without 
a  bruit  ?  ''  I  adopt  the  following  simple  plan.  I  listen  with  the  stethoscope  to  the  heart, 
counting  the  pulse  frequency  and  noting  the  sounds  while  the  patient  is  sitting  in  a  chair 
in  the  course  of  conversation,  and  again  do  the  same  while  he  is  standing.  I  then  make 
the  patient  hurry  in  his  movements,  run  upstairs,  or  several  times  across  my  consulting 
room,  and  again  repeat  my  observations  on  frequency,  rh^i:hm,  and  sounds  ;  I  then  get 
him  to  lie  down  on  a  sofa  whilst  I  make  another  examination  on  the  same  {joints.  It  is 
thus  possible  in  three  or  four  minutes  to  get  most  valuable  information  as  to  the  response 
of  the  heart  to  increased  work,  as  well  as  to  relief  from  work,  and  to  draw  pretty  accurate 
conclusions  as  to  its  muscular  efficiency,  which  after  all  is  the  chief  point  to  be  considered. 

I  roughly  assume  that  there  is  an  average  difference  in  health  of  about  five  beats  per 
minute  between  sitting  and  standing,  that  effort  should  increase  this  difference  to  someidiere 
about  fifteen  to  twenty  beats  a  minute,  and  then  in  about  three  minutes  a  reasonably  healthy 
heart  should  resume  its  resting  frequency  from  such  mild  exertion  as  mentioned  above. 
If  exertion  removes  a  '  resting  *  irregularity  in  rhythm,  I  assume  the  heart  is  muscularly 
in  a  reasonable  state  of  health. 

iii.  Nerve  Conditions, — Local  pressure  on  the  nerves  may  cause  cardiac  arrhythmia 
and  breathlessness,  but  these  will  have  other  signs  and  symptoms  easily  discoverable; 
general  ner\'ousness  and  neurasthenia  are  often  characterized  by  shortness  of  breath  on 
exertion  or  excitement,  there  being  frequency  of  the  beat  without  any  arrhythmia. 

iv.  Pericardial  Diseases, — A  differential  diagnosis  between  these  and  a  hypertrophy 
or  dilatation  of  the  ventricles  may  be  demanded  for  other  reasons,  but  qua  ^ortness  of 
breath,  there  is  no  difficulty  in  determining  that  either  cardiac  or  pericardial  trouble  is  the 
cause. 

3.  Pulmonary  Conditions. — ^These,  again,  will  be  fairly  obvious  on  proper  examination, 
including,  as  they  do,  evcr^*^  disease  of  the  lung  ;  but  we  would  specially  draw  attention  to 
the  possible  presence  of  a  quiet  pleural  effusion,  which  not  very  infrequently  is  so  insidious 
as  to  give  rise  to  no  complaint  but  that  of  shortness  of  breath.  Again,  in  the  early  dsLys 
of  phthisis,  it  may  be  that  a  cough  and  shortness  of  breath  are  nearly  all  that  is  complained 
ef.     Bronchitis,    advanced    tubercle,    bronchopneumonia,    lobar    pneumonia,    and    acute 
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pleurisy,  are  all  easily  recognizable  causes  of  shortness  of  breath.  The  only  intrinsic 
affection  of  the  lungs  not  at  once  easily  discoverable  is  emphysema  without  its  usually 
accompanying  bronchitis  ;  the  shape  of  the  chest,  the  deficiency  of  vesicular  sounds,  the 
increased  resonance  to  percussion  will  generally  give  a  clue. 

4.  Atmospbeiic  Conditions  need  no  diagnosis ;  partial  asphyxia  by  bad  air,  high 
mountains,  and  caisson  work,  are  the  three  chief  alterations  in  gaseous  surroundings.  All 
arc  obvious. 

5.  Deformities  of  Chest  are  again  obvious  ;  Pott's  curvature  is  the  chief  one.  They 
derive  their  importance  from  the  fact  tJiat  conunonly  one  lung  is  fiors  de  combat  almost  to 
start  with,  and  hence  a  ver>'  slight  affection  of  the  other  may  cause  great  difficulty  in 
breathing.  Fred.  J,  Smith. 

BREATHING,  GHEYNE-STOKES.— (See  Chevne-Stokes  Respiration,  p.  107.) 

SLOW. — (See  Bradvpncea,  p.  84.) 


BRITTLE  BONES.— (See  Fracture,  Spontaneous,  p.  242.) 

BRUITS,   CARDIAC. 

I.— SYSTOLIC    BRUITS. 

(A).  Systolic  Bruits  In  the  Mitral  Area. — When  a  definite  systolic  bruit  is  audible 
over  the  mitral  area  which  corresponds  to  that  portion  of  the  chest  wall  lying  immediately 
over  the  cardiac  apex,  its  cause  is  sometimes  obvious.  If,  for  example,  a  person  who  has 
previously  had  an  attack  of  rheumatic  fever  presents  a  bruit  with  its  point  of  maximum 
intensity  over  the  cardiac  apex,  conducted  outwards  into  the  left  axilla,  there  being  lost, 
and  heard  again  near  the  inferior  angle  of  the  left  scapula,  then  such  a  bruit  is  almost 
certainly  due  to  organic  disease  of  the  mitral  valve  causing  regurgitation  through  it.  This 
is  confirmed  by  finding  that  the  heart  is  enlarged,  the  area  of  cardiac  dullness  increased, 
and  the  apex  beat  displaced  downwards  and  to  the  left.  Such  enlargement  points  to  the 
cardiac  condition  not  being  of  recent  origin  ;  bulging  of  the  praecordia,  often  seen  in  children, 
is  additional  evidence  in  the  same  direction. 

In  some  cases,  however,  the  diagnosis  is  not  so  obvious,  and  for  a  definite  conclusion 
to  be  arrived  at  it  is  necessary  to  consider  all  the  following  conditions  which  may  produce 
a  svstolic  bruit  in  the  mitral  area  : — 

(1).  Mitral  regurgitation,  due  to  chronic  organic  disease  of  the  mitral  valve. 

(2).  Acute  endocarditis  :   (a)  Simple  ;    (6)  Ulcerative  or  malignant. 

(3).  Mitral  regurgitation  where  there  is  no  disease  of  the  mitral  valve,  but  dilatation 
of  the  left  ventricle  as  the  result  of  (a)  Disease  of  the  aortic  valve  ;  (6)  Disease  of  the 
myocardium,  such  as  myocarditis,  parenchymatous  degeneration,  fatty  heart,  fibroid  heart  ; 
(f)  Disease  external  to  the  heart,  causing  hypertrophy  and  dilatation  of  the  left  ventricle 
such  as  arterial  sclerosis  and  interstitial  nephritis  ;  (d)  Adherent  pericardium,  which  is 
frequently  associated  with  organic  disease  of  the  valves. 

(4).  Functional  bruits. 

(5).  Cardio-respiratory  bruits. 

(6).  Congenital  malformation  of  the  heart. 

(7).  Aneurysm  of  the  heart. 

(8).  Acute  pericarditis. 

1.  The  following  points  are  in  favour  of  the  bruit  being  due  to  organic  disease  of  the 
mitral  valve  of  long  standing :  (a)  Enlargement  of  the  heart,  shown  by  displacement  of 
the  apex  beat  and  increase  in  the  area  of  cardiac  dullness.  In  mitral  regurgitation  tlie 
enlargement  is  due  to  hypertrophy  and  dilatation  of  the  left  ventricle,  the  differential 
diagnosis  of  the  other  causes  of  which  will  be  found  on  p.  206  ;  (b)  A  histor>'  of  past 
rheumatic  fever  or  of  chorea  ;  (c)  The  age  of  the  patient  :  in  children  and  young  adults 
mitral  regurgitation  is  far  more  likely  to  be  the  result  of  a  previous  endocarditis  than  of 
dilatation  of  the  mitral  orifice  without  valvular  disease  ;  (d)  The  absence  of  pyrexia  helps 
in  excluding  a  recent  endocarditis,  though  in  children  sufferiiit;  from  rheumatic  endocarditis 
the  temperature  is  often  normal  while  they  are  being  treated  with  salicylates.  In  cases  of 
recent  endocarditis  there  may  be  no  physical  signs  of  any  great  enlargement  of  the  left 
ventricle,  and  usually  the  apex  beat  is  found  close  to  its  normal  position. 
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2.  Acute  endocarditis  is  nearly  always  associated  with  some  other  affection ;  for 
example,  there  may  be,  or  have  been,  acute  rheumatism  or  chorea,  or  pneumonia  or  some 
other  infectious  process,  such  as  scarlet  fever,  er^'sipelas,  septicaemia,  or  puerperal  fever. 
The  heart  is  not  found  to  be  enlarged,  or  only  to  a  slight  extent,  provided  that  the  condition 
is  not  one  of  an  acute  endocarditis  affecting  old  sclerotic  valves ;  the  bruit  is  soft  and 
blowing — ^never  musical  in  simple  cases — and  it  is  localized  to  the  impulse  instead  of  being 
transmitted  into  the  axilla.  In  malignant  endocarditis  the  constitutional  disturbances  may 
be  severe  ;   the  points  in  the  diagnosis  will  be  found  on  p.  34. 

8.  The  points  in  favour  of  mitral  regurgitation  due  to  dilatation  of  the  left  ventricle  are : 

(a)  The  age  of  the  patient ;  myocardial  degenerations,  except  those  occurring  in  infectious 
processes,  are  not  likely  to  be  present  before  middle  life  ;  (b)  The  presence  of  arterial 
sclerosis  and  chronic  interstitial  nephritis,  as  determined  by  increased  blood-pressure, 
accentuation  of  the  aortic  second  sound,  thickening  of  the  radial  arteries,  retinitis,  and 
polyuria  with  a  trace  of  albumin  ;  (c)  The  existence  of  non-rheumatic  aortic  obstruction 
or  regurgitation  with  hypertrophy  and  dilatation  of  the  left  ventricle ;  (d)  Shortness  of 
breath  and  cardiac  distress  upon  exertion,  without  any  obvious  cardiac  lesion  ;  if  these 
be  associated  with  oedema  of  the  legs,  engorgement  of  the  lungs,  and  enlargement  of  the 
liver  without  a  very  high  blood-pressure  and  without  obvious  primary  lung  trouble  such 
as  fibrosis  or  emphysema,  dilatation  of  the  mitral  orifice  as  the  result  of  myocardial 
degeneration  is  probable.  If  this  is  the  result  of  fatty  infiltration,  the  cardiac  condition  is 
often  part  of  general  obesity. 

Regurgitation  through  the  mitral  valve  may  be  caused  by  a  dilatation  of  the  left 
ventricle  dependent  upon  an  adherent  pericardium.  The  following  signs  of  adherent  peri- 
cardium must  be  looked  for  :  (a)  Systolic  retraction,  which  is  best  determined  by  inspection 
of  the  chest  wall  from  the  side,  and  is  due  to  an  indrawing  of  the  intercostal  spaces  during 
the  ventricular  systole.  When  this  is  situated  near  the  apex  beat  it  is  due  to  an  adherent 
pericardium  :  it  may  also  be  noticed  over  the  lower  sternal  region,  or  at  the  ensiform 
cartilage,  or  over  a  lower  left  rib  behind  the  posterior  axillary  line.  Systolic  retraction 
is  not  always  due  to  an  adherent  pericardium,  for  in  thin  persons  and  in  children  a  systolic 
indrawing  of  the  third  and  fourth  left  intercostal  spaces  close  to  the  sternum  is  often  seen, 
and  is  produced  by  the  normal  recession  of  the  base  of  the  heart  during  each  ventricular 
systole.  Systolic  retraction  due  to  adherent  pericardium  is  often  followed  by  (6)  Ihe 
diastolic  shock,  palpable  and  due  to  the  sudden  relaxation  of  the  ventricular  wall ;  (c)  Liastolic 
collapse  of  the  veins  of  the  neck,  or  Friedreich's  sign,  which  is  produced  during  the  ventricular 
diastole  ;  it  is  found  chiefly  in  this  condition,  but  does  not  always  occur,  and  is  sometimes 
seen  without  pericardial  adhesion  being  present ;  (d)  The  pulsus  paradoxus,  the  cardiac  beats 
becoming  more  feeble  at  the  end  of  inspiration,  so  that  during  each  inspiration  the  pulse- 
beat  becomes  very  weak,  or  is  lost. 

4.  A  systoUc  bruit  at  the  cardiac  apex  may  be  functional  in  origin,  in  which  case  it  is 
localized  to  the  mitral  area,  being  conducted  only  for  a  short  distance  into  the  axilla,  and 
not  heard  posteriorly.  The  condition  is  associated  with  anaemia  and  other  debilitating 
conditions.  Other  functional  bruits  are  nearly  always  associated  with  it,  especially  one  in 
the  pulmonary  area,  and  also  a  bruit  de  diable  in  the  neck. 

5.  A  cardio-respiratory  bruit  is  frequently  heard  at  the  cardiac  apex,  and  is  sometimes 
mistaken  for  one  caused  by  mitral  regurgitation.  The  bruit  varies  with  the  movements 
of  respiration,  the  more  usual  sounds  heard  being  bruits  corresponding  with  the  ventricular 
systoles  of  two  or  three  heart-beats  during  inspiration.  Such  murmurs  should  not  be 
ignored,  as  they  may  be  due  frequently  to  pleuritic  friction.  To  distinguish  them  from  cardiac 
bruits  is  usually  easy,  and  the  chief  diagnostic  points  are  :  (a)  Cardio-respiratory  bruits 
vary  in  intensity  with  the  movements  of  respiration,  being  louder  during  inspiration. 

(b)  Wlicn  present  at  the  apex  they  are  abolished  when  the  breath  is  held  in  deep  inspiration. 

(c)  They  vary  in  intensity  and  character  with  alterations  in  the  posture  of  the  patient. 

(d)  The  bruits  sound  nearer  to  the  ear  than  cardiac  bruits,  (e)  Each  bruit  commences 
suddenly  and  ends  abruptly.  (/)  They  are  not  conducted  in  the  recognized  direction  of 
valvular  murmurs. 

G.  A  congenital  systolic  bruit,  when  heard  in  the  mitral  area,  is  always  part  of  a  loud 
bruit  with  its  point  of  maximum  intensity  nearer  the  base  of  the  heart.  When  such  a 
murmur  is  heard  in  children,  with  little  or  no  displacement  of  the  apex  beat,  and  the  area 
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of  cardiac  dullness  is  increased  to  the  right  of  the  sternum,  the  condition  is  always  congenital. 
The  lesion  will  generally  be  either  patent  septum  ventriculorum,  pulmonary  stenosis,  or 
patent  ductus  arteriosus  (p.  156).  Mitral  regurgitation  due  to  a  congenital  defect  practically 
never  occurs. 

7.  An  aneurysm  at  the  cardiac  apex  is  rare,  and  is  scarcely  possible  to  diagnose,  so  that 
it  need  not  be  taken  into  account  when  considering  the  differential  diagnosis  of  apical  bruit. 

8.  When  acute  pericarditis  is  present,  a  systolic  bruit  which  is  part  of  a  '  to-and-fro  * 
friction  murmur  may  be  heard  in  the  mitral  area.  Such  a  murmur  changes  its  character 
with  the  pressure  of  the  stethoscope  and  with  the  different  phases  of  respiration  ;  and  it  is 
not  conducted  into  the  axilla.    Other  signs  of  pericarditis  are  usually  present  (p.  213). 

(B).  Systolic  Bruits  over  the  PaUnonary  Area,  i.e.,  over  the  second  left  intercostal 
space  close  to  the  sternum,  may  be  caused  by  the  following  conditions  : — 

(1).  Congenital  cardiac  malformations,  especially  pulmonary  stenosis  and  patent  ductus 
arteriosus. 

(2).  FunctiomU  bruit. 

(3).  Cardio-respiratory  bruit. 

(4).  Acquired  pulmonary  stenosis,  which  is  a  very  rare  lesion. 

To  distinguish  between  an  organic  and  congenital  defect  and  a  functional  condition  is 
usually  quite  easy.  Pulmonary  stenosis  is  nearly  always  congenital,  and  is  theicfore  found 
for  the  most  part  in  chUdren  ;  and  its  presence  is  confirmed  by  other  signs  of  congenital 
heart  disease,  such  as  little  or  no  displacement  of  the  apex  beat  with  considerable  enlarge- 
ment of  the  right  side  of  the  heart,  together  with  cyanosis  of  varying  degree,  and  clubbing 
of  the  fingers  (p.  Ill)  and  toes.  With  a  patent  ductus  arteriosus  the  bruit  is  often  similar, 
although  cyanosis  and  clubbing  of  the  fingers  and  toes  are  usually  absent ;  instead  of  the 
murmur  being  definitely  either  systolic  or  diastolic  in  time,  a  long  rumbling  bruit,  com- 
mencing during  systole  and  passing  on  into  the  diastole  of  the  ventricles,  is  heard.  Such 
a  bruit  is  considered  to  be  pathognomonic  of  this  congenital  defect,  as  it  is  impossible  for 
a  bruit  extending  from  systole  into  diastole  to  be  produced  within  the  heart.  When  a 
patent  ductus  arteriosus  is  present,  a;-ray  examination  of  the  heart  sometimes  shows  a 
shadow  bulging  to  the  left  between  the  arch  of  the  aorta  and  the  left  ventricle.  It 
appears  like  a  *cap'  above  the  ventricle,  due  to  dilatation  of  the  pulmonary  artery. 
X'TAy  examination  will  help  in  the  diagnosis  of  most  forms  of  congenital  heart  disease, 
because  it  shows  definitely  the  enlargement  of  the  right  heart  with  little  alteration  in  the 
position  of  the  left  border. 

Other  congenital  malformations,  such  as  a  patent  interventricular  septum,  may  produce 
a  systolic  bruit  in  the  pulmonary  area,  though  the  maximum  intensity  of  the  abnormal 
sound  is  lower  down  on  the  left  of  the  sternum  ;  in  many  cases,  however,  the  differential 
diagnosis  of  the  ventricular  congenital  malformation  is  impossible. 

2.  The  functional  pulmonary  bruit  is  common  in  chlorosis  and  other  anaemic  and 
debilitated  conditions,  and  in  exophthalmic  goitre  ;  it  is  also  frequent  in  school-children 
let.  5-15.  The  bruit  alters  with  the  position  of  the  patient,  being  louder  in  the  recumbent 
than  in  the  erect  posture,  whereas  in  congenital  defects  the  position  of  the  patient  has 
very  little  influence  upon  the  loudness.  The  presence  of  a  bruit  de  diable  in  the  neck  confirms 
the  diagnosis  of  the  functional  origin  of  the  bruit,  and  there  is  generally  no  such  increase 
of  cardiac  dullness  to  the  right  of  the  sternum  as  occurs  in  congenital  malformation  and 
acquired  pulmonary  stenosis.  A  systolic  thrill  may  be  present  in  the  pulmonary  area  both 
in  organic  and  functional  conditions,  but  is  more  common  in  the  former  and  therefore  in 
favour  of  pulmonary  stenosis. 

A  systolic  bruit  is  frequently  heard  over  the  upper  portion  of  the  manubrium  in  young 
chiklren  in  the  sitting  posture,  when  the  head  is  so  raised  that  the  eyes  are  looking  directly 
up  at  the  ceiling.  It  disappears  when  the  chin  is  lowered.  It  is  usually  of  no  importance, 
although  it  may  be  a  sign  of  enlarged  lymphatic  glands  at  the  bifurcation  of  the  trachea. 

3.  Cardio-respiratory  bniits  are  sometimes  heard  at  the  basse  of  the  heart,  and  more 
often  on  the  left  side  of  the  sternum.  They  vary  with  the  movements  of  respiration  and 
also  with  changes  in  the  posture  of  the  patient,  but  not  in  so  definite  manner  as  do  the 
cardio-respiratory  bruits  which  are  heard  in  the  mitral  area. 

4.  Pulmonary  stenosis  may  be  an  acquired  lesion,  although  very  rarely  ;  if  in  a  young 
adult  such  a  bruit  as  has  just  been  described  is  present,  and  if  there  is  a  past  history-  of 
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rheumatic  fever,  together  with  lesions  of  the  other  valves,  especially  the  mitral,  then  it 
may  be  fairly  presumed  that  the  bruit  is  due  to  an  acquired  pulmonary  stenosis.  The 
history  helps  greatly  in  the  diagnosis,  for  if  the  lesion  were  congenital  there  would  be 
symptoms  of  its  presence  dating  back  to  infancy. 

Systolic  bruits  due  to  other  valvular  lesions  may  also  be  heard  over  the  pulmonary 
area,  but  they  have  their  point  of  maximum  intensity  over  other  portions  of  the  praecordia. 
and  are  only  heard  over  the  pulmonary  area  on  account  of  their  loudness  and  extent. 
These  bruits  are  not  likely  to  be  mistaken  for  those  that  have  just  been  described. 

(C).  Systolic  Bruits  over  the  Aortic  Area. — When  a  systolic  bruit  is  heard  with  its 
point  of  maximum  intensity  in  the  aortic  area,  which  corresponds  to  that  portion  of  the  chest 
wall  overlying  the  second  right  costal  cartilage,  and  is  conducted  upwards  into  the  vesseb 
of  the  neck,  it  arises  either  at  the  aortic  valve  or  in  the  ascending  portion  of  the  aorta.  Tlie 
chief  point  in  the  diagnosis  between  these  two  conditions  is  the  character  of  the  aortic  second 
sound.  If  the  bruit  be  due  to  changes  in  the  valves  causing  obstiuction,  then  the  second 
sound  will  be  altered  in  character,  being  muffled  and  sometimes  inaudible,  as  the  rigidity  of 
the  aortic  cusps  prevents  them  closing  suddenly  in  the  normal  manner.  The  presence  of 
an  aortic  diastolic  bruit  would  make  quite  clear  the  valvular  origin  of  the  systolic  bruit. 
When  the  bruit  is  due  to  changes  in  the  aorta,  in  consequence  of  atheroma,  dilatation,  or 
aneurysm,  and  not  to  aortic  obstruction,  then  the  second  sound  is  usually  dear.  The 
presence  of  a  pulsating  tumour,  pulsation  in  the  second  right  intercostal  space  without  a 
tumour,  or  dullness  in  this  region,  would  suggest  an  aneurysm  and  so  confirm  the  diagnosis 
of  the  bruit  arising  in  the  aorta.  A  systolic  bruit  over  the  aortic  area  is  of  frequent 
occurrence  ;  but  for  the  purpose  of  diagnosis  it  must  be  remembered  that  such  a  bruit  is 
rarely  due  to  stenosis,  and  more  frequently  results  from  a  progressive  sclerosis  of  the  aortic 
valve  without  real  stenosis,  or  from  changes  in  the  aorta.  Before  aortic  stenosis  is  diagnosed 
there  should  be  a  loud  systolic  bruit  in  the  second  right  intercostal  space,  together  with  a 
systolic  thrill,  and  evidence  of  hypertrophy  of  the  left  ventricle.  If  the  bruit  is  due  to 
acute  endocarditis,  with  vegetations  on  the  semilunar  valves,  then  the  left  ventricle  is  not 
enlarged  to  such  an  extent  as  in  aortic  obstruction,  or  in  atheroma  of  the  aorta.  Afunctional 
bruit  confined  to  the  aortic  area  is  very  rare,  but  may  be  distinguished  by  there  being  no 
enlargement  of  the  left  ventricle,  and  by  the  presence  of  other  functional  bruits,  especially 
a  bruit  de  diable.  If  marked  anaemia  exists,  either  from  some  primary  blood-disease  or 
secondary  to  a  cachectic  condition,  due  to  malignant  disease,  tuberculosis,  malaria,  a  large 
haemorrhage,  etc.,  then  the  diagnosis  of  a  functional  bruit  is  confirmed. 

In  rare  cases  a  very  loud  systolic  bruit  in  the  aortic  area  is  due  to  a  saccular  aortic 
aneurysm  opening  into  the  pulmonary  artery  or  into  the  superior  vena  cava  ;  in  either  case 
there  will  generally  be  a  history  of  acute  dyspnoea  developing  suddenly,  together  with 
cyanosis  ;  and  when  the  superior  vena  cava  is  opened  into  in  this  way  there  is  generally 
acute  oedema  of  the  face,  neck,  and  arms  also  {Fig.  99,  p.  208).  X-ray  examination  may 
assist  the  diagnosis  materially  in  either  case. 

(Z>).  Systolic  Bruits  over  the  Tricuspid  Area. — A  bruit  heard  best  over  the  tricuspid 
area,  which  corresponds  to  that  part  of  the  chest  wall  overlying  the  lower  portion  of  the 
sternum,  is  of  diagnostic  importance  in  that  it  indicates  tricuspid  regurgitation,  which  is 
nearly  always  due  to  dilatation  of  the  right  ventricle.  That  the  bruit  is  due  to  tricu^d 
regurgitation  is  confirmed  by  finding  the  cardiac  dullness  extending  to  the  riglit  of  the 
sternum,  fullness  and  pulsation  in  the  veins  of  the  neck,  and  evidence  of  failing  cardiac 
compensation,  as  shown  by  oedema  of  the  legs,  and  enlargement  and  pulsation  of  the  liver. 
Many  bruits,  systolic  in  rhythm  and  produced  at  the  tricuspid  valves,  are  best  audible  in 
the  neighbourhood  of  the  cardiac  impulse,  but  they  are  not  conducted  outwards  into  the 
left  axilla  like  bruits  produced  at  the  mitral  valve.  On  the  other  hand,  when  a  mitral 
systolic  bruit  is  loud  enough,  it  may  be  audible  in  the  tricuspid  area,  but  there  would  not 
be  the  signs  of  passive  congestion  unless  there  was  general  failure  of  compensation.  It 
should  be  borne  in  mind,  of  course,  that  tricuspid  regurgitation  often  occurs  without  pro- 
ducing any  bruit  at  all,  so  that  absence  of  systolic  biuit  does  not  exclude  tricuspid  leakage. 

II.— DIASTOLIC  BRUITS. 

A  diastolic  bruit  heard  over  the  precordia  is  always  due  to  organic  disease  of  the  heart. 
If  it  be  present  over  the  aortic  area,  that  is,  over  the  second  right  costal  cartilage  close  to 
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t!ic  sternum,  and  conducted  downwards  along  the  left  border  of  the  sternum,  and  sometimes 
outwards  towards  the  cardiac  impulse,  then  the  bruit  is  due  to  aortic  regurgitation. 
Sometimes  its  point  of  maximum  intensity  is  in  the  aortic  area,  sometimes  to  the  left  of 
the  sternum  in  the  third  intercostal  space.  Examination  of  the  puisne  confirms  the  diagnosis, 
for  the  ^  water-hammer  *  pulse  is  found  only  with  aortic  regurgitation.  Capillary  pulsation 
is  also  present ;  it  is  demonstrated  by  placing  a  glass  slide  on  the  everted  lower  lip,  or  by 
pressing  the  finger  nail  so  that  the  proximal  half  of  it  remains  pink  and  the  other  is 
blanched,  or  by  stroking  the  forehead  firmly  with  the  finger  and  watching  the  alternate 
blanching  and  reddening  of  the  resultant  streak.  Capillary  pulsation  may  also  be  found 
in  cases  of  marked  ansemia,  and  in  the  normal  person  in  a  Turkish  bath.  A  double 
murmur  is  frequently  heard  over  the  larger  arteries  in  aortic  regurgitation,  particularly 
over  the  femoral  artery,  where  it  is  spoken  of  as  Duroziez's  sign.  The  first  murmur  is 
produced  when  the  vessel  is  distended  with  blood,  and  the  second  when  the  blood-pressure 
suddenly  falls  on  account  of  the  regurgitation. 

As  the  diastolic  bruit  of  aortic  regurgitation  is  frequently  associated  with  a  systolic 
one,  the  result  of  aortic  obstruction,  a  '  to-and-fro  '  murmur  is  produced  which  may  some- 
times be  mistaken  for  pericardial  friction  sound.  In  pericardial  friction  the  systolic  and 
diastolic  sounds  do  not  commence  accurately  with  the  first  and  second  sounds  of  the  heart, 
are  not  conducted  in  the  recognized  direction  of  an  endocardial  bruit,  and  are  altered  in 
intensity  by  the  pressure  of  the  stethoscope.  Having  decided  that  the  bruit  is  due  to 
aortic  regurgitation,  it  must  be  remembered  that  such  a  lesion  may  be  the  result  of : — 

1 .  A  progressive  sclerosis  of  the  aortic  valves,  being  part  of  a  general  arterial  degenera- 
tion, or  due  to  a  localized  syphilitic  lesion. 

2.  Endocarditis,  either  rheumatic  or  malignant. 

3.  Rupture  of  a  segment,  due  to  either  excessive  strain  on  an  already  diseased  valve, 
or  to  malignant  endocarditis. 

4.  Dilatation  of  the  aortic  ring,  secondary  to  dilatation  or  aneurysm  of  the  ascending 
portion  of  the  arch  of  the  aorta. 

5.  CongeniUtl  nuUformation. 

The  age  of  the  patient  helps  greatly  in  the  difTerential  diagnosis  ;  if  the  lesion  be  found 
in  a  child  or  young  adult,  the  condition  is  almost  invariably  the  result  of  endocarditis  ; 
if,  on  the  other  hand,  aortic  regurgitation  occurs  in  middle  life,  it  is  nearly  always  due  to 
sclerosis  of  the  aortic  valve,  especially  syphilitic,  and  the  diagnosis  is  confirmed  by  finding 
a  positive  Wassermann  reaction,  or  degenerative  changes  in  other  arteries,  chronic  renal 
disease,  and  considerable  hypertrophy  of  the  left  ventricle.  If  the  regurgitation  be  due  to 
dilatation  of  the  aortic  ring,  it  can  only  be  diagnosed  when  the  existence  of  dilatation  or 
aneurysm  of  the  ascending  portion  of  the  arch  of  the  aorta  is  indicated  by  dullness  in  the 
second  right  intercostal  space  close  to  the  sternum,  by  pulsation  or  a  pulsating  tumour 
in  this  area,  or  by  an  j?-ray  examination.  Sometimes  the  aneurysm  may  be  situated  just 
above  the  sinuses  of  Valsalva,  and,  while  producing  aortic  regurgitation  by  causing  dilata- 
tion of  the  aortic  ring,  may  give  no  other  physical  sign  of  its  presence.  It  may  be  very 
small,  and  yet  may  cause  sudden  death  by  rupture  into  the  pericardial  sac. 

A  diastolic  bruit  heard  only  down  the  left  border  of  the  sternum  is  practically  always 
due  to  aortic  regurgitation,  but  on  some  occasions  it  may  be  produced  by  pulmonary 
regurgitation  as  the  result  of  endocarditis,  dilatation  of  the  pulmonary  ring,  or  a  con- 
genital defect.  Pulmonary  regurgitation  is  most  often  secondary  to  mitral  stenosis,  due 
to  dilatation  of  the  pulmonary  orifice  as  the  result  of  increased  pressure  in  the  pulmonary 
circulation.  The  other  two  forms  are  very  rare,  and  difficult  to  distinguish  from  aortic 
regurgitation  unless  there  is  evidence  of  enlargement  of  the  right  ventricle  and  not  of  the 
left,  and  there  is  no  '  water-hammer '  pulse  as  in  aortic  regurgitation. 

Diastolic  bruits  audible  at  the  cardiac  impulse  are  due  either  to  endocarditis  of  the 
mitral  valve,  to  mitral  stenosis,  or  to  aortic  regurgitation.  An  aortic  diastolic  bruit  is 
often  conducted  as  far  as  the  cardiac  apex  and  replaces  the  second  sound  here  ;  sometimes 
the  diastolic  bruit  which  is  heard  in  the  aortic  area  is  lost  on  being  traced  down  the  left 
border  of  the  sternum,  to  reappear  at  the  apex.  The  diastolic  bruits  of  mitral  stenosis  cum 
l>e  distinguished  by  their  appearance  later  in  the  diastolic  period,  and  the  most  common 
is  presystolic — a  crescendo  murmur  ending  in  a  loud  slapping  first  sound.  An  aortic 
regurgitant  bruit  is  generally  blowing  in  character,  whereas  the  bruit  of  mitral  stenosis  is 
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often  rumbling.  Early  diastolic,  mid-diastoUc,  and  late  diastolic  bruits,  occur  also  in 
mitral  stenosis,  but  none  of  these  should  be  mistaken  for  the  bruit  of  aortic  regurgitatioii, 
as  the  latter  condition  would  be  associated  with  hypertrophy  and  dilatation  of  the  left 
ventricle,  the  apex  beat  being  displaced  outwards  and  downwards,  even  to  the  sixth  inter- 
costal space,  and  would  be  confirmed  by  the  characteristic  ^  water-hammer '  pulse.  In 
mitral  stenosis  without  mitral  regurgitation  there  is  very  Uttle  displacement  of  the  apex 
beat, ^  because  the  left  ventricle  is  not  enlarged.  The  bruit  of  mitral  stenosis  is  often 
associated  with  a  presystolic  thrill,  whereas  that  of  aortic  regurgitation  is  not. 

In  order  to  understand  the  various  bruits  which  occur  in  mitral  stenosis,  the  nuuiner 
in  which  they  are  produced  must  be  discussed.  They  are  caused  by  the  blood  being  forced 
through  tlie  stenosed  mitral  valves.  The  two  forces  which  produce  this  are  the  contraction 
of  the  walls  of  the  left  auricle  and  of  the  right  ventricle.  The  suction  action  of  the  left 
ventricle  during  its  diastole  is  probably  not  sufficient  in  itself  to  cause  the  bruit,  but  simply 
helps  in  the  work  of  the  left  auricle  and  right  ventricle.  The  presystolic  bruit  of  mitral 
stenosis  occurs  during  the  end  of  the  ventricular  diastole,  and  corresponds  to  the  s^'stole 
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Fig.  39. — Diagram  of  the  bruits  of  mitral  stenosis  (^Sawyer's  Phynfol  Signs). 


of  the  left  auricle.  A  mid-diastolic  bruit  sometimes  occurs  in  mitral  stenosis.  This  may 
be  the  only  bruit  present,  but  there  may  be  a  presystolic  bruit  as  well,  resulting  in  two 
distinct  bruits  during  the  ventricular  diastole.  These  two  bruits  may  be  fused  into  one 
when  the  contractions  of  the  right  ventricle  and  left  auricle  are  vigorous.  The  mid-diastolic 
bruit  is  probably  due  to  the  previous  contraction  of  the  right  ventricle  increasing  the  blood - 
pressure  in  the  lungs  and  left  auricle,  and  so  forcing  the  blood  through  the  stenosed  mitral 
valve.  It  varies  slightly  in  its  situation  in  the  ventricular  diastole  in  different  cases,  but 
whether  early  or  late  it  is  always  separate  from  the  previous  second  sound  instead  of 
replacing  the  latter  in  the  way  an  aortic  regurgitant  murmur  does.  When  the  force  of  the 
contractions  of  the  left  auricle  begins  to  fail,  or  when  there  is  auricular  fibrillation,  as  shown  by 
total  irregularity  of  the  heart  or  by  an  electro-cardiogram  {Fig,  196,  p.  486),  the  presystolic 
bruit  often  disappears.  In  mitral  stenosis  there  may  therefore  be  a  presystolic  bruit,  or  a 
mid-diastolic  bruit,  or  mid-diastolic  and  presystolic  bruits,  or  a  bruit  which  occupies  almost 
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the  whole  of  the  ventricular  diastole.  With  all  these  bruits  the  first  sound  at  the  apex  is 
usually  slapping  or  thumping  in  character.  This  alteration  in  the  first  sound  may  be 
present  without  any  of  the  above-mentioned  bruits,  and  is  in  itself  very  characteristic  of 
mitral  stenosis.  In  some  cases  the  second  soimd  is  reduplicated  at  the  cardiac  apex,  while 
in  others — and  this  in  the  majority  of  the  cases — it  is  inaudible.  The  pulmonary  second 
sound  is  accentuated  or  reduplicated.  The  bruit  may  be  accompanied  by  a  mitral  systolic 
bruit,  as  regurgitation  often  occurs  through  the  stenosed  orifice. 

A  presystolic  bruit  in  the  mitral  area  is  usually  due  to  mitral  stenosis,  but  it  also  occurs 
without  any  mitral  stenosis  in  some  cases  of  aortic  regurgitation  or  of  dilatation  of  the  left 
ventricle,  when  the  bruit  is  spoken  of  as  FHnfs  murmur.  To  distinguish  between  the  latter 
and  the  similar  bruit  of  actual  mitral  stenosis  may  be  difficult ;  in  an  uncomplicated  case 
of  mitral  stenosis  the  apex  beat  is  normal  in  position,  but  when  Flint*s  murmur  is  present 
the  apex  beat  is  displaced  to  the  left  on  account  of  the  enlargement  of  the  left  ventricle. 
The  presence  of  aortic  disease  also  points  in  the  direction  of  the  bruit  being  Flint's  murmur. 
This  bruit  is  often  considered  to  be  caused  by  the  vibration  of  the  anterior  curtain  of  the 
mitral  valve  as  it  lies  between  the  regurgitating  blood-stream  through  the  aortic  orifice 
and  that  flowing  into  the  ventricle  from  the  left  auricle.  If  this  were  the  true  explanation, 
Flint's  murmur  should  occur  early  in  diastole  instead  of  being  presystolic.  Another  view 
is  that  the  blood  regurgitating  through  the  aortic  orifice  lifts  the  anterior  curtain  of  the 
mitral  valve,  and  so  obstructs  the  mitral  orifice  at  the  end  of  the  ventricular  diastole. 
Neither  of  these  explanations  seems  to  be  sufficient  to  account  for  the  murmur.  In  a 
normal  heart  the  ratio  of  the  diameter  of  the  mitral  opening  to  that  of  the  left  ventricle  is 
about  1  to  2  ;  in  mitral  stenosis,  on  account  of  the  contracted  orifice,  the  ratio  may  be,  say, 
^  to  2,  the  size  of  the  left  ventricle  remaining  the  same,  and  a  presystolic  bruit  occurs.  In 
aortic  regurgitation,  although  the  diameter  of  the  mitral  orifice  remains  the  same,  yet  the 
diameter  of  the  left  ventricle  is  greatly  increased  on  account  of  its  dilatation.  The  ratio 
between  the  diameter  of  the  mitral  opening  to  that  of  the  left  ventricle  might  be,  say,  1  to  4, 
or  exactly  the  same  ratio  as  occurs  in  mitral  stenosis — a  relative  mitral  stenosis  when  the 
size  of  the  mitral  opening  is  compared  with  that  of  the  left  ventricle.  The  one  condition  is 
merely  on  a  larger  scale  than  the  other  (Fig.  40)  ;  and  as  the  altered  ratio  of  these  two 
diameters  produces  in  mitral  stenosis  a  presystolic  bruit,  it  is  probable  that  the  same  ratio, 
although  the  factors  are  on  a  larger  scale,  produces  in  aortic  regurgitation  a  Flint's  murmur 
— which  is  also  presystolic  in  time.  A  presystolic  bruit  is  sometimes  present  without  any 
aortic  regurgitation,  and  without  mitral  stenosis,  but  always  with  an  enlarged  left  ventricle  ; 
and  this  seems  to  point  to  the  regurgitation  of  the  blood  through  the  aortic  valves  not 
taking  any  direct  part  in  the  production  of  the  bruit.  The  following  diagrammatic  draw- 
ings of  the  heart  are  constructed  to  show  the  probable  mode  of  production  of  Flint's 
murmur  : — 


Normal  hearL  Mitral  stcncwis.                                                    ^^ 

Ratio     of     diameter    of  Ratio  alKMit  A  to  2.                                Dilated  left  ventricle. 

mitral  valves  and  dia-  Presystolic  bruit.                       Ratio  about   1   to    I  ;  i.f.  tlie  siinie 

meter  of  left  ventricle,  proportion   as  in    mitrsil   stonosi>. 

about  1  to  2.  I'resystolic  bruit  (llint'!*). 

FUf.  40. — Diagram  to  explain  the  origin  of  Flint's  murmur  (Sawyer's  Physical  Sujns), 

Diastolic  bruits  are  heard  only  ver\'  occasionally  over  other  areas  of  the  |)fircordia, 
but  it  is  possible  for  a  presystolic  bruit  to  occur  in  the  tricuspid  region  as  the  result  ol 
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tricuspid  stenosis  ;   such  a  bruit  is  rarely  present  without  valvular  disease  of  the  left  side 
of  the  heart  also. 

A  functional  bruit  is  never  diastolic  in  rhythm  ;  but  it  is  important  to  distinguiflfa 
the  mid-diastolic  bruit  of  acute  endocarditis  from  the  similar  bruit  of  fibrotic  steno«Li 
During  endocarditis  there  is  some  thickening  of  the  valve-flaps  from  inflammatory  oedema, 
and  this  leads  to  bruits  not  unlike  those  of  fibrous  stenosis.  The  diagnosis  depends  upon 
(1)  The  development  of  the  bruit  under  observation  :  if  in  a  case  of  acute  rheumattsm  a 
mid-diastolic  bruit  is  noticed  to  develop  rapidly,  it  cannot  be  due  to  fibrosis,  and  must  result 
from  acute  inflammation  of  the  valve  ;  (2)  The  course  of  the  bruit :  if  it  is  due  to  fibrosii 
it  will  persist,  if  to  endocarditis  it  will  change  with  time,  becoming  less  deflnite  if  the 
endocarditis  resolves,  more  deflnite  if  the  inflammation  goes  on  to  scarring  and  stenosb ; 
(3)  The  age  of  the  patient :  mitral  stenosis  does  not  occur  commonly  before  puberty,  so 
that  it  is  most  risky  to  interpret  a  diastolic  apical  bruit  in  a  child  as  being  due  to  mitial 
stenosis.  j.  E.  H.  Samfer. 

BULL£. — A  bulla  is  literally  a  water-bubble  ;  it  is  synonymous  with  bleb  or  blister ; 
it  differs  from  a  vesicle  only  in  its  size,  which  may  be  from  half  an  inch  in  diameter  to  that 
of  a  tangerine  orange  or  more.  Almost  any  vesicular  skin  disease  may  be  of  bullous  degree 
occasionally  ;  there  are  certain  diseases  in  which  bullae  ate  characteristic  ;  and  there  are 
yet  other  affections  in  which,  although  bullae  are  not  always  present,  they  may  occur 
sometimes  in  a  marked  degree.  The  following  are  the  chief  conditions  under  which  bulfae 
are,  or  may  be,  a  prominent  feature  of  the  case  : — 


A .  Conditions  in  which  Bulue  are  usual  : — 


Pemphigus 
Eryth<;ma  bullosum 
Dermatitis  herpetiformis 


Herpes  gestationis 


Pemphigus  neonatoruin 
Cheiropompholyx 


Erythema  iris 
Epidermolysis  bullosa 

Local  application  of  vesicants,  such  as  cantharides,  arnica,  rhus  toxicodendron,  croton 
oil,  nitric  acid,  scalding  water,  hot  solids,  or  extreme  cold,  for  instance  after  freezing 
with  carbon-dioxide  snow. 

Local  friction  by  splints  after  fractures  ;  or  by  boots,  oars,  tools,  ete. 

B,  Conditions  in  which  Typical  Bullae  may  occur,  though  they  are  not  usual  : 


Erysipelas  Glanders 

Impetigo  contagiosa  Syphilis 

lodism  :         Syringomyelia 


Frostbite 

Raynaud's  disease 
Scur\'y 


Bromidism  ^         Gangrene 

Extreme  oedema  from  Bright's  disease  or  heart  failure 

Workers  amongst  turpentine,  chrysarobin,  varnish,  aniline  dyes,  and  other  chemicals ; 

tar  products,  resin,  volatile  oils  ;    satin-wood,  primula  obconica,  and  some  other 

plant  products. 
Poisoning  by  large  doses  of  certain  hypnotic  drugs,  notably  veronal  and  acetanilide, 

especially  towards  the  end  of  a  fatal  case. 

The  diagnosis  is  sometimes  obvious  ;  for  instance,  fierpes  gestationis — also  known  as 
hydroa  gestationis,  erythema  gestationis,  and  dermatitis  pruriginosa  polymorpha  recurrens 
graviditatis — is  probable  when  a  bullous  eruption  develops  in  a  pregnant  woman  ;  and  the 
diagnosis  is  certain  if  there  is  a  liistory  of  former  pregnancies  each  associated  with  a  similar 
eruption,  with  complete  freedom  from  the  complaint  between  the  pregnancies.  The  eruption 
itself  is  precisely  similar  to  that  of  dermatitis  herpetiformis,  described  below,  and  there  is 
generally  eosinophilia  (p.  99).  In  most  cases  the  trouble  begins  in  the  later  months  of 
pregnancy,  but  tends  to  develop  earlier  in  each  successive  pregnancy  ;  and  whereas  in  most 
cases  it  subsides  rapidly  when  the  child  is  bom,  in  a  few  instances  it  may  last  into  the  puer- 
perium,  or  even  develop  only  during  that  period.  The  most  troublesome  part  of  the  com- 
plaint is  the  itching  and  irritation,  that  often  amount  to  actual  pain.  A  person  subject  to 
pemphigus  or  er>i;hema  bullosum  might  develop  an  attack  during  pregnancy  ;  but  herpes 
gestationis  is  excluded  if  recurrence  takes  place  apart  from  pregnancy,  whilst  the  occurrence 
of  the  bullous  eruption  solely  in  association  with  pregnancy  makes  the  diagnosis  obvious. 

Bullae  in  an  infant  generally  receive  the  term  pemphigus  neonatorum,  but  the  eruption 
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is  not  related  to  ordinary  pemphigus,  so  it  is  a  pity  the  word  pemphigus  is  employed  at  all. 
There  are  two  distinct  varieties,  namely  :  (1)  That  in  which  the  bullae  are  chiefly  on  the 
hands  and  feet,  one  of  the  manifestations  of  a  severe  and  generally  fatal  type  of  congenital 
syphilis,  in  which  the  eruption  appears  almost  immediately  after  birth  instead  of  after  an 
interval  of  days  or  weeks,  as  in  other  cases  ;  and  (2)  That  in  which  there  is  an  infection  of 
the  skin  of  the  nature  of  impetigo — generally  staphylococcal,  but  in  some  cases  due  to  less 
usual  organisms  such  as  the  Bacillus  pyoqfaneus — ^producing  bullae  instead  of  the  more 
usual  pustules ;  the  latter  is  an  affection  of  poverty-stricken  districts,  occurring  in  more 
or  less  epidemic  form,  sometimes  closely  related  to  the  practice  of  a  particular  midwife, 
and  fortunately  rare  now-a-days. 

Cheiropompholyx  may  generally  be  recognized  at  once.  It  is  a  dysidrosis,  and  the 
sweat-glands  of  the  palms  and  soles  are  most  affected,  though  those  of  the  forehead,  chest, 
and  back  may  sometimes  be  affected  too.  As  a  rule  the  sweat  retained  in  the  glands 
produces  subcutaneous  vesicles  that  are  barely  larger  than  sago  grains  ;  as  the  superficial 
epidermis  becomes  worn  off,  the  little  sweat-cysts  reach  the  surface,  a  process  assisted  by 
the  scratching  that  usually  results  from  the  accompanying  irritation.  After  each  cyst 
bursts  there  is  desquamation  which  may  simulate  that  of  scarlatina.  The  malady  occurs 
in  summer  weather,  or  in  tropical  climates,  especially  in  those  who  perspire  freely. 

Blisters  produced  by  vesicants  are  diagnosed  readily  when  it  is  known  that  any  applica- 
tion is  being  used.  Difhculty  arises  mainly  in  two  classes  of  persons,  namely,  (1)  In  those 
who  live  in  houses  upon  which  the  Rhtis  toxtcodendron  is  grown  as  a  Virginia  creeper,  the 
nature  of  the  case  being  discovered  usually  from  the  fact  that  the  patient  is  always  affected 
when  at  home,  and  never  when  away ;  and  (2)  In  hysterical  patients,  or  in  malingerers, 
who  produce  the  skin  eruption  surreptitiously.  If  the  latter  is  suspected,  it  is  generally 
possible  to  place  the  patient  under  conditions  which  preclude  self-application,  when  the 
disappearance  of  lesions  confirms  the  diagnosis  ;  or  the  actual  vesicant  employed  may  be 
discovered,  liquor  epispasticus  for  instance,  or  some  other  preparation  of  cantharides  ; 
croton  oil ;  capsicum  ;  carbolic  acid  ;  mylabris  ;  iodine  ;  or  one  of  the  strong  mineral  acids, 
especially  nitric  acid. 

The  relationship  of  occupation  to  a  bullous  dermatosis  may  become  obvious  from  the 
way  the  skin  trouble  recurs  whenever  any  particular  work  is  resumed  ;  the  list  above 
indicates  the  kind  of  occupations  that  are  liable  to  produce  it ;  nearly  all  these  produce 
bulla"  far  more  seldom  than  they  do  a  vesicular  dermatitis. 

Kxlremely  ccdematous  tissues  are  easily  blistered,  and  on  this  account  one  must  be 
chary  of  diagnosing  anything  but  simple  blisters  when  bulla;  develop  upon  (edematous  legs 
or  other  parts  in  association,  for  instance,  with  Bright s  disease,  or  in  chronic  heart  cases  with 
failing  compeasation.  The  same  applies  to  the  blebs  arising  on  the  skin  of  fractured  limbs, 
and  also  in  the  region  of  a  local  gangrene  ;  or  necrosis  of  the  soft  parts  due  to  such  causes 
as  frost-bite f  or  Raynaud's  disease,  or  scurvy.  The  diagnosis  in  these  cases  will  nearly  always 
be  clear  enough,  and  so  will  it  be  in  cases  of  simple  blisters  due  to  friction. 

Having  thus  excluded  the  more  obvious  cases,  there  remain  :  pemphigus,  erythema 
bullosum.  dermatitis  herpetiformis,  erythema  iris,  epidermolysis  bullosa,  erysipelas,  impetigo 
contagiosa,  iodism,  bromism,  glanders,  syphilis,  and  syringomyelia.  Of  these,  acquired 
syphilis  is  so  seldom  bullous  that  it  would  not  be  diagnosed  unless  there  was  strong  collateral 
evidence  of  the  nature  of  the  complaint.  Syringomyelia  is  rare  also,  and  bulla;  occur  in  but 
a  small  proportion  of  the  cases  ;  should  they  do  so  they  would  attract  attention  from  being 
confined  to  a  local  area,  the  fingers  and  hands  for  instance,  leaving  the  rest  of  the  person 
free.  The  diagnosis  would  be  confirmed  by  finding  cutaneous  sensibility  natural,  though 
the  patient  cannot  distinguish  pain  from  touch,  or  heat  from  cold,  in  the  affected  parts. 
The  cutaneous  affections  of  sjrringomyelia  are  known  as  Morvan's  disease.  The  lesions 
arise  because  the  skin  is  insensitive  to  things  that  are  painful  or  hot  enough  to  produce 
sores  and  blisters. 

The  patient^s  occupation  may  suggest  the  malady  in  a  case  of  bullous  glanders  ;  ii  horse 
with  which  the  patient  had  to  do  might  be  known  to  be  affected  with  the  complaint.  The 
skin  eruption  is  sometimes  quite  a  late  manifestation  of  a  prolonged  and  obscure  febrile 
illness  when  the  glanders  infection  has  started  internally,  for  instance  in  the  lungs.  The 
Bacillus  mallei  may  be  found  in  direct  smears  from  the  contents  of  the  bulla?,  or  in  cultures 
from  them.     Bacteriological  methods  afford  the  final  criterion  of  glanders. 
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Both  bromides  and  iodides  may  produce  various  types  of  skin  eruptions.  The  ponunoimt 
is  simple  acne ;  but  there  may  be  a  patchy  er^'thema  with  cutaneous  infiltration  or  nodubr 
swelling  studded  with  yellow  points  from  which  thick  puriform  fluid  can  be  expressed ;  ort 
confluent  furuncular  lesion  ;  or  a  true  bullous  eruption  or  hydroa.  The  latter  is  decidedly 
rare,  but  its  occurrence  should  be  borne  in  mind,  and  inquiry  made  as  to  any  drugs  tint 
the  patient  may  be  taking  ;  in  the  case  of  iodides  the  urine  gives  a  bluish-green  colour  with 
the  guaiaeum  test,  though  no  blood  is  present,  and  if  there  is  still  doubt  a  quantity  of 
urine  may  be  evaporated  down,  and  either  bromine  or  iodine  detected  by  ordinary  chemical 
tests.  Bromide  and  iodide  eruptions  have  been  recorded  in  infants  at  the  breast  whm  the 
mother  has  been  taking  the  drug  without  herself  presenting  any  cutaneous  symptoms. 

Bullous  impetigo  contagiosa  is  a  variety  of  impetigo.  Fluid  accumulates  in  the  infected 
spots  so  quickly  that  at  first  it  does  not  appear  to  be  purulent,  but  rather  to  take  the  form 
of  big  vesicles  or  bullae.  These  often  become  pustular,  and  as  they  dry  up  the  crusts  over 
them  have  a  characteristic  yellow  honey -like  appearance.  The  condition  can  be  diagnosed, 
as  a  rule,  from  the  fact  that  other  parts  of  the  body  present  the  typical  lesions  of  ordinaiy 
impetigo  ;  there  may  be  other  patients  afTected  in  the  same  house  or  school,  and  the  condi- 
tion is  as  readily  curable  by  antiseptic  measures  as  is  impetigo.  There  is  a  very  rare  and 
extremely  grave  disease  described  as  impetigo  herpetiformis  in  pregnant  women :  but  this 
seems  to  be  an  aggravated  form  of  dermatitis  herpetiformis  or  herpes  gestationis  become 
purulent  and  contagious.     It  is  found  in  Austria,  but  not,  apparently,  in  England. 

Erysipelas  is  a  familiar  cause  of  bullae,  and  when  blebs  are  present  upon  the  typical 
tender,  slightly  raised,  and  well  demarcated  red  skin  at  the  height  of  the  affection,  in  associa- 
tion with  the  constitutional  symptoms  and  pyrexia,  there  can  seldom  be  difficulty  in  the 
diagnosis.  It  is  when  the  erysipelas  is  subsiding  or  has  subsided,  whilst  the  bulUc,  or  the 
remains  of  them,  are  still  obvious,  that  difficulty  might  arise.  Streptococci  may  be  detected 
bacteriologically. 

If  all  the  above  conditions  can  be  excluded,  and  the  patient  is  suffering  from  a  disease 
of  which  bullae  with  more  or  less  erythema  are  the  chief  manifestation,  then  the  diagnosis 
has  been  narrowed  down  to  one  or  other  of  the  following  :  pemphigus,  erythema  bullosum. 
dermatitis  herpetiformis,  erythema  iris,  and  epidermolysis  bullosa ;  there  is  evidence  to 
show  that  these  are  closely  related  in  some  respects,  the  different  names  applying  to  affec- 
tions that  differ  more  in  type  than  kind.  If  the  patient  develops  bullae  on  various  parts  of 
the  trimk  and  limbs  without  any  erythema,  or  at  any  rate  without  any  er^-thema  until  the 
bullae  have  been  present  a  longer  or  shorter  time,  the  condition  is  described  as  pemphigus. 
If  the  bullae  develop,  not  on  normal-looking  skin,  but  upon  places  where  there  has  already 
been  erythema,  associated  with  more  or  less  itching,  or  even  pain,  before  the  bullae  develop, 
and  if  the  whole  eruption  consists  of  this  combined  condition  of  erythema  and  large  bulls, 
the  name  used  to  designate  it  is  erythema  lullosum.  If  the  bullae  tend  to  dry  up  at  their 
central  parts  and  then  to  be  followed  by  a  secondary  ring  of  vesicles  or  blebs  around  the 
original  one,  these  secondary  vesicles  being  followed  in  turn  by  others  upon  a  yet  laiger 
ring  outside  them,  the  condition  is  referred  to  as  herpes  iris  or  as  erythema  iris,  according 
as  there  is  little  or  much  erythema  before  the  first  vesicles  or  bullae  appear.  VVhen  the 
bullae  are  apt  to  develop  on  any  part  of  the  body  from  a  degree  of  rubbing  or  scratching 
which  in  the  ordinary  individual  would  be  quite  unlikely  to  produce  blisters,  this  undue 
tendency  to  blister  formation  from  what  ought  to  be  inadequate  causes  is  spoken  of  as 
epidermolysis  bullosa,  a  condition  which  may  persist  throughout  life  without  necessarily 
leading  to  any  other  untoward  symptoms  ;  it  is  probably  related  to  factitious  urticaria. 
Dermatitis  herpetiformis  is  a  polymorphous  eruption,  of  which  bullae  form  but  a  part ;  the 
trouble  begins  with  itching  of  the  skin,  and  more  or  less  general  disturbance,  part  of  which 
arises  from  the  loss  of  sleep  entailed  by  the  irritation.  In  various  parts  of  the  body  or  limbs 
erythematous  and  urticarial  patches  super\'ene,  some  of  which  subside  without  further 
development,  whilst  upon  others  clusters  of  vesicles  soon  appear.  Many  of  the  clusters 
contain  twenty  or  thirty  vesicles  upon  a  single  inflamed  base  ;  some,  fewer  vesicles  of  larger 
size  ;  others  develop  into  typical  blebs  varying  in  area  from  that  of  a  sixpence  to  that  of  a 
half-crown.  No  region  of  the  body  is  exempt.  The  characters  of  the  lesion  are  precisely 
similar  to  those  found  in  pregnant  women  suffering  from  herpes  gestationis,  but  there 
must  be  a  difference  in  causation,  for  the  latter,  though  it  occurs  with  every  successive  preg- 
nancy in  the  same  woman,  remains  in  c()mi)lete  abeyance  between  the  pregnancies,  whilst 
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dermatitis  herpetifonnis — ^Diihring^s  disease  or  hydroa — may  occur  in  either  sex  and  at 
almost  any  age,  though  it  is  less  common  in  children  than  in  adults.  It  is  probably  due 
to  the  action  of  some  poison  circulating  in  the  blood,  derived  perhaps  from  the  food  in 
some  cases  ;  it  is  possible  for  two  persons  to  be  taken  ill  after  partaking  of  the  same 
food,  one  with  acute  gastro-intestinal  symptoms,  such  as  diarrhoea  and  vomiting  ;  the 
other  with  acute  pemphigus ;  it  looks,  therefore,  as  if  pemphigus  and  its  allies  may  be 
related  to  the  acute  urticaria  that  is  so  familiar  in  certain  cases  of  shcU-flsh  poisoning. 

Any  one  of  the  bullous  dermatoses  may  be  either  acute,  subacute,  or  chronic  ;  in  any 
of  these  degrees  there  may  be  practically  no  constitutional  disturbance  on  the  one  hand,  or 
the  patient  may  be  so  ill  with  pyrexia  and  anorexia  as  to  require  to  stay  in  bed  ;  not  a  few 
such  cases  prove  fatal.  In  all  the  bullous  dermatoses  the  eruption  may  be  restricted  to 
the  cutaneous  surface  ;  but  the  bulls  may  also  occur  upon  mucous  membranes,  especially 
of  the  mouth,  palate,  oesophagus,  nose,  colon,  rectum,  and  vagina.  Even  when  temporary 
recovery  has  taken  place  there  is  a  tendency  for  subsequent  attacks  to  occur.  There  is 
also  a  tendency  to  haematoporphyrinuria  during  the  exacerbations. 

Finally,  it  may  be  emphasized  that  although  it  is  often  stated  as  a  general  rule  that 
many  skin  diseases  may  be  associated  with  eosinophilia,  as  a  matter  of  fact  few  skin  diseases 
other  than  the  bullous  dermatoses  produce  any  marked  degree  of  eosinophilia,  so  that  a 
differential  leucocyte  count  may  afford  valuable  diagnostic  evidence.  The  absence  of 
eosinophilia  by  no  means  excludes  pemphigus  or  erythema  bullosum  or  any  other  bullous 
dermatosis,  but  the  presence  of  eosinophilia  in  a  doubtful  case  increases  the  probability  of 
the  condition  being  one  of  these  ;  it  is  noteworthy  that  whereas  eosinophile  cells  may 
abound  in  the  contents  of  the  natural  bullae,  those  which  occmr  in  a  blister  produced  artifi- 
cially in  the  same  case  present  no  such  eosinophilia.  Herbert  French, 

BUZZING  IN  THE  EARS.— (See  Tinnitus,  p.  722.) 

CACHEXIA  literally  means  *  a  bad  habit,^  and  is  an  ill-deflned  term  used  to  include 
almost  any  depraved  condition  of  the  body  in  which  nutrition  everywhere  is  defective.  It 
is  generally  applied  to  patients  who  exhibit  at  the  same  time  progressive  loss  of  weight,  and 
change  of  complexion  in  the  direction  of  sallowness  or  actual  anaemia.  (See  Wkight,  Loss 
OF.  p.  768  ;  and  Anaemia,  p.  20.)  The  word  is  generally  prefixed  by  a  qualifying  adjective, 
such  as  cancerous^  syphilitic,  malarial,  tuberculous  cachexia,  the  diagnosis  being  indicated  by 
other  symptoms  or  by  the  history'.  Other  varieties  of  cachexia  that  may  be  given  special 
mention,  and  which,  if  they  are  borne  in  mind,  are  not  as  a  rule  difficult  of  diagnosis,  are 
C,  splenica,  including  blood  diseases  such  as  leucocythemia,  in  which  with  progressive  loss  of 
weight  and  anaemia  there  is  enlargement  of  the  Spleen  (p.  028)  :  C  uteriria,  from  chronic 
non-fatal  lesions  of  the  uterus  or  other  pelvic  organs,  notably  leucorrhcea,  chronic  endo- 
metritis, or  fibroid  tumours  ;  and  often  accompanied  by  brown  disfiguring  pigmentation 
(chloasma  uterinum),  especially  on  the  forehead  and  round  the  eyes  ;  C,  parasitica,  due  to 
infection  by  the  more  serious  intestinal  or  other  parasites,  especially  Ankylostomum  duo- 
deiiale,  Bothriocephalus  lotus,  Bilharzia  hcematobia,  and  Trichina  spiralis  ;  C.  chlorotica,  a 
synonym  for  chlorosis  ;  C  mercurialis,  attributed  to  the  effects  of  mercur>%  though  perhaps 
really  due  to  the  syphilis  for  which  the  mercurj'  has  been  given  ;  C.  exophthalmica,  some- 
times associated  with  Graves's  disease  ;  C  palustris,  or  marsh  cachexia,  due  either  to  actual 
malaria  or  to  constant  living  in  unhealthy,  damp  surroundings  ;  C.  alkalina,  the  bad  health 
caused  by  taking  laige  quantities  of  alkalies  for  a  long  period,  and  evidenced  by  pallor, 
breathlessness,  emaciation,  and  anaemia  ;  C,  aquosa,  also  called  pica,  and  C.  africana,  a 
tenn  given  to  an  anaemic  condition  leading  to  serous  effusion,  and  often  accompanied  by 
perversion  of  appetite,  seen  in  hot  climates  and  especially  among  negroes  :  it  has  received 
many  names,  such  as  white  tongue,  stomach  disease  of  negroes,  negro  cachexy,  intratropical 
anaemia,  dirt-eating  disease  ;  doubtless  many  different  disorders  have  been  included  under 
this  name,  including  the  results  of  malaria  or  of  intestinal  worms  ;  C\  renalis,  which  results 
from  prolonged  albuminuria,  especially  in  subacute  tubal  nephritis  :  C\  scorbutica,  a  con- 
dition formerly  described  as  associated  with  rickets,  though  more  likely  related  to  the 
infantile  scurvy  of  Barlow,  nutrition  being  impaired,  the  head  and  upper  part  of  the  body 
perspiring  profusely  during  sleep,  anaemia  developing,  and  the  patient  being  intolerant  of 
bed-clothes  owing  to  tenderness  or  actual  painfulness  of  the  bones  from  subperiosteal  haemor- 
rhages ;  there  may  or  may  not  be  bleeding  gums  ;  C.  saturnina,  from  chronic  lead  poisoning. 

Herbert  French 
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CAMMIDGErS  PANCREATIC  REACTION.— The  improved  pancreatic  reaction 
depends  upon  the  fact  that  when  the  urine  of  a  patient  suffering  from  pancreatic  inflamma- 
tion is  hydrolysed  by  boiling  with  dilute  HCl,  a  substance  having  the  reactions  of  a  pentose 
is  set  free,  and  may  be  recognized  by  conversion  into  its  osazone  crystals  by  treatment 
with  phenylhydrazine,  a  golden  yellow  flocculent  deposit  of  flexible  hairlike  crystals  forms, 
arranged  in  microscopic  sheaves,  readily  soluble  in  dilute  sulphuric  acid.  The  appearance 
and  solubility  of  the  crystals  are  very  characteristic,  but  as  glycuronic  acid,  which  is  set 
free  to  a  greater  or  less  extent  in  all  urines  during  the  hydrolytic  process,  also  forms  a  crystal- 
line compound  with  phenylhydrazine,  it  is  removed  by  treating  the  still  acid  urine  with 
tribasic  lead  acetate,  after  the  excess  of  hydrochloric  acid  has  been  neutralized  with  lead 
carbonate.  The  lead  that  goes  into  solution  has  also  to  be  removed  by  converting  it  into 
an  insoluble  sulphide  or  sulphate  before  the  phenylhydrazine  test  is  applied. 

The  results  of  clinical  experience  and  many  animal  experiments  have  demonstrated 
that  a  positive  '  pancreatic '  reaction  is  strong  presumptive  evidence  of  a  disturbance  of 
function  and  of  active  degenerative  changes  in  the  pancreas.  In  n>ost  cases  these  are 
consequent  on  inflammation,  either  acute  or  chronic,  but  in  a  few  instances  a  positive 
reaction  seems  to  rise  from  abnormal  physiological  activity.  The  latter  may,  however,  be 
neglected  for  all  practical  purposes,  for  it  is  not  associated  with  symptoms  suggestive  of 
pancreatic  disease. 

It  has  been  pointed  out  repeatedly  that  the  pancreatic  reaction  is  not  pathognomonic 
of  pancreatitis,  and  the  writer  must  again  insist  that  the  results  of  the  test  must  be  con- 
sidered in  conjunction  with  the  clinical  symptoms  and  the  evidence  to  be  obtained  by  a 
complete  analysis  of  the  urine  and  fseces.  By  doing  so  one  can  not  only  obtain  confirmation 
of  the  indications  given  by  this  special  method  of  examination,  but  also  infer  the  probable 
caase  of  the  changes  in  the  pancreas,  which  is  a  most  important  point,  for  pancreatitis  is 
rarely,  or  never,  a  primary  disorder,  but  is  usually  secondary  to  an  ascending  catarrh  from 
the  duodenum,  gall-stones  in  the  common  bile-duct  or  in  the  ampulla  of  Vater,  invasion  of 
the  pancreas  by  a  duodenal  or  gastric  ulcer,  malignant  disease  either  primary  in  the  pancreas 
or  secondary  to  some  other  organ,  back-pressure  from  disease  of  the  heart  or  lungs,  arterio- 
sclerosis, alcoholism  and  cirrhosis  of  the  liver,  syphilis,  tubercle,  influenza,  typhoid  fever, 
mumps,  etc.,  etc.  In  many  of  these  the  clinical  signs  and  symptoms  alone  are  sufficient  to 
indicate  the  cause  of  the  pancreatitis,  but  in  others  they  are  so  indefinite  or  obscure  that  it 
is  only  by  considering  the  results  of  a  complete  quantitative  and  qualitative  analysis  of  the 
urine,  and  fseces  also,  that  a  correct  diagnosis  can  be  arrived  at. 

A  single  negative  pancreatic  reaction  does  not  exclude  chronic  pancreatitis,  or  rather 
the  results  of  inflammation  of  the  pancreas,  for  the  reaction  is  only  given  when  there  are 
active  degenerative  changes  in  the  gland  at  the  time  when  the  urine  is  being  excreted. 
Cirrhosis  of  the  pancreas  due  to  past  inflammation  does  not,  therefore,  cause  a  reaction  after 
the  inflamniation  has  subsided.  Cancer  of  the  pancreas  too  is  associated  with  a  positive 
reaction  in  only  about  25"  per  cent  of  cases,  the  presence  of  the  growth  being  apparently 
unattended  by  any  inflammatory  changes  in  the  {)ancreas  in  the  remaining  75  per  cent. 

As  the  ordinary  nieUiod  of  carrying  out  the  test  is  interfered  with  by  the  presence 
of  sugar  in  the  urine,  a  modification,  in  which  a  hydrochloric  acid  solution  of  the  precipi- 
tated lead  salt  from  the  basic  lead  acetate  solution  is  submitted  to  steam  distillation,  has 
l>een  devised  (Cammidge,  (Glycosuria  and  Allied  Conditions,  p.  274).  The  quantity  of  fur- 
furaldehyde  formed  is  detennine<l  by  treating  the  distillate  with  sodium  nitrite  and  then 
titrating  with  iodine  solution.  This  method,  which  can  also  be  used  for  sugar-free  urines, 
gives  quantitative  results  by  which  one  case  can  be  compared  with  another,  and  the  course 
of  any  one  be  followed  accurately.  Numerous  experiments  have  shown  that  the  •  iodine 
coeflicient '  of  normal  urines  is  nil,  and  that  even  when  simple  digestive  and  hepatic  disturb- 
ances are  present  it  rarely  exceeds  10  to  15  per  cent.  VMien  theie  is  inflammation  of  the 
pancreas  the  iodine  coefficient  rises  to  ten,  twenty,  or  more  per  cent,  with  a  total  for  the 
twenty-four  hours  urine  of  100,  200,  or  over.  As  one  would  expect  from  the  qualitative 
test,  many  cases  of  cancer  of  the  pancreas  give  a  negative  iodine  coeflicient,  but  in  some 
25  per  cent  similar  readings  to  those  obtained  in  cases  of  pancreatitis  are  obtained. 

Other  points  to  be  noticed  in  examining  the  urine  from  suspected  cases  of  pancreatic 
disease  are  :  - 

1.  The  presence  of  calcium  oxalate  crj^stals  (see  Oxaluria,  p.  423)  in  the  centri- 
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fugalized  deposit ;  these  are  met  with  in  68  per  cent  of  cases  of  chronic  pancreatitis,  or 
73  per  cent  if  jaundiced  cases  are  excluded. 

2.  A  pathological  excess  of  urobilin  (see  Plate  XXXI V,  Fig,  12,  p.  748) ;  this  is  a  very 
constant  indication  of  cholangitis,  and  a  particularly  useful  sign  of  gall-stones  in  the 
common  bile-duct,  whether  accompanied  by  jaundice  or  not. 

3.  A  well-marked  indican  reaction  :  pointing  to  a  catarrhal  condition  of  the  intestinal 
nuieous  membrane,  with  abnormal  putrefactive  changes  in  the  contents  of  the  intestine, 
and  possibly  a  duodenal  or  gastric  ulcer. 

4.  Bile  pigment  in  the  urine  :  showing  that  there  is  some  obstruction  to  the  free  flow 
of  bile  into  the  intestine,  due  to  impacted  gall-stones,  gripping  of  the  common  bile-duct  by 
the  inflamed  head  of  the  pancreas  which  surrounds  the  duct  in  62  per  cent  of  cases, 
malii^nant  disease  of  the  head  of  the  pancreas,  or  a  growth  in  the  common  bile-duct. 

For  the  purposes  of  a  further  differential  diagnosis,  the  results  of  a  qualitative  and 
quantitative  analysis  of  the  fseces  are  most  important.  In  carrying  out  the  analysis  the 
points  to  be  noticed  particularly  are  : — 

1 .  The  presence  or  absence  of  stercobilin  ;  in  gall-stone  obstruction,  traces  at  least  are 
nearly  always  met  with,  whereas  in  malignant  disease  of  the  head  of  the  pancreas  total 
blocking  of  the  duct  is  the  rule,  although  the  soft  growths  occurring  primarily  in  the 
common  duct  usually  allow  some  bile  to  filter  through  so  that  traces  of  stercobilin  are  met 
with  in  the  faeces. 

2.  The  percentage  of  unabsorbed  fat :  in  cancer  of  the  pancreas  this  is  always  very  high, 
70  to  80  per  cent ;  it  is  usually  somewhat  less  in  growths  of  the  common  duct,  averaging 
60  to  70  per  cent,  and  varies  from  a  subnormal  percentage  in  early  catarrh  of  the  pancreas  to 
as  much  as  50  or,  rarely,  even  80  per  cent  in  advanced  chronic  pancreatitis. 

3.  More  important  still,  however,  is  the  relation  of  the  *  unsaponifled  '  to  the  *'  saponi- 
fiecl  fats,*  for  whereas  the  former  are  in  excess  in  diseases  that  interfere  with  the  digestive 
functions  of  the  pancreas,  such  as  cancer  of  the  gland  and  advanced  chronic  pancreatitis, 
the  latter  predominate  in  obstruction  of  the  common  duct  by  gall-stones,  without  pan- 
creatitis, and  in  malignant  growths  not  involving  the  pancreas.  It  must  be  borne  in  mind, 
however,  that,  owing  to  the  abnormal  activity  of  fat-splitting  bacteria  in  the  lower  bowel, 
such  as  is  met  with  in  some  cases  of  intestinal  catarrh,  an  excess  of  saponified  fat  may  be 
found  in  cases  of  chronic  pancreatitis  where  the  disease  is  due  to  an  infection  spreading 
from  the  duodenum  along  the  pancreatic  ducts.  A  similar  excess  is  often  met  with  in  early 
catarrhal  pancreatitis,  owing  probably  to  an  increased  flow  of  pancreatic  juice  analogous  to 
the  salivation  met  with  in  parotitis. 

4.  Microscopical  examination  of  the  faeces  for  fat  globules,  fatty  acid  crystals,  undi- 
gested muscle  fibres,  and  connective  tissue,  should  not  be  omitted  :  a  large  excess  of  fat 
globules  and  free  fatty  acid  crystals,  with  numerous  isolated  undigested  muscle  fibres, 
pointing  to  cancer  of  the  pancreas  or  advanced  cirrhosis  of  the  gland,  whereas  muscle 
associated  with  connective  tissue  points  to  defective  gastric  digestion. 

5.  An  acid  reaction  of  the  fresh  stool  is  in  favour  of  a  diagnosis  of  pancreatic  disease  ; 
ill  simple  gall-stone  obstruction,  the  faeces  are  usually  alkaline. 

6.  Occult  blood,  when  constantly  present  in  the  faeces  (see  p.  81),  is  suggestive  of 
malignant  disease  or,  more  rarely,  advanced  pancreatitis,  in  which  it  is  now  well  known 
that  there  is  a  haemorrhagic  tendency  ;  while  the  discovery  of  blood  intermittently  points  to 
a  gastric  or  duodenal  ulcer,  which  may  be  invading  the  pancreas  and  setting  up  pancreatitis. 

By  carefully  considering  all  the  facts  thus  obtained,  and  interpreting  them  in  the  light 
of  the  clinical  signs  and  symptoms,  it  is  possible,  not  only  to  diagnose  correctly  the  existence 
of  disease  of  the  pancreas,  but  also  to  arrive  at  a  satisfactory  conclusion  as  to  its  probable 
cause.  Affection  of  the  pancreas  is  much  commoner  than  is  generally  supposed,  and  many 
tr>'ing  cases  of  chronic  indigestion,  recurring  or  persistent  jaundice,  and  obscure  affections 
of  the  upper  abdomen  would  be  explained,  and  satisfactorily  treated,  if  investigated  as 
above.  Undiagnosed,  and  consequently  untreated,  pancreatitis  is  ])rol)ably  the  most 
cM^nnmon  cause  of  diabetes.  If  this  were  more  widely  recognized  much  might  be  done  to 
stay  the  further  increase  of  that  disease.  P.  J.  CammUigf, 

CARDIAC  BRUITS.— (See  Bruits,  Cardiac,  p.  80.) 

CARDIAC  IMPULSE  DISPLACED.— (See  Heart  Impulse,  Displackd,  p.  297.) 
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CARDIAC  THRILLS-^See  Thrills,  Precordial,  p.  720.) 
CASTS  IN  THE  URINE.— (See  Albuminuria,  p.  6.) 
CEPHALALGIA.— (See  Headache,  p.  298.) 

CHARCOT-LEYDEN  CRYSTALS  were  at  one  time  supposed  to  consist  of  spermin. 
but  now  there  is  considerable  doubt  as  to  their  exact  chemical  nature.  Their  chief  import- 
ance from  a  clinical  point  of  view  is  that  they  are  more  common  in  certain  condition >  than 
in  others.  They  may  be  found  either  in  the  sputum,  the  blood,  or  in  the  stools.  They  need 
the  high  power  for  their  detection.  Each  resembles  an  elongated  diamond  with  clear-cut 
edges,  without  colour,  but  with  a  slightly  yellow  appearance  when  seen  obliquely.  They 
stain  with  eosin,  and  are  soluble  in  hot  water,  in  mineral  acids,  and  in  alkalies,  so  that  for 
their  detection  a  fresh  specimen  is  required. 

In  the  sputum,  they  are  commoner  in  asthma  than  under  any  other  circumstances — 
true  spasmodic  asthma,  such  as  also  gives  rise  to  Curschmann's  Spirals  (p.  158).  and  eosino- 
phile  corpuscles  in  the  sputum.  In  determining  whether  a  given  case  is  one  of  paroxysmal 
dyspnoea,  cough,  or  bronchitis  on  the  one  hand,  or  true  asthma  complicated  by  bronchitis 
upon  the  other,  numbers  of  Charcot-Leyden  crystals  in  a  fresh  specimen  of  sputum  are 
evidence  in  favour  of  the  latter.  Small  numbers  of  the  crystals  may  be  found  in  bronchitis 
and  in  association  with  bronchiectasis^  but  in  true  asthma  their  numbers  may  be  quite  large. 

The  occurrence  of  Charcot-Leyden  crystals  in  the  blood  is  of  little  diagnostic  value. 
They  are  seldom  found  in  fresh  blood  ;  but  when  the  latter  has  stood  for  some  time  in  bulk 
they  develop,  particularly  in  leukccmia.  Some  have  tried  to  draw  important  clinical  deduc- 
tions from  the  development  of  these  crystals  in  blood,  but  it  is  doubtful  whether  they  really 
have  any  significance  of  value. 

In  the  stools,  Charcot-Leyden  crystals  have  been  found  in  a  great  variety  of  diseases, 
but  whether  or  not  clinical  deductions  can  be  drawn  from  their  presence  is  doubtful.  It 
is  stated  that,  when  they  abound,  the  patient  is  probably  suffering  from  an  animal  parasite  ; 
but  it  affords  no  indication  of  the  nature  of  the  parasite  present.  Their  occurrence  should 
lead  one  to  examine  the  fieces  for  parasites  or  their  ova  with  even  greater  care  than  usual. 

Herbert  French. 

CHEST,  BLOODY  EFFUSION  IN.— When,  on  needling  a  pleural  cavity  containing 
fluid,  this  fluid  is  found  to  be  obviously  blood-stained,  the  fact  is  suggestive  of  one  of  three 
things  :  either  the  pleurisy  has  been  exceedingly  acute  ;  or  the  chest  has  already  been 
tapped  not  long  previously,  so  that  there  has  been  haemorrhage  into  the  residual  fluid  ; 
or  there  is  malignant  disease  of  the  pleura. 

The  history  of  the  case  may  at  once  indicate  whether  the  inflammation  is  very  acute 
or  not ;  the  symptoms  would  have  been  of  short  duration,  with  much  pyrexia,  whilst  the 
fluid  itself  would  be  of  high  specific  gravity,  would  contain  a  large  amount  of  albumin, 
would  probably  coagulate  spontaneously,  and  microscopically  would  exhibit  numerous 
polymorphonuclear  cells  and  lymphocytes,  and  abundant  red  corpuscles,  but  no  particles 
of  growth  in  the  centrifugalized  deposit. 

If  blood  is  found  in  pleuritic  fluid  at  a  second  tapping,  when  it  was  not  present  at  the 
first,  the  fact  is  by  itself  of  little  value  in  difTerential  diagnosis,  for  the  bleeding  has  prob- 
ably been  caused  by  the  act  of  paracentesis. 

When  there  is  a  new  growth,  and  the  efTusion  contains  obvious  blood  at  a  first  tapping, 
it  is  likely  that  the  symptoms  will  have  been  of  gradual  onset,  without  marked  pyrexia ; 
the  diagnosis  is  sometimes  cleared  up  by  finding  fragments  of  new  growth  in  the  centri- 
fugalized deposit.  It  is  of  course  by  no  means  every  case  of  malignant  disease  affecting 
the  pleurae  that  produces  a  blood-stained  effusion  ;  but  when  the  effusion  is  blood-stained  at 
a  first  tapping,  in  a  c^se  that  has  not  run  a  very  acute  course,  one  should  be  very  suspicious 
of  new  growth.  In  not  a  few  such  cases  there  have  also  been  comparatively  large  numbers, 
of  coarsely  granular  eosinophile  corpuscles  in  the  effusion.  It  is  often  impossible  to  be  sure 
of  the  diagnosis  until  the  progress  of  the  case  has  been  watched,  sometimes  for  weeks ;  pleurak 
effusion,  like  that  of  a  simple  case,  may  be  the  only  sign  for  a  long  time,  but  sooner  or  later 
one  will  expect  to  find  evidence  of  obstruction  to  a  bronchus  or  to  the  superior  vena  cava  as 
the  growth  spreads  in  the  mediastinum,  and  occasionally  the  peculiarity  of  the  shadows 
seen  with  the  x-rays  point  to  the  nature  of  the  case  (Fig.  42,  p.  105.)  Herbert  French. 
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CHEST.  DEFORMITY  OF.— (See  Deformity  of  the  Ciieot,  p.  166.) 
CHEST,  PAIN  IN.— (See  Pain  in  the  Chest,  p.  430.) 

CHEST,  PUS  IN. — When,  on  needling  the  che^t,  pus  wells  up  into  the  exploring  syringe, 
it  is  probable  that  the  patient  has  an  empyema.     Other  lesions  may  simulate  empyema, 
however,  and  even  when  empyema  is  actually  present  it  is  important  not  to  let  the  diagnosis 
rest  at  that ;  hut  rather  to  regard  it  as  a.  symptom  and  tr>-  to  diagnose  its  cause.     It  by  no 
means  follows,  of  course,  that  when  the  exploring  syringe  fails  to  detect  pus,  an  empyema 
is  not  present,  for  sometimes  it  is  situated  either  between  the  lower  lobe  and   the  dia- 
phragm, in  front  of  the  lung  or  between  the  lobes,  or  in  some  other  position  in  which  it 
is  dilHcult  to  hit  it  off  with  the  needle.     When  pus  is  found  but  the  amount  is  only  quite 
small,  there  may  be  doubt  as  to  whether  it  came  from  an  empyema  outside  the  lung,  from  a 
bronchus,  or  an  abiceai  cmnty  in  the  lung  subalanee.     The  nature  of  the  case  may  remain 
undecided  until  a  sut>sequent  puncture,  or  a  resei^ion  of  a.  rib.  conclusively  iliscovers  intra- 
pleural pus.     Even  when  pus  wells  up  in  the  exploring  syringe,  it  is  possible  to  mistake  for 
empyema  a  collection  or  pus  which  is  below  the  diaphragm.     A  subdiaphragmatic  abscess 
and  an  idtsctsa  within  the  liver  are  the  two  conditions  most  liable  to  simulate  empyema'in 
this  way.     If,  however,  the  histor>',  the  symptonis,  and  the  physical  signs  do  not  scr%'C  to 
rlistinguish  between  these  dilTcrent 
conditions,  it  will  still  be  clearly 
necessary-    to    evacuate    the    pus, 
and  the  surgeon's  finger  insertetl 
through  the  wound    will   be  able 
to  feel  whether  the  diaphragm  is 
above    or    below    the    collection. 
Kven  then  there  is  one  possible 
source  of  error,  namely,  when  there 
is  pus  tNtth  above  and  below  the 
diaphragm.     .\   subdiaphragmatic 
abscess.     secondar>'     perhaps     to 
ap{>endicitis  upon  the  right   side. 
or  to  a  leaking  gastric  idcer  u)>oii 
the   left,   nuiy   liave    infected    the 
]>leura    through    the    diaphragm, 
<-ausing  first  a  serous  and  then  a 
purulent  effusion.  seiKimtcd   tr«>m 
that  below  the  diaphragm  merely 

by  the  thickness  of  that  muscle.       ^''  *'"""''',l^S.'*'i^'Kri^''i^"'''r/(."//J''!'i!'I''''j"li^^ 
It  may  be  very  difTicult  indeed  to 

be  sure  of  this  condition,  even  at  the  time  of  ojicration.  the  nature  of  the  ciise  not  being 
fully  cleared  up  until,  when  one  of  the  pus-eontaining  cavities  has  been  eviu-iiatcd,  the 
abnormal  physical  signs  pcr-ist,  and  a  second  collwtion  of  pus.  above  or  bclim  the  dia- 
phragm as  the  case  may  be,  is  found  at  a  subsequent  exploration.  The  .r-niys  luiiy  be  of 
i-cmsidcrable  assistance  sometimes  in  showing  whether  the  diaphragu)  is  »bo\'<-  tlie  pus 
or  Ijelow  it. 

If.  luiwever.  the  physical  signs,  symptoms,  and  the  result  of  nccilling.  all  prove  con- 
clusively that  the  chest  contains  an  empyema,  it  is  still  necessarj'  to  decide  as  far  us  |Kissiblc 
the  nature  of  the  latter.  Its  commonest  cause  is  i)neumoei>ecal  inrcctioii.  nearly  ulwuys 
})rfce<led  by  lobar  pneumonia  in  adults,  in  children  sometimes  by  bronclKi|inciunonia,  hut 
not  infre(|uently  arising  insidiously.  It  is  proluiblc  that  many  of  the  so-eitlled  latent 
cmpyemata  of  children  have  really  been  preceded  by  undiugnosetl  bronchopneumonia. 
Difhculty  often  arises  from  the  fact  that  the  amount  of  pus  present  is  not  great,  so  that 
lliough  it  compresses  the  lung  sufficiently  to  render  the  alveoli  airless,  the  bnnichial  tulH-s 
still  remain  patent,  and  there  is  no  complete  dullness  at  the  Iwse  or  wlicrc\er  Ihi-  empyema 
may  be ;  and  o^■e^  the  affected  area  there  may  be  bronchial  breathing  and  enu'kling  rales, 
instead  of  the  absence  of  breath-sounds  and  of  v<iic('-soun<ls  tliat  osiiully  lu-compaiues 
empyema  in  adulU.     If  there  is  doubt  as  to  the  nature  of  the  empyema  us  jnilgcd  by  the 
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history,  bacteriological  examination  of  the  pus  will  often  indicate  its  origin.  The  com- 
monest organisms  to  be  found  are  pneumococci,  streptococci,  and  staphylococci,  though 
Bacillus  coli  communis,  typhoid  bacilli,  and  the  Bacillus  pyocyaneus  also  occur,  and  evrt 
other  organisms  may  be  present  in  some  instances.  The  mode  of  infection  is  generaDy 
either  via  the  lung,  or  from  beneath  the  diaphragm  ;  and  careful  inquiry  into  the  histoiy 
and  symptoms  will  generally  indicate  which  of  these  two  paths  has  been  the  more  likdy. 
When  infection  from  any  peritoneal  condition  such  as  appendicitis,  leaking  gastric  or  duo- 
denal ulcer,  infected  gall-bladder,  or  subdiaphragmatic,  perinephric,  or  hepatic  absoes. 
can  be  excluded,  when  there  has  been  no  injury  to  the  chest  with  broken  rib,  or  a  wound 
communicating  with  the  exterior,  and  when  there  is  nothing  to  indicate  whether  the  infe^ 
tion  has  succeeded  pneumonia  or  is  itself  pneumococcal,  suspicion  will  arise  that  the  patient 
has  been  suffering  from  phthisis,  which  has  caused  a  pleurisy  which  was  at  first  non-puniknt, 
but  which  became  converted  into  an  empyema  as  the  result  of  secondary  infection  with 
pyogenic  organisms,  especially  if  there  is  a  tuberculous  family  history,  or  if  the  patient  hu 
himself  been  weakly  for  some  time.  The  sputum  should  be  examined  with  particular  care, 
and  a;-ray  examination  is  often  helpful ;  for  even  when  the  compression  of  the  lung  by 
empyema  has  led  to  marked  opacity  at  the  base,  it  may  still  be  possible  to  make  out  that 
apical  mottling  which  is  almost  pathognomonic  of  phthisis  (Fig.  41). 

Rarer  causes  of  empyema  than  those  mentioned  above  will  generally  have  been 
accompanied  by  other  symptoms,  or  by  a  histor^*^  which  suggests  the  nature  of  the 
individual  case.  Herbert  Frtnek, 

CHEST,  SEROUS  EFFUSION  IN.— When  expIorator>'  needling  of  the  chest  dis- 
covers clear  serous  fluid  in  the  pleural  cavity,  it  is  important  to  regard  the  fact  merely  as  a 
symptom,  for  there  are  many  different  causes  to  which  it  may  be  due,  and,  whenever  possiUe. 
one  should  decide  what  is  the  actual  cause  in  each  particular  case.  In  the  first  place,  the 
effusion  may  be  either  inflammatory  or  merely  a  transudate  ;  the  pleuritic  must  be  distin- 
guished from  the  pleural  effusion.  Clinical  points  indicating  that  the  effusion  is  inflam- 
matory rather  than  passive  would  be  :  its  being  unilateral,  not  bilateral  and  symmetrical ; 
and  the  non-existence  of  the  more  common  causes  for  passive  effusion,  particularly  chronic 
heart  failure  or  nephritis  with  general  anasarca.  Physical,  chemical,  and  microscopkail 
analyses  of  the  fluid  may  also  serve  to  indicate  whether  the  effusion  was  active  or  passive 
(see  Ascites,  p.  4.8).  There  are  cases,  of  course,  in  which  there  may  be  doubt,  but  it  is 
generally  easy  to  determine  whether  the  effusion  is  due  to  pleurisy  or  not.  Pleural  effusions 
not  due  to  pleurisy  occur  late,  and  the  diagnosis  will  have  been  made  already  from  the 
existence  of  prominent  symptoms  earlier  in  the  diseUse,  for  instance.  Albuminuria  (p.  4), 
Orthopncea  (p.  418),  (Edema  (p.  411),  and  so  forth. 

Pleuritic  effusion,  on  the  other  hand,  may  be  the  first  and  most  prominent  symptom 
in  the  case,  and  it  is  not  always  easy  to  determine  its  cause.  It  should  be  an  invariable 
rule  to  have  the  effusion  examined  microscopically,  both  for  cells  and  for  microorganisms, 
and  sometimes  to  have  guinea-pigs  injected  with  it  in  order  to  see  whether  in  six  weeks' 
time  the  inoculated  animals  have  developed  general  tuberculosis.  The  commonest  cause 
for  apparently  idiopathic  pleuritic  effusion  is  latent  or  undiagnosed  tuberculosis  of  the  lung ; 
there  may  be  no  sputum  ;  a?-ray  shadows  may  be  indeterminate  ;  there  may  be  no  abnormal 
apical  physical  signs  ;  there  may  be  too  few  bacilli  for  them  to  be  detected  on  direct  examin- 
ation of  the  deposit,  even  when  it  has  been  most  carefully  centrifugalized,  and  yet  inocu- 
lated guinea-pigs  may  develop  typical  tuberculosis  and  thus  indicate  the  nature  of  the 
pleurisy. 

IntraUwradc  new  gro^vth,  whether  of  the  mediastinum,  lung,  or  pleura,  is  fortunately 
uncommon  ;  but  when  it  occurs,  the  symptoms  and  physical  signs  to  which  it  gives  rise 
are  often  very  diflicult  to  interpret.  The  growth  may  obstruct  a  bronchus  and  give  all  the 
physical  signs  of  fibroid  lung,  with  or  without  bronchiectasis  ;  it  may  cause  a  big  mass, 
bodily  displacing  the  lungs  and  heart  ;  it  may  cause  multiple  nodules  which,  unless  they 
obstruct  the  superior  vena  cava  and  produce  obvious  varicose  veins  on  the  chest  wall,  may 
give  rise  to  no  very  definite  signs  or  symptoms  at  all  ;  or,  what  is  not  at  all  infrequent,  the 
growth  may  lead  to  pleuritic  effusion  which  may  at  first  seem  to  be  simple,  or  even  be  taken 
to  be  tuberculous,  growth  not  being  suspected  until  the  rapid  recurrence  of  the  effusion. 
repeated  tappings,  and  rapid  downhill  course  of  the  disease  ultimately  suggest  its  nature. 
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MicrvscopicttI  examination  of  the  c«ntrifu^lized  deposit  of  the  pleuritic  fluid  sometimes 
IradK  lo  he  detection  or  particles  of  new  growtli  which  clinch  the  diagnosis,  wliilst  if  the 
tluiil  in  a  case  which  is  not  absolutely  acute  is  blood-stained  at  a  first  tapping,  this  by  itself 
is  highly  suggestive  of  neoplasm  (p.  102).  The  i-rays  often  asslHt  materially  in  making 
the  diagnosis  (Fig.  *i). 

AeuU  rhrumatism  is  a  common  cause  of  pleurisy  with  eRusion,  particularly  between  the 
ages  of  five  and  twenty.     It  may  occur  when  there  have  already  been  joint-pains,  or  other 
syniptoms  of  acute  rheumatism,  such  as  chorea,  recurrent  tonsillitis,  pericarditis,  endo- 
carditis followed  by  valvular  disease,  skin  affections  such  as  erythema  multiforme,  erythema 
nodosum,  peliosis  rheumatics,  or  subcutaneous  nodules.     In  such  cases  the  diagnosis  is  not 
difficult ;  it  is  less  easy  when  the  pleuritic  effusion  is  itself  the  main  symptom.     The  youth 
of  the  patient,  the  absence  of  ansmia  or  of  previous  ill-health,  the  absence  of  abnormal 
apical  lung  signs,  of  a  family  history  of  phthisis,  the  presence  of  a  cardiac  bruit,  the  occur- 
rence of  heart  disease,  acute  rheumatism,  or  chorea  in  other  members  of  the  same  family, 
the  rapid  onset  of  the  disease,  and  the  almost  equally  rapid  resolution  of  the  effusion,  are 
IM lints    in    favour    of    acute    rheu- 
matism   rather    than    tul>erculosis. 
\M)cn  in  doubt,  the  negative  results 
of    guinea  -  pig    inoculation    would 
(Kiint    in    the    same    direction,    and 
von   Pirquet's   skin   reaction  would 
l>e  negative.     There   are.    however, 
nutny  cases  of  pleuritic  effusion  in 
yoimg  people,  in  whom  it  is  impos- 
sible to  allocate  the  cause  cither  to 
iheuDiatism   or  phthisis,  and   such 
cases   are  sometimes  spoken  of  as 
■  simple  ' ;  doubtless  most  of  these 
are  either  tuberculous  or  rheumatic, 
niany  ultimately  proving  to  Ije  the 
former. 

Pneumococcal    lesions    of    the 
lung    generally     produce    pleurisy ; 
liibiir     pnfumonin.     indeed,     never 
occur-  without  it.  though' ftroncAo- 
piirtimonia.   eien  when  it   is   pneu- 
niodK-cal.    often   does.     It    is    also 
IKKwihle  for  pneumococcal  pleuritic 
effiiNion   to  occur  without  definite 
lolwr    pneumonia  or  bronchopneu- 
monia preceding  it — primary  pneu- 
iiKM-oecal  pleurisy,  the  diagnosis  being  confinned  by  the  discovery  of  pncumococci  in  the 
fluid.      It    is   difllcult    to   say    where    pneumococcal    serous    effusion   slops,   however,   and 
pneunioeoccal    empyema    begins,    the    two    merging    into    one    another,    and    the    sanie 
case  often  exhibiting  clear  fluid  at  one  exploration,  cloudy  fluid  a  few  days  later,  and 
pu-i  later  still. 

lirighCs  diaraae  may  cause  either  a  passive  effusion  from  heart  failure  in  chronic  cases. 
or  simple  accumulation  of  cedema  fluid  in  the  pleural  cavities  williout  heart  failure  in  cases 
in  which  the  general  irdema  of  Brighfs  disease  is  extreme  ;  or  actual  pleurisy  with  serous 
effuMon.  probably  the  result  of  intercurrent  infection  by  some  organism.  corr(:s{>onding 
with  the  peritonitis  with  Ascites  (p.  48)  and  the  pericarditis  that  may  also  occur  in  these 
cases.  The  diagnosis  will  be  indicated  by  the  ALBt.MiNvmA  (]».  t).  assiKialcd  with  renal 
lulie-casts  :  and  if  there  is  bilateral  effusion  without  universal  icdcnia.  hul  with  signs  of 
heart  failure  in  the  form  of  orthopncea.  trdcma  of  the  legs.  an<l  perhaps  ascites,  the  effusion 
is  passive  :  it  belongs  to  the  second  category  if  there  is  universal  (rtlcnia  :  whilst  if  the 
cffusitm  is  inflammatory  it  will  probably  l>c  imilatcral.  or  else  more  marked  in  one  side  of  the 
<'hcst  than  in  the  other.  In  a  few  eases  an  extcnsi\c  pleuritic  effusion  in  ii  middle-aged  or 
elderly  person  is  the  first  indication  that  there  is  anything  renal  the  matter,  the  diagnosis  of 
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red  granular  contracted  kidney  being  confirmed  by  the  urinary  changes,  big  heart,  ringing 
aortic  second  sound,  high  blood-pressure,  or  by  albuminuric  retinitis.  ' 

Any  of  the  severe  blood  diseases,  particularly  Hodgkin's  disease,  lymphaden(tma,  leu- 
kcemia,  splenic  anctmia,  pseudo-letikcBtnia  infantum,  and  to  a  less  extent  pernicious  ancemia, 
may  give  rise  to  inflammation  of  any  of  the  serous  membranes,  and  thus  lead  to  ascites, 
pericarditis,  or  pleurisy  with  effusion.  The  latter  is  seldom  an  early  symptom  in  such  cases, 
however,  and  the  diagnosis  will  generally  be  known  already  from  the  presence  of  pronounced 
ANiEMiA  (p.  20),  enlargement  of  the  Lymphatic  Glands  (p.  376),  or  enlargement  of  the 
Spleen  (p.  628),  with  or  without  pathognomonic  blood-changes  already  discussed  under 
these  various  headings. 

Pleuritic  effusion  may  sometimes  be  secondary  to  infection  of  the  pleural  from  inflam- 
matory changes  below  the  diaphragm  ;  thus  appendicitis  may  lead  to  micro-organisms  tracking 
up  behind  the  ascending  colon  to  reach  the  diaphragm,  there  perhaps  producing  a  small 
subdiaphragmatic  abscess,  or  a  local  inflammation  which,  stopping  short  of  pus  formation, 
ultimately  subsides.  The  bacteria  in  contact  with  the  lower  surface  of  the  diaphragm  can 
pass  through  the  latter  and  infect  the  pleura  without  there  being  any  actual  perforation  of 
the  diaphragm  ;  it  is  noteworthy  that  passage  of  micro-organisms  in  the  reverse  direction 
is  so  rare  as  almost  to  be  negligible  ;  acute  peritonitis  often  produces  acute  pleurisy,  but 
the  latter,  or  even  empyema,  seldom  produces  peritonitis.  Any  inflammatory  mischief 
below  the  diaphragm  may  lead  to  dry  pleurisy,  pleuritic  effusion,  or  empyema.  One  need 
not  enumerate  all  such  causes,  but  they  should  be  borne  in  mind  as  possibilities.  There 
may  have  been  acute  general  peritonitis,  or  a  more  local  inflammation  of  the  peritoneum 
tracking  in  the  manner  already  described  in  connection  with  appendicitis.  This  is  possible 
when  there  is  leaking  from  a  gastric  or  duodenal  ulcer  ;  local  infection  from  the  gall-bladder  : 
pyosalpinx  ;  pelvic  peritonitis  due  to  whatever  cause  ;  perinephric  inflammation  secondary' 
to  renal  calculus  or  injury,  acute  ascending  nephritis,  tuberculosis  of  the  kidney ;  hepatic 
abscess  or  other  inflammatory  changes  in  or  about  the  liver,  such  as  infective  cholangitis, 
suppurative  pylephlebitis,  or  the  softening  and  breaking  down  of  new  growth,  gumma,  or 
hydatid  cyst.  When  the  possibility  of  a  pleuritic  effusion  being  secondary  to  an  abdominal 
lesion  of  some  kind  is  borne  in  mind,  the  diagnosis  of  the  ease  is  generally  indicated,  at 
least  approximately,  by  the  preceding  history  and  sxonptoms.  If  the  fluid  obtained  smells 
as  though  it  were  infected  with  Bacillus  coli  communis,  this  would  be  an  additional  argument 
in  favour  of  some  subdiaphragmatic  cause. 

Infarction  of  t/ie  lung,  whether  thrombotic  or  embolic,  is  apt  to  cause  dry  pleurisy  ;  but 
if  the  infarct  has  been  extensive,  or  is  due  to  embolism  from  some  septic  source  such  as  a 
lateral  sinus  or  jugular  vein  thrombosis  in  connection  with  otitis  media,  or  other  similar 
lesions  causing  venous  clotting,  the  inflammation  of  the  pleura  tends  to  go  further  and 
produce  an  efTusion  which,  at  first  serous,  may  later  become  purulent.  The  diagnosis  is 
sometimes  obvious  ;  but  when  after  an  operation,  perhaps  for  excision  of  an  inflamed 
appi*ndix,  the  patient  a  few  days  later  develops  pleurisy  with  effusion,  it  may  not  occur  to 
one  that  a  possible  explanation  of  the  trouble  is  that  more  than  one  systemic  vein  in  the 
region  of  the  right  iliac  fossa  has  become  inflamed  and  thrombosed,  and  that  portions  of 
the  clot  have  been  detached  and  carried  to  the  lung,  where  multiple  infected  emboli  have 
led  to  pleurisy  and  serous  effusion,  without  going  so  far  as  to  produce  either  abscess  in  the 
lungs  or  empyema.  Should  hapmoptysis  occur  in  such  cases,  as  it  sometimes  does,  phthisis 
may  be  feared  ;  but  it  will  be  excluded  by  the  absence  of  tubercle  bacilli  on  repeated 
examination  of  the  sputum. 

Occasionally  the  fluid  obtained  on  needling  the  chest  is  distinctly  chylous,  in  which 
case  the  first  suspicion  to  be  aroused  is  that  there  has  been  some  interference  with  the 
thoracic  duct,  either  by  injury  or  by  an  intrathoracic  new  growth.  Sometimes,  however, 
this  rare  symptom  is  due  to  remoter  causes,  such  as  chronic  nephritis  or  leukcemia,  just  as 
these  may  occasionally  produce  chylous  ascites  (see  p.  50)  ;  in  a  few  instances  a  chylous 
effusion  into  the  chest  has  cleared  up  after  tapping,  no  ascertainable  cause  being  found. 

Multiple  serositis  or  polyorrhomenitis  is  a  term  used  to  express  any  condition  in 
wliich  there  is  recurrent  inflammation  and  serous  effusion  into  more  than  one  serous  mem- 
brane. It  generally  affects  the  peritoneum,  pericardium,  and  both  pleura*  either  simultan- 
eously or  successively.  It  is  not  a  disease  in  itself,  so  that  the  differential  diagnosis  of  the 
cause  of  the  combined  effusions  has  to  be  made  upon  the  same  lines  as  that  described  for 
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each  separately.  There  are  cases  in  which,  even  when  the  patient  dies,  the  precise  nature 
of  the  multiple  serous  inflammations  and  effusions  is  obscure  ;  it  is  ver>'  possible  that  the 
original  microbial  cause  has  disappeared,  leaving  behind  it  so  much  flbrotic  thickening  of 
the  membranes  that  even  the  normal  secretions  are  imable  to  drain  away  as  fast  as  they 
should.  The  result  is  that  recurrent  tapping  at  comparatively  short  intervals  becomes 
necessary,  and  the  patient  ultimately  dies  of  exhaustion,  nothing  being  found  post  mortem 
except  fibrous  thickening  of  the  peritoneum,  pericardium,  and  pleunc,  with  more  or  less 
extensive  perihepatitis,  perisplenitis,  adherent  pericardium,  and  chronic  mediastinitis. 
The  general  opinion  is  that  the  primary  cause  in  these  cases  has  been  either  acute  rheuma- 
tism or  tuberculosis.  Sometimes  secondary  malignant  disease  affects  more  than  one  of 
the  serous  membranes  at  the  same  time,  and  produces  a  clinical  picture  which  at  flrst 
simulates  chronic  simple  polyorrhomenitis  ;  there  are  generally  symptoms  due  to  the 
primary  growth  ;  but  occasionally,  especially  in  connection  with  diffuse  carcinoma  of 
the  stomach — '  indiarubber-bottle '  stomach — the  primary  growth  causes  no  symptoms, 
and  the  nature  of  the  multiple  serous  effusions  may  be  obscure  unless  particles  of  new 
growth  can  be  detected  in  the  centrifugalized  deposit,  or  secondary  masses  can  be 
found  in  the  liver  or  lymphatic  glands.  The  left  supraclavicular  glands  should  be 
examined  carefully  (Fig,  17,  p.  49).  Sometimes  the  diagnosis  is  not  arrived  at  until  a 
post-mortem  examination  is  made. 

Besides  chronic  tuberculous,  rheumatic,  and.  malignant  polyorrhomenitis,  a  similar 
condition  may  be  due  to  Bright's  disease  or  any  of  the  severe  anaemias  :  the  differential 
diagnosis  of  the  serous  effusions  to  which  these  may  give  rise  has  been  discussed  above. 
Careful  examination  of  the  blood  and  urine,  together  with  estimation  of  the  blood-pressure, 
examination  of  the  optic  discs,  and  routine  physical  examination  of  the  various  body 
systems,  are  essential  before  the  correct  diagnosis  can  be  arrived  at.  Herbert  French. 

CHEST,  VARICOSE  VEINS  ON.— (See  Veins.  Varicosk  Thoracic,  p.  750.) 

CHEYNE-STOKES  RESPIRATION,  or  periodic  breathing,  consists  in  the  occurrence 
of  a  series  of  inspirations,  beginning  with  a  hardly  perceptible  movement  increasing  to  a 
maximum,  and  then  declining  in  force  and  length  until  they  cense  in  a  pericKl  of  apnoea  of 
some  seconds'  duration,  during  which  the  patient  may  appear  to  be  dead,  but  at  the  end  of 
which  a  low  inspiration,  followed  by  one  more  decided,  and  then  others  of  increasins^  depth, 
mark  the  beginning  of  a  new  ascending  series  of  inspirations,  which  in  their  turn,  when 
the  maximum  has  been  reached,  become  progressively  smaller  again,  to  end  in  another 
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period  of  apnoca  ;  and  so  on  with  more  or  less  periodicity  (Fig.  AS).  The  duration  of  each 
|>eriod  varies  from  half  a  minute  to  two  minutes  or  even  more.  There  is  a  peculiar  variety 
4»f  periodic  breathing  in  which,  instead  of  a  waxing  and  waning  secpienee,  only  two  or  perhaps 
three  rapid  deep  breaths  are  made  at  a  time,  with  long  periods  of  apnrra  between  them-- 
a  variety  of  periodic  breathing  which  is  sometimes  spoken  of  as  Hiot*s. 

Periodic  breathing  may  occur  during  sleep  in  the  ver>'  young  and  in  the  very  old  without 
there  l>eing  any  actual  disease.  In  other  persons  Cheyne-Stokes  breathing  is  generally  a 
late  |>henomenon,  having  been  preceded  by  other  symptoms,  particularly  ura*inie  or  cardiac  ; 
in  a  few  cases  of  progressive  softening  in  the  medulla  oblongata  secondary  to  arterial 
•iegencration,  Cheyne-Stokes  respiration  may  be  the  salient  symptom  in  the  ease.  Hroadly 
speaking,  one  may  classify  the  chief  causes  of  periodic  breathing  as  follows  : 

1 .  ArteiiaU  especially  with   Degenerative  Changes  In  the  Medulla  Oblongata :  - 

Arteriosclerosis,  with  or  without  granular  kidney. 
Senile  degeneration. 


108  CHEYNESTOKES    RESPIRATION 

2.  UrAmle,  in  cases  of  : — 


Acute  nephritis 

Chronic  nephritis 

Calculous  disease  of  the  kidney 


Tuberculous  kidnev 

* 

Ascending  nephritis,  acute  or 
chronic 


Cvstic  kidnevs 
Carcinoma  of  the  kidney 
Sarcoma  of  the  kidney. 


3.  Chronic  Heart  Failure: — 

Secondary  to  valvular  heart  disease 
Secondary  to  myocardial  degeneration,  aspeci- 
ally  fattv  or  fibroid  heart 


4.  Narcotic  Poisoning,  especialiy  from 

Morphia  |  Chloral 


Secondary  to  chronic  obstruction  in  the  lungs, 
especially  from  emphysema  and  bronchitis, 
or  fibroid  lung 

Associated  with  very  high  systemic  blood- 
pressure. 


Veronal 


Opium  Butyl  chloral  hydrate  Sulphonal 

5.  Macroscopic  Lesions  of  tlie  Brain  or  its  Coverings : — 


Meningitis,  tuberculous,  suppurative,  posterior 

basal,  cerebrospinal 
Hydrocephalus 
Tumour  of  the  brain,  especially  of  the  pons 

or  medulla 


6.  Acute  Specific  Fevers,  such  as : — 

Pneumonia 
Cholera 


Haemorrhage 

Softening  of  the  brain  secondary  to  : 
Chronic  arterial  degeneration* 
Syphilis  Caisson  disease 

Embolism  General  panil3r8is 


Malaria 


Diphtheria 

Typhoid  fever  Infective  endocarditis 

The  differential  diagnosis  of  these  various  conditions  will  be  indicated  by  symptoms 
and  signs  other  than  the  Cheyne-Stokes  respiration,  for  the  latter  will  have  occurred  late 
in  the  great  majority  of  the  cases.  The  urine  will  be  examined,  the  blood-pressure  measured, 
the  physical  signs  of  the  heart  noted,  the  retina  examined  for  retinitis,  optic  neuritis,  or  for 
choroidal  tubercles,  and  careful  inquiries  will  be  made  into  the  history.  Where  narcotic 
poisoning  may  be  suspected,  the  gastric  contents  may  be  recovered  and  analyzed,  bottles 
found  under  suspicious  circumstances  may  be  examined  in  the  same  way,  or  evidence  of 
hypodermic  injections  sought  for  on  the  patient*s  body  or  limbs.  When  Cheyne-Stokes 
respiration  occurs  as  the  main  symptom  in  the  case,  the  great  probability  is  that  there  are 
degenerative  changes  in  the  medulla  oblongata,  nearly  always  secondary  to  arterial  degener- 
ation, either  senile,  syphilitic,  or  sclerotic.  When  there  have  been  obvious  symptoms  of 
some  other  kind  before  Cheyne-Stokes  respiration  develops,  the  latter  is  far  more  important 
from  the  prognostic  than  from  the  diagnostic  standpoint.  It  is  a  sign  of  evil  omen,  though 
in  a  few  eases  it  has  persisted  for  many  months  before  the  end  came,  and  in  a  few  it  has 
disappeared  entirely  for  the  time  being,  even  after  it  had  been  well  marked  for  days  or  weeks. 

Herbert  French. 

CHILLS.— (See  Rigors,  p  594.) 

CHORDEE. — A  condition  in  which,  during  erection,  the  penis,  instead  of  remaining 
straight,  becomes  curved  like  a  banana,  either  downwards  or  to  one  side.  It  is  nearly 
always  due  to  gonorrhoea,  though  in  rare  cases  it  has  resulted  from  injury  without  gonor- 
rhoea. The  differential  diagnosis  will  depend  upon  the  history  and  the  existence  or  other- 
wise of  a  urethral  discharge  containing  gonococci.  The  condition  itself  is  probably  due  to 
inflammatory  effusion  into  one  corpus  cavemosum,  or  the  corpus  spongiosum,  as  the  ease 
may  be  ;  or,  in  the  absence  of  inflammation,  to  blood  extravasation  from  a  burst  vessel. 
Fracture  of  the  penis  has  occurred  during  resisted  coitus,  the  diagnosis  depending  on  the 
iiistory  and  the  break  that  is  palpable  in  the  penis  during  erection.  Herbert  French. 

CHYLURIA. — The  passage  of  milky-looking  urine,  due  to  the  admixture  with  it  of 
emulsified  fat,  is  known  as  chyluria.  It  is  not  likely  to  be  mistaken  for  phosphaturia, 
even  when  the  latter,  especially  after  the  largest  meal  of  the  day,  causes  the  urine  to  be 
almost  like  thin  milk  from  the  spontaneous  deposition  of  the  excess  of  phosphates  whilst 
the  urine  is  still  in  the  bladder.  The  opacity  in  the  latter  case  disappears  on  the  addition 
of  a  dro[)  or  two  of  acetic  acid,  whilst  the  fat  droplets  of  chyluria  do  not  clear  up  with  acids, 
are  obvious  under  the  microscope,  and  may  be  brought  out  still  more  clearly  by  the  use 
of  special  fat  stains,  such  as  osmic  acid,  sudan  III.  or  saffranin.  As  a  rule  the  urine  coagu- 
lates on  standing,  and  subsequently  liquefies  again,  when  it  throws  up  a  fatty  scum  and 
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(tepusils  a  sediment.  The  fat  is  most  plentirul  after  meals  wliich  contain  fat ;  the  def^ree 
4if  cliyluria  consequently  varies  considerably  in  the  same  patient,  and  may  sometimes  be 
iilninst  absent. 

The  commonest  cause  for  the  symptom  is  infection  by  Filaria  aanguinin  hominia  in 
llir  tropics,  adults  being  alTected  more  often  than  children,  and  females  more  often  than 
males.  There  may  or  may  not  be  elepkantiana  at  the  same  time  ;  the  diagnosis  may  be 
KU}g;ested  by  eosinophilia  and  confirmed  by  the  discovery  of  the  embryos  in  the  blood 
{Plate  XXVIII,  Pig.  F,  p.  614). 

Chyluria  may  also  occur,  however,  in  those  who  have  never  been  abroad,  and  it  is 
sometimes  associated  in  some  way  that  is  not  yet  fully  understood  with  sul>-acute  nephritis  ; 
there  may  be  chylous  ascites  (p.  SO)  at  the  same  lime.  The  diagnosis  depends  upon  the 
liistor\-,  the  general  cedema,  the  anemia,  cardiac  hypertrophy,  and  upon  tlie  discovery  of 
nn  abundance  of  albumin  with  renal  epithelial  cells  and  lube-casts  in  the  cenlrifugalized 
urinary  deposit,  as  well  as  fat  droplets  in  the  supernatant  fluid. 

Sometimes  chyluria  develops  quite  apart  from  any 
renal  lesion,  either  spontaneously  or  as  the  result  of 
alxloniinnl  injury  ;  and  it  has  generally  been  found  in 
these  rare  eases  that  there  has  been  either  rupture  of 
the  receptaculum  chyli,  or  else  a  blockage  in  the 
thoracic  duct.  The  latter  sometimes  results  in  cases  of 
malignant  disease,  e^>eGiaIly  carcinoma  of  some  intra- 
abdominal organ  with  secondary  deposits  in  the  glands 
in  the  posterior  mediastinum.  The  development  of 
chyluria  in  such  cases  would  be  a  late  symptom,  and 
the  di;ignosis  would  probably  have  been  made  alicady 
on  account  of  other  symptoms,  especially  the  discovery 
of  a  primary  tumour.  It  is  important  not  to  forget 
rectal  and  vaginal  examination,  lest  the  growth  shoulil 
be  pelvic.  Hrrbtrt  Frenrli. 

CLAW-FOOT  (Plcd-en-grtire)  (Fig.  44)  is  much 
less  common  than  Ci.aw-hand.  but  it  may  arise  from 
similar  causes.  The  internal  popliteal  nerve,  which 
supplies  the  interDss<>i  nud  lumbricnls  of  the  foot  through 
its  external  plantar  branch,  is  homologous  to  the  ulnar 
nerve  in  the  upper  extremity.  Its  buried  course  in  the 
leg  does  not,  however,  expose  it  to  the  same  ehtuures  of 
injur\-  as  the  more  su|>erflcial  ulnar  nerve,  and  cousc- 
<)ucntly  claw-foot  is  not  often  the  rcHult  of  trauma. 
Disease  or  injury  of  the  first  and  second  sucral  segments 
of  spinal  roots  may  produce  the  characteristic  deforniily 

of  the  toes,  in  which  case  there  would  pn)bably  be  dis-  /%.  ii. -.1.1.10. r<»>t. 

(urbaitces  of  sensibility  in  the  corresponding  cutaneous 

areas.  In  acute  poliomyelitis  afTecting  those  segments,  the  diagnosis  dcpemls  on  the 
histor>'  of  onset,  as  in  the  case  of  claw-hand  of  sinutur  origin.  K.  Ffiniiilmr  liiizztinl. 

CLAW-BAND  (HalO-eil-^tfe)  is  the  name  used  to  describe  a  liniid  clmnictiri/cd 
by  a  claw-like  position  of  the  fingers  {Fig.  45).  The  lingers  are  exten<icd  at  the  nict)U'ar)>ii- 
plialangcal  joints  <and  Hexed  at  both  interphalangcal  joints.  This  positiim  is  the  n-sult 
of  the  over-action  of  the  extensor  communis  digitonmi  and  Hexores  digitorum  whin  uii- 
op|H>s(-d  by  the  normal  antagonism  of  the  interossei  and  Iiunbriculs.  It  is  not  sym)>tomati<- 
(>f  any  |>articular  disease,  but  results  from  any  morbid  condition  which  priKloccs  atrophic 
paralysis  of  the  intrinsic  hand  muscles  so  long  as  the  long  extensors  of  the  lingers  remain 
intact.  ProgTeafivtmuaculaT  atrophy,  ulnar  paralyuia.  syringomyelia,  cerrinil  pnvhfitnfningHis. 
arule  poliomyelitis,  peroneal  atrophy.  an<l  supernumerary  ribs  are  among  the  ismditions 
which  may  give  rise  to  claw-hand  to  a  lesser  or  greater  degree.  In  any  purlieular  ease 
Ihc  diagnosis  of  the  underlying  condition  depends  on  the  rt-sult  of  fiirlber  investigation. 

In  progrMatue  mtucular  atrophy,  wasting  of  the  intrinsic  hand  muscles  is  often  an  early 
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symptom  (p.  01),  and  a  clnw-hanrt  may  develop  before  the  long  extensor  mtiadeg  rftte 
Angers  have  beeome  involved  in  the  disease.  All  four  Angers  are  usually  affected  to  n 
approximately  equal  extent,  and  there  is  often  marked  wasting  of  the  thenar  and  hypothAat 
eminences.  When  the  abductor  pollicis  is  also  involved,  the  thumb  tends  to  come  into 
line  with  the  Angers  and  gives  an  appearance  to  the  hand  resembling  that  of  the  apt  (apr'i 
hand).  The  Aexors  of  the  wrist  often  become  involved  before  the  extensors,  with  the 
result  that  the  wrist  is  hyperex tended,  and  a  '  preacher's  hand '  results.  The  abaenrc 
of  pain  and  of  all  sensory  disturbance,  the  gradual  onset,  and  the  general  exaggentiaa 
of  the  deep  reAexes.  serve  to  distinguish  this  condition  from  some  of  the  other  causes  of 
claw-hand. 

In  ulnar  jxiralf/ah  the  claw-position  is  more  marked  in  the  ring  and  little  Angers  thu 
in  the  middle  and  Arst  Angers,  owing  to  the  fact  that  the  two  outer  lumbricals  are  supplitd 
by  the  median  nerve.  The  adductor  pollicis  is  the  only  thenar  muscle  to  suffer,  but  titi 
hypothenar  eminence  is  wasted.  If  the  injury  to  the  nerve  is  above  the  point  where  it 
gives  olT  the  branch  to  the  Aexor  carpi  ulnaris.  the  latter  muscle  will  also  be  paialyifd. 
and  Aexion  of  the  wrist  will  be  carried  out  with  a  leaning  towards  the  radial  side.  In  ulnit 
paralysis  the  palsy  is  limited  to  the  muscles  supplied  by  the  ulnar  nerve,  and  theie  ii 
usually  some  sensor>'  loss  in  the  area  of  skin  inneirated  by  the  latter. 

The  claw-hand  of  tyringa- 
tnyrlia  (Fig.  4.?)  resembles  that  ot 
progressive  muscular  atrophy  in 
general  appeuance.  and  may  show 
the  modiflcations  to  which  the 
term  "  ape's  hand  '  and  '  preacher'i 
hand '  have  been  applied.  IV 
muscular  atrophy  is  not  limited 
to  the  distribution  of  a  single 
nerve,  but  involves  the  muscula- 
ture innervated  by  the  eighth 
cervical  and  first  dorsal  spinil 
segments, — the  segnients,  in  laet. 
in  which  the  gliosis  frequently 
Fv.  ti.  -Sjrii«omreiic  dBvihand.  begins.     The  diagnosis  depends  on 

the  presence  of  dissociative  anes- 
thesia, trophic  and  vasomotor  disturbances  such  as  whitlows,  glossy  skin  (peau  lisse), 
main  succulente,  and  is  often  corroborated  by  the  occurrence  of  oculo-pupillary  pheno- 
mena, nystagmus,  scoliosis,  and  evidence  of  spastic  paralysis  in  the  leg  of  the  same  side. 
Cervical  pachymeningitis  only  leads  to  a  claw-hand  when  it  interferes  with  ttie  function 
of  the  eighth  cervical  and  first  dorsal  anterior  roots,  and  leaves  uninjured  the  sixth  and 
seventh  cervical  roots.  The  condition  is  generally  bilateral  with  some  asymmetry,  and  it 
is  usually  associated  with  pain  and  ill-defined  disturbances  of  sensibility  in  the  two  arms. 
An  aeiile  poliomyelitis  affecting  the  eighth  cer\-ical  and  Arst  dorsal  segments,  and 
leaving  intact  the  sixth  and  seventh  cervical  segments,  is  uncommon.  Tlie  history  of 
acute  onset,  with  constitutional  symptoms  such  as  headache,  fever,  vomiting,  and  convul- 
sions, affords  a  clue  to  the  diagnosis.  The  absence  of  sensory  loss,  and  the  possible  presence 
of  atrophic  palsies  in  other  parts  of  the  body,  form  additional  data  in  these  eases. 

In  peroneal  atrophy  the  diagnosis  depends  on  the  symmetry  of  the  atTeetion  Mid  the 
preceding  or  concomitant  atrophy  of  the  leg  muscles,  generally  beginning  in  those  supplied 
by  the  peroneal  nerve  (see  Figx.  20  and  21,  p.  60). 

Superntimerart/  cervical  ribs  may  lead  to  the  production  of  a  claw-hand  when  tliey 
cause  neuritic  changes  in  the  trunk  formed  by  the  eighth  cervical  and  first  dorsal  con- 
tributions to  the  brachial  plexus.  The  niuscular  atrophy  is  preceded  by  pain  in  the 
arn)  and  neck,  and  sometimes  by  vasomotor  changes  and  diminution  ot  the  radial 
pulse.  Analgesia  in  the  distribution  of  the  eighth  cer\-ical  and  first  dorsal-root  areas 
may  also  be  <letccted.  but  the  diagnosis  may  depend  niainly  on  the  skiagraphic  discovery 
of  the  rudimentary  ribs  (|t.  -I'-t.'l).  E.  Farqahar  Buaaid. 

CLONUS,  ANKLE.— (See  Ankle-clonus,  p    39  t 
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GLUBBE3>  FINGERS,  or  bulbous  enlargement  of  the  sort  parts  of  the  lemiinal 
phalanges,  with  over-curving  of  the  nails  both  transversely  and  longitudinally,  are  seen 
(-haracteristiually  in  morbus  cicruleus,  and  also  in  association  with  nbroid  lung.  Tliey 
are  distinguished  readily  from  enlargement  due  to  bony  changes,  such  as  those  of  acn)nipgaty 
and  pulmonary  osteo  arthropathy. 

Minor  degrees  may  occur  with  almost  any  disease  that  leads  to  persistent  congestion 
of  terminal  parts,  such  as  mitral  stenosis,  mitral  regurgitation,  emphysema,  chronic 
bronchitis,  pleurisy  with  effusion,  empyema,  chronic  phthisis,  some  forms  of  aortic  or 
subclavian  aneurysm,  asthma,  pericarditis,  adherent  pericardium,  mediastinitis,  or 
mediastinal  neoplasm.  In  such  cases,  however,  the  clubbing  has  to  be  looked  for — it  does 
not  thrust  itself  upon  one's  notice  ;  it  may  also  pass  away  again  when  the  cause  is  removed, 
tor  instance,  when  an  empyema  is 
cured  by  operation. 

Obvious  and  extrenic  flnger-club- 
binj;  has  only  two  main  causes — 
ciinKenital  heart  disease  with  c>'anosis 
( Fig.  46),  especially  pulmonary  stenosis 
with  or  without  a  perforated  interven- 
tricular septum  ;  and  fibroid  lung, 
especially  if  associated  with  bronchi- 
ectasis. The  distinction  between  these 
two  will  generally  be  obvious.  The 
fonner  dates  from  infancy  and  is 
assiK-iated  with  extreme  cyanosis  and 
a  loud  pulmonary  systolic  bruit  and 
thrill ;  the  latter  develops  later  in 
life,  is  seldom  associated  with  such 
extreme  cyanosis  except  when  the 
patient  is  in  extremis,  and  is  accom- 
panied by  displacement  of  the  heart 
and  other  signs  of  fibrosis  of  the  lung. 

DifTiculty  may  arise  in  those  rarer  /■■    i«  -  ci  1 1,  i  n  <        i      i  ■      ti 

cases  of  congenital   heart  disease   in  '         '"  (■un'inr'r.v8iici..i>. 

wliich  there  is  no  bruit — for  instance 

wlicruthe  heart  gives  off  a  single  large  vessel,  the  place  of  the  pidmonary  arteries  being 
taken  by  intercostal  vessels — but  even  here  the  fact  that  the  lividity  is  out  of  proportion 
to  the  d^'spnira,  and  the  history'  that  ttie  cyanosis  and  the  flnger-clubbin:;  date  froni 
soon  after  birth,  afford  immediate  clues  to  the  diagnosis.  Cimgenital  heart  disease  with- 
out cyanosis — patent  ductus  arteriosus,  for  instance — does  nut  give  rise  to  chd>bcd  fingers. 
In  lung  cases  the  diagnosis  is  either  obvious  from  the  physical  signs  :  or  else,  if  the 
abnormal  physical  signs  are  so  slight  as  by  theniHclves  to  suggest  little  more  than  bron- 
chitis, the  existence  of  marked  clubbing  of  the  lingers  is  important  evident^  that  the 
lung  trouble  is  more  extensive  than  this,  and  that  there  is  really  nuich  fibrosis,  and  prob- 
ably bronchiectasis,  too  dcep-scatcd  to  permit  of  the  usual  physical  signs  being  ilelected 
at  the  surface  of  the  chest.  A  moderate  degree  of  clubbing  of  the  lingers  is  sometimes 
observed  in  cases  of  cirrhosis  of  the  liver,  particularly  in  that  type  which  begins  as  splenic 
ana-mia — Banti's  disease  (see  p.  37).  This  suggests  that  the  changes  in  the  finger  tips 
ha\'e  a  chemical  as  well  as  a  mechanical  factor  in  their  <'ausation.  Hrrbrrl  Frrncb. 

CLUB-FOOT,  m-  TALIPES.— .Any  deformity  of  the  ro<it  not  limited  to  the  toes 
commonly  goes  under  the  name  of  club-foot,  or  talipes.  The  diagnosis  of  the  different 
forms  of  talipes  is  extremely  difTicult.  owing  to  the  number  of  causes  and  the  complicutcil 
nature  of  the  deformities.  It  may  be  well,  therefore,  to  define  briefiy  tlie  chief  varieties 
of  simple  deformity. 

I.  Talipes  EqulBUS. — In  this  condition  the  fore  purl  of  the  foot  I'ltnnnt  be  raised 
to  the  normal  degree.  Any  healthy  adult  is  able,  with  the  knee  stniiglil.  to  dorsillex  the 
ankle  to  such  an  extent  that  the  ball  of  the  great  toe  is  Iwo  or  three  inches  higher  than  the 
prominence  of  the  heel.     The  degree  of  dorsiflexion  is  even  greater  in  infants.  Imt  with 
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advancing  years  the  movement  becomes  limited,  so  that  old  people  may  hardly  be  able 
to  dorsiflex  the  foot  beyond  the  right  angle. 

2.  Talipes  Calcaneus. — In  this  condition  the  heel  is  depressed  and  the  fore  part  of 
the  foot  elevated.  Extension  of  the  ankle  is  limited,  so  that  the  fore  part  of  the  foot  may 
not  touch  the  ground  in  walking. 

3.  Talipes  Valgus. — ^The  foot  is  everted  and  abducted  at  the  ankle-joint,  so  that  the 
inner  malleolus  is  too  prominent. 

4.  Talipes  Varus. — ^The  foot  is  inverted  and  adducted  at  the  ankle-joint,  so  that  the 
outer  malleolus  is  too  prominent.  In  this  condition,  however,  there  is  more  serious 
deformity  at  the  medio- tarsal  joint,  at  which  the  fore  part  of  the  foot  is  adducted  and 
inverted. 

5.  Talipes  Cavus. — ^The  arch  of  the  foot  is  too  high  or  hollow.  This  may  be  due  to 
depression  of  the  fore  part  of  the  foot,  of  the  heel,  or  of  both. 

Club-feet  may  be  divided  into  (I)  The  Congenital,  (II)  The  Acquired. 

I.  CONGENITAL  TALIPES. 

Congenital  talipes  is  usually  quite  easy  to  diagnose,  because  of  the  history  of  the 
presence  and  the  nature  of  the  deformity  at  birth.     There  are  two  chief  varieties  of  it : 

(1)  Equino- varus  ;    (2)  Calcaneo- valgus. 

Sometimes  the  history  is  lacking  or  misleading,  and  the  shape  of  the  feet  has  been 
so  altered  by  treatment  or  neglect  that  it  is  very  difficult  to  distinguish  the  condition  from 
paralytic  talipes,  especially  that  due  to  paralysis  of  the  lower  neuron.  In  making  the 
distinction  it  is  important  to  remember  that  the  shortening  is  usually  very  much  less  in 
congenital  cases,  and  that  wasting  of  the  muscles,  apart  from  tight  splinting,  is  also  much 
less.  Trophic  ulcers,  and  cold  and  blue  feet,  which  are  common  in  cases  of  paralysis,  do 
not  occur  in  congenital  talipes.  Moreover,  the  toes  are  not  hyper-extended  at  the  meta- 
tarso-phalangeal  joints,  a  condition  commonly  present  in  paralytic  talipes.  The  reaction 
of  degeneration  is  not  present  in  congenital  cases,  thus  distinguishing  it  from  talipes  due 
to  comparatively  recent  paralysis  of  the  lower  neuron.  The  reflexes  are  not  exaggerated, 
thus  distinguishing  it  from  talipes  due  to  paralysis  of  the  upper  neuron.  In  congenital 
equino-varus  the  small  conical  heel  is  not  only  raised  but  also  turned  inwards  in  a  character- 
istic way,  and  it  is  generally  separated  from  the  inner  aspect  of  the  foot  by  a  deep  furrow. 
There  is  also  a  curious  flattening  on  the  outer  side  of  the  foot,  just  in  front  of  the  external 
malleolus,  where  the  skin  is  dimpled  and  loose.  There  is  also  a  furrow  on  the  inner  side 
of  the  foot  opposite  the  medio-tarsal  joint.  The  varus  is  always  worse  than  the  equinus. 
whereas  in  paralytic  cases  the  equinus  is  usually  worse  than  the  varus.  With  care  the 
overstretched  weak  muscles  can  be  shown  to  be  capable  of  voluntary  contraction. 

II.  ACQUIRED  TALIPES. 

This  condition  may  be  subdivided  as  follows  :  (1)  The  paralytic,  due  to  :  {a)  Disease 
of  the  upper  neuron  ;    (b)  Disease  of  the  lower  neuron  ;    (c)  Primary  muscular  disease  ; 

(2)  Postural,  e.g.,  talipes  valgus  ;  (3)  Due  to  flbrosis  of  muscle,  with  retraction  ;  (4)  Due 
to  bone  disease  ;  (5)  Due  to  joint  disease  ;  (6)  Due  to  contracting  scars  ;  (7)  Due  to 
hysteria. 

1.  The  Paralytic — (a)  In  talipes  due  to  destruction  of  the  upper  neuron  the  reflexes 
are  exaggerated  and  the  plantar  reflex  is  extensor  ;  whereas  in  talipes  due  to  disease  of 
the  lower  neuron  the  reflexes  are  unchanged,  diminished,  or  lost.  Reaction  of  degeneration 
may  be  present  with  lesions  of  the  lower  neuron,  and  absent  with  lesions  of  the  upper. 
Coldness  and  blueness  of  the  feet  are  only  common  in  lesions  of  the  lower  neuron,  and  the 
same  is  true  of  trophic  ulcers.  The  shortening  and  wasting  are  generally  much  greater 
in  lesions  of  the  lower  neuron,  and  the  distribution  of  the  paralysis  is  much  more  irregular 
than  in  those  of  the  upper.  When  the  disease  of  the  upper  neuron  is  in  the  brain,  it  is 
usual  for  the  arm  as  well  as  the  leg  to  be  paralyzed  (infantile  hemiplegia)^  or  both  feet  may 
be  involved  symmetrically  (congenital  spastic  paraplegia).  Occasionally  there  may  be  a 
cerebral  monoplegia.  In  any  case  the  deformity  due  to  disease  of  the  upper  neuron  is 
almost  characteristic,  and  is  mostly  equinus,  usually  with  a  little  valgus,  but  occasionally 
with  slight  varus  ;    whereas  when  the  lower  neuron  is  affected    the  deformity  is  nearly 
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always  equino-vanis  or  talipes  x-algus.  In  distinguishing;  \*am>us  destructive  lesions  of 
the  upper  neuron*  the  history  and  the  nature  of  the  deformity  niay  help.  In  krmipie^ia  or 
monoplegia  there  may  be  a  history  of  difficult  labour,  with  deliN-er^-  by  forceps,  indicating 
injur>'  to  the  cerebral  cortex,  or  meningeal  luemorrhage  with  sectmdaiy  fibrosis  of  the 
motor  area.  The  deformity  mav  not  be  obvious  for  a  vear  or  more  after  birth,  and  it  is 
Usually  noticed  first  when  the  child  begins  to  walk.  In  other  cases  it  may  be  due  to 
thrombosis  of  the  errebrai  reins  following  measles  or  influenza,  or  to  rupture  of  some  of  the 
cortical  veins  during  whooping-cough  or  \iolent  fits  of  passion.  Congeniiai  spasiic  para- 
plegia is  distinguished  by  its  s\-mmetry.  and  by  the  amount  of  s^Misni  as  shown  by  the 
unexpected  degree  of  flexion  of  the  ankles  that  can  he  produced  by  firmly  pressing  upwards 
the  fore-parts  of  the  feet.  Moreover,  there  is  usually  some  mental  incapacity,  and  often 
the  history*  of  nervous  disease  in  the  family.  When  the  lesion  is  in  the  spinal  cord,  there 
may  be  a  histor\'  of  spinal  injury  or  evidence  of  spinal  caries,  or  of  gn>wth  causing  a  spastic 
paraplegia.  In  amyoirophic  lateral  sclerosis  there  are  signs  of  paralysis  and  wasting  of 
the  upper  limbs.  Friedreich's  disease^  or  hereditary  ataxy,  is  an  occasional  cause  of  tali|)es 
equinus  or  equino-\*arus.  It  can  be  recognized  by  the  inco-ordination,  the  nystagmus, 
the  slurring  of  speech,  the  age  of  onset,  which  is  usually  about  six  to  nine  years,  the  al>sence 
of  knee-jerk,  and  the  hallux  erect  us. 

(6).  Lesions  of  the  loscrr  neuron  may  be  in  the  cord  (infantile  [wralysisK  or  in  the  cauda 
equina  (spina  bifida),  in  the  lumbo-sacral  cord  or  sacral  plexus  (e.g..  carcinoma  of  the 
rectum),  or  in  the  peripheral  ner\-es  (peripheral  neuritis,  injurctl  sciatic  ner\-e.  or  Tiwth's 
neuro-muscular  paralN'sis).  Infantile  paralysis  results  from  acute  anterior  |H>liomyclitis. 
and  is  distinguished  by  its  irregular  distribution,  reaction  of  degeneration,  and  its  vas<»- 
motor  and  trophic  lesions.  It  is  frequently  possible  to  show  that  the  patient  is  unable  to 
use  certain  muscles  or  groups  of  muscles.  espei*ially  the  anterior  tibial  and  [H^n^neal  group. 
It  is  unusual  for  the  paralysis  to  be  limited  to  the  leg  :  the  thigh  is  often  afTecteil  to  simie 
extent,  and  often  the  opposite  leg.  It  is  imix>rtant  to  examine  for  spina  bifida  :  taili|H^ 
<luc  to  this  is  not  necessarilv  sx'mnietrical :  one  foot  mav  be  involved  more  than  another. 
and  the  deformity  is  often  progressive.  I  have  seen  several  cases  of  talipes  calcamni- valgus 
associated  with  it,  and  also  pure  cavus,  and  one  ver\'  bad  case  of  e<]uino- varus  of  one  f(H>t, 
and  equino-\*algus  of  the  other.  The  foot  may  drop  in  peripheral  neuritis  due  to  diphtheria, 
lead  poisoning,  or  alcoholism.  In  each  of  these  conditions  there  is  other  evidence  of  the 
disease.  In  many  cases  of  growth  in  the  pelvis  the  foot  may  dn^p  owing  to  invasion  of  the 
sacral  plexus  by  the  groH'th,  which  may  be  either  sarcoma  of  the  pelvis  or  carcininna  i>f 
the  rectum.  Wounds  of  the  thigh,  or  the  prt*ssure  of  tight  splints  in  the  treatment  of 
fracture,  or  the  forcible  extension  of  a  contracted  knee,  mav  lead  to  paralvsis  of  the  sciatic 
nerve.  esi>ecially  of  its  external  popliteal  bninch.  This  may  lead  to  talipes  ec|uino-vanis. 
A  similar  deformity  may  follow  injur\-  of  the  lumbar  spine  with  setH>ndarv  luemutt)-rluu*liis, 
nr  growth  anywhere  in  the  course  of  the  sciatic  nerve.  I  have  known  it  follow  the  use  of  a 
Ilodgen  extension  apparatus.  Tooth's  neuro-muscular  paralysis  {Fifis.  20  and  21,  p.  «0) 
causes  paresis  of  the  anterior  tibial  and  pertmeal  muscles,  with  tali|>es  tnjuino-varus  and 
marked  cavus.  and  deformity  of  the  toes.  It  may  be  distinguishe<l  from  infantile  paralysis 
by  the  symmetrical  affection  of  both  feet,  by  the  wasting  of  the  thenar  emineni»t\s,  and  the 
historj-  of  similar  deformity  in  the  family,  and  fn>m  the  primary  muscular  dystrophies 
by  the  occurrence  of  reaction  of  degeneration. 

(c).  Primary  Muscular  Disease. — In  primary-  muscular  |>anilysis  (stH»  Atropiiv,  Mrs- 
cti--\R,  p.  59)  talipes  may  be  developed  late  in  the  disease  ;  but  as  a  rule  the  patients  do 
not  live  long  enough  for  the  deformity  to  become  a  striking  feature.  The  family  history 
assists  the  diagnosis,  and  in  the  pseudo-hypertroj)hic  form  there  is  the  chanict eristic  way 
in  which  the  patient  raises  himself  from  the  supine  position  by  rolling  into  the  prone  position 
and  then  lifting  himself  on  his  toes  and  hands,  and  working  his  hands  up  the  fronts  of  the 
thighs. 

2.  PosturaL — Acquired  talipes  valgus  may  be  due  either  to  posture  or  to  purulysis 
of  the  tibiales  muscles.  When  a  patient  attempts  to  adduet  an<l  invert  the  fore-part  of 
the  foot,  the  tendons  of  these  muscles  can  be  seen  to  stand  out  when  they  are  not  paralyzed. 
The  foot  may  be  forced  into  a  cramped  }>osition  by  tight  boots,  and  a  form  of  talipes 
cavus  may  thus  develop,  with  marked  deformity  of  the  toes,  which  are  hyper-extended  at 
the  metatarso-phalangeal  joints  and  flexed  at  the  others.     This   condition  must  not   be 
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confounded  with  a  similar  one  due  to  paralysis  of  the  small  muscles  of  the  foot,  especial^  I 
the  interossei  and  lumbricales. 

3.  Fibrosis  and  Contracture  of  the  Muscles  of  the  Calf. — Very  rarely  the  calf  musckij 
may  contract  as  a  result  of  an  ischsemia  analogous  to  that  occurring  in  the  fore-arm,  ai 
leading  to  contracture  of  the  wrist  and  fingers  ( Volkmann*s  contracture.  Fig.  58,  p.  141^ 
The  same  condition  may  develop  as  a  result  of  cellulitis  of  the  calf   muscles,  dtOBk 
associated  with  compound  fracture  of  the  leg,  or  with  acute  necrosis  of  the  tibia.    In  a 
these  conditions  it  is  important  to  prevent  the  development  of  talipes  equinus. 

4.  Bone  Disease. — Injury  or  inflammation  of  the  tibia  near  the  epiphyseal  lines  ia 
youth  may  lead  either  to  arrest  or  over-growth  of  the  affected  bone.  This  is  not  uncommonly 
a  cause  of  talipes,  which  can  be  recognized  if  care  be  taken  to  make  comparative  measuie* 
ments  and  or-ray  examinations  of  the  bones. 

5.  Joint  Disease. — In  fractures  into  the  ankle-joint,  such  as  Pott's  and  Dupuytren*i 
fractures,  a  very  bad  form  of  talipes  equino-valgus  may  form  unless  care  be  taken  to 
correct  the  deformity  and  to  keep  the  ankle  moving.  Talipes  equinus  may  arise  as  a  result 
of  the  maltreatment  of  sprains  or  arthritis  of  the  ankle,  either  septic  or  tuberculous,  unkn 
care  be  taken  to  keep  the  joint  dorsiflexed  during  treatment. 

6.  Contracting  Scars. — Occasionally  talipes  equinus  follows  severe  bums  or  lacera- 
tions of  the  skin  of  the  leg  or  foot.  The  diagnosis  is  usually  obvious  from  the  scan. 
There  may  be  some  wasting  of  the  muscles  from  want  of  growth  of  the  limb  from  disoK. 

7.  Hysteria. — Hysterical  club-foot  may  be  suspected  from  the  associated  symptoms 
and  confirmed  by  the  absence  of  any  change  in  the  electrical  reactions,  by  the  variation 
of  the  deformity,  and  the  disproportionate  amount  of  spasm,  which  passes  off  during  sleep 
and  under  an  anaesthetic. 

Finally,  it  is  to  be  remembered  that  if  a  normal  muscle  is  left  in  one  position  over  a 
long  period  with  its  point^s  of  origin  and  insertion  unduly  approximated,  it  may  presently 
be  found  to  be  impossible  to  lengthen  it  out  properly  again  ;  it  is  in  this  way  that  contrac- 
tures  of  muscles  are  apt  to  occur  during  the  course  of  long  febrile  illnesses — enterica  for 
instance — when  the  patient  may  remain  curled  up  in  bed  for  weeks.  If  the  limbs  are 
passively  extended  and  flexed  each  day,  no  contracture  results,  but  it  sometimes  happens 
that  the  neglect  of  this  precaution  is  followed  by  persistent  contracture  of  what  had  hitherto 
been  normal  muscles,  and  one  of  the  likely  results  of  this  is  club-foot.  n,  p,  Rotclandt. 

COITUS,  PAINFUL.— (See  Dyspareunia,  p.  193.) 

COLIC. — ^This  is  a  word  often  used  verj'  loosely  for  any  severe  abdominal  pain, 
especially  of  a  kind  which  tends  to  wax  and  wane  in  intensity.  Such  pain  may  be  associ- 
ated with  disease  in  almost  any  one  of  the  abdominal  viscera,  and  the  word  colic  is  applied 
quite  commonly  to  the  pain  caused  by  the  passage  of  a  calculus  down  the  bile-duct  (bfliaiy 
colic)  or  the  ureter  (renal  colic).  The  name  *  mucous  colic '  is  also  used  by  some  writers 
for  the  disease  usually  known  as  muco-membranous  colitis.  It  is  better,  however,  to 
restrict  the  term  colic,  used  without  a  qualifying  adjective,  to  pain  caused  by  contraction 
of  the  intestine,  of  a  cramp-like  nature,*  caused  by  local  irritation  or  by  general  poisoning, 
in  the  absence  of  any  organic  disease  of  the  bowel.  Diagnosis  therefore  mainly  consists 
(1)  In  excluding  such  organic  affections  ;  and  (2)  In  ascertaining,  so  far  as  possible ^  the  cause 
of  the  local  spasm. 

In  order  to  exclude  organic  disease  a  careful  examination  of  the  whole  abdomen 
is  needed,  as  well  as  obser\'ation  of  the  general  condition  of  the  sufferer.  It  must  be 
remembered  that  in  simple  colic  there  may  be  vomiting,  sweating,  and  some  degree  of 
collapse  owing  to  the  severity  of  the  pain.  The  patient's  temperature  is  not,  however. 
usually  raised ;  the  abdominal  walls  move  freely  on  respiration  ;  and  there  is  little  or  no 
local  tenderness,  pressure  being  often  a  relief  to  the  pain,  so  that  the  sufferer  tends  to  press 
his  abdomen  against  a  pillow  or  other  support.  Though  the  face  exhibits  an  expression 
of  pain,  there  is  not  the  pinched,  anxious  facies  so  characteristic  of  grave  abdominal 
troubles  ;  and  the  patient  is  likely  to  throw  himself  about  instead  of  lying  still  as  in  such 
conditions  as  peritonitis  or  intestinal  obstruction.  The  pulse  is  not  often  markedly 
affected  ;  it  may  even  be  unduly  slow,  but  in  nervous  subjects  the  anxiety  and  pain 
may  cause  some  rise  in  its  frequency. 


COLIC  115 

The  different  affections  which  may  give  rise  to  abdominal  pain  liable  to  be  called 
colic  by  patients  are :  Acute  intestinal  obstruction,  intussusception,  appendicitis,  and 
possibly  even  perforative  peritonitis ;  colitis  and  ulcerative  diseases  of  the  colon ; 
malignant  disease  of  the  intestine  ;  pancreatic  disorders,  acute  and  chronic  ;  gastric  pain, 
especially  that  encountered  in  cases  of  pyloric  obstruction  ;  intestinal  neuralgia,  and 
referred  pains  in  spinal  caries  and  in  cases  of  pressure  by  tumours  or  aneurysms  ;  gastric 
and  intestinal  crises  in  locomotor  ataxy  ;  chronic  plumbism  (p.  34) ;  and  renal  and 
biliarv  colic. 

Taking  the  diagnostic  features  separately  : — 

Rise  of  temperature  above  100°  F.  will  indicate  the  existence  of  some  inflammatory 
affection,  such  as  appendicitis.  The  possibility  of  thoracic  disease,  such  as  pneumonia 
or  diaphragmatic  pleurisy,  causing  abdominal  pain,  must  be  borne  in  mind  ;  but  such  pain 
is  not  really  colicky  in  character.     (See  Pain,  Abdominal,  p.  424.) 

Vomiting  that  is  repeated  and  severe  does  not  occur  in  simple  colic.  It  suggests  the 
existence  of  intestinal  obstruction,  if  the  temperature  of  the  patient  is  normal  or  subnormal* 
or  of  some  form  of  peritonitis  if  there  be  fever.  In  the  former  condition  a  fsecal  odour 
may  be  noted  in  the  vomit  ;  in  general  peritonitis  the  vomiting  may  be  characteristic, 
large  quantities  of  fluid  being  brought  up  with  little  effort ;  but  these  signs  occur  late  in  the 
course  of  these  conditions  (see  Vomiting,  p.  763).  The  colicky  pains  associated  with  gastric 
dilatation  due  to  pyloric  obstruction  are  likely  to  end  with  the  expulsion  of  a  large  quantity 
of  foul  fermenting  material.  The  dilatation  of  the  stomach  may  be  ascertained  by  noting 
the  existence  of  splashing  in  the  organ  when  the  fingers  are  *  dipped  '  sharply  in  the  epi- 
gastric region  :  by  eliciting  an  increased  area  of  tympanitic  resonance  ;  by  observing  the 
peristaltic  movements  of  the  hypertrophied  walls  of  the  stomach,  as  seen  by  inspection 
of  the  abdomen  :  by  discovery  in  the  vomit  of  food  taken  some  days  previously,  as  well 
as  of  organisms  of  fermentation  (torula;  and  sarcinae.  Fig.  121,  p.  241),  the  vomited  matter 
being  generally  foul  and  frothy  ;  and  by  examination  with  the  ;r-rays  after  exhibition 
of  a  bismuth  meal  {Fig.  128,  p.  268). 

Tenderness  and  rigidity  of  the  abdominal  wall  are  usually  absent  in  colic.  When 
conjoined,  they  point  to  affection  of  the  peritoneum  ;  tenderness  alone  indicates  disease 
of  some  viscus,  as  in  colitis,  when  it  is  found  along  the  course  of  the  colon,  in  intestinal 
or  gastric  ulceration,  and  so  forth. 

Slight  fullness  of  the  abdomen  may  exist  in  cases  of  colic,  but  it  is  usually  incon- 
spicuous ;  more  often  the  abdominal  walls  are  retracted.  Considerable  distention  indicates 
some  organic  trouble,  such  as  cirrhosis  of  the  liver,  intestinal  obstruction,  or  peritonitis. 
A  contracted  portion  of  bowel  may  sometimes  be  felt.  This  must  be  distinguished 
from  an  actual  tumour  or  inflammatory  mass,  and  from  the  elongated  swelling  felt  in 
intussusception.  The  spasmodically  contracted  gut  of  colic  is  of  small  diameter,  and  may 
be  felt  to  relax  as  the  pain  subsides  and  to  harden  again  with  a  fresh  exacerbation. 

Constipation  is  the  rule  in  patients  suffering  from  colic,  and  if  a  motion  is  passed  it 
is  small  and  hard.  The  appearance  of  diarrhoea  will  point  to  some  affection  of  the  bowel, 
such  as  colitis.  In  mucous  colitis,  which  is  associated  with  severe  pain,  hard  scybala  may 
be  passed  along  with  casts  of  the  intestine  (Fig.  172,  p.  398)  or  large  shreds  of  mucus :  these 
may  take  the  form  of  rolls  resembling  segments  of  tape-worm,  but  can  easily  be  floated 
out  if  placed  in  water  (see  below).  The  appearance  of  any  blood  per  anum  will  show  that 
^mething  more  than  mere  colic  is  present  (see  Blood  per  Anum,  p.  7,5). 

Attacks  of  severe  abdominal  pain  occur  in  gouty  and  arteriosclerotic  subjects,  accom- 
anied  by  giddiness,  nausea,  and  sometimes  vomiting  (*  angina  abdominalis  *)  :  there 
may  be  slight  jaundice.  Examination  of  the  pulse  will  reveal  increased  tension  and 
fM>ssibly  disease  of  the  arterial  wall,  and  the  trouble  yields  rapidly  to  nitroglycerin  tablets 
&nd  iodides. 

Pain  associated  with  a  movable  kidney  (Dietrs  crises)  might  be  described  by  the  sufferer 
IS  colic.  Such  attacks  are  characterized  by  sudden  pain,  nausea,  faintncss,  and  collapse  ; 
there  may  l>e  blood  in  the  urine  (see  H^ematuria,  p.  280).  In  some  instances  the  kidney 
is  enlarge<i  as  well  as  movable,  owing  to  developing  hydronephrosis. 

Intestinal  neuralgia  may  be  diflicult  to  distinguish  from  colic,  as  both  are  alike 
functional  disorders  without  organic  disease.  Neuralgia  is  likely  to  occur  in  an  anirmic, 
ill-nourished  person  of  neurotic  type  ;    it  arises  without  obvious  exciting  cause,  and  may 
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and  Cammidge's  Tkst  (p.  100)  may  be  applied  to  it,  though  the  trustworthiness  of  this 
reaction  is  not  yet  established. 

Renal  Colic. — ^The  distinguishing  features  of  the  passage  of  a  calculus  down  the  ureter 
are  similar  to  those  of  biliary  colic,  but  the  pain  starts  in  one  loin  and  radiates  downwards 
to  the  thigh  and  to  the  testicle  in  the  male,  to  the  labium  majus  in  the  female.  The  urine 
may  contain  blood,  and  also  epithelium,  from  the  pelvis  of  the  kidney  and  from  the  ureter. 
Frequency  of  micturition  is  often  marked,  but  the  quantity  of  urine  may  be  small  ;  it 
may  even  be  suppressed  temporarily.  If  the  calculus  become  impacted  in  the  ureter  a 
swelling  may  subsequently  appear  in  the  loin,  due  to  the  formation  of  a  hydronephrosis. 
The  pain  may  cease  suddenly  when  the  stone  passes  into  the  bladder.  The  j-rays  are  of 
considerable  value  in  detecting  the  concretion  {Fig.  192,  p.  455),  provided  the  bowels  be 
empty  so  that  shadows  due  to  scybala  can  be  avoided. 

The  pain  due  to  the  presence  of  a  calculus  in  the  kidney  can  hardly  be  mistaken  for 
colic,  but  occasionally  the  symptoms  of  this  condition  may  precede  an  attack  of  renal 
colic.  A  history,  therefore,  of  pain  in  the  loin,  frequency  of  micturition,  and  the  appearance 
of  blood  in  the  urine,  may  help  in  the  diagnosis  of  the  latter  condition.  Tuberculous 
disease  of  the  kidney,  in  which  the  symptoms  may  be  very  similar,  though  apt  to  be  accom- 
panied by  more  wasting  and  by  evening  pyrexia,  may  give  rise  to  colicky  attacks  if  blood- 
clots  or  caseous  masses  lodge  in  the  ureter.  Pus  and  tubercle  bacilli  may  be  found  in 
the  urine.     DietFs  crises  have  been  referred  to  above. 

The  principal  causes  of  Intestinal  Colic  are  indigestible  food,  alcoholic  excess,  and  lead- 
poisoning.  This  last  should  be  eliminated  first.  It  is  characterized  by  symptoms  described 
on  p.  34.  There  will  usually  be  a  history  of  some  occupation  involving  contact  with  lead — 
painting,  glazing,  type-setting,  or  manufacture  of  some  compound  of  lead  ;  but  the  possi- 
bility of  poisoning  by  drinking-water  or  by  beer  which  has  stood  in  contact  with  leaden 
pipes  must  be  remembered — the  latter  especially  in  potmen.  The  chief  signs  of  alcoholism 
are  given  on  p.  726.  In  cases  due  to  indigestible  food,  a  history  of  the  consumption  of 
fried  fish,  shell-fish,  pork,  raw  fruit,  or  other  suspicious  matter  may  be  obtained.  The 
|)ain  is  more  likely  to  move  along  the  course  of  the  colon  than  to  remain  fixed  in  the  centre 
of  the  abdomen  or  at  some  special  point,  as  it  usually  does  in  lead  colic.  In  infants,  colic 
may  be  caused  by  hard  curds  of  milk,  and  be  indicated  by  drawing  up  of  the  legs  and 
screaming.  In  older  children,  unripe  apples,  plum-stones,  and  similar  delicacies  are  often 
the  source  of  the  trouble,  and  fruit-stones  may  be  discovered  subsequently  in  the  motions. 

ir.  Cecil  Bosanquet. 

COLOUR  BLINDNESS.— (See  Vision,  Defects  of,  p.  762.) 

COMA  is  a  state  of  unnatural,  heavy,  deep  and  prolonged  sleep,  often  accompanied 
by  slow  stertorous  or  irregular  breathing,  and  frecjuently  ending  in  deatii.  It  may  be 
due  to  a  large  number  of  different  causes,  which  may  be  classified  into  two  main  groups, 
namely  :  (A)  Cases  in  which  coma  is  not  a  prominent  symptom  early  in  the  malady,  but 
only  in  a  late  stage,  when  the  nature  of  the  disease  has  already  been  suggested  by  other 
symptoms  ;  and  {B)  Cases  in  which  coma  comes  on  early  anrl  may  be  the  most  prominent 
feature  of  the  case. 

Group  A  includes — 

1.  Certain  Severe  Fevers  in  which  coma  may  occur  as  a  terminal  phenomenon  : 

Typhu««  fever  l        Measles  Blackwater  fever 

Typhoid  fever  Scarlet  fever  Malignant  malaria 


Cholera 
Dvsenterv 


Infective  endocarditi 


Rheumatic  fever 

Yellow  fever  Diphtheria. 

2.  Acute  Inriammatory  Lesions  of  the  Brain  or  the  Cerebral  Meninges: 

Acute  encephalitis  Tuberculous  (neningitis  Kpidemic  cerebrospiniil  inenin- 

Siippurative  meningitis  Posterior  basal  meningitis  fjitis,  or  spotted  fever 

8.  Certain  Less  Acute  Lesions  of  the  Central  Nervous  System  : 

Cerebral  tumour  Post-epileptic  state  Disseminated  selerosis 

Cerebral  abscess  General  paralysis  of  the  insane  Syphilis  of  the  brain 

4.  Diseases  In  which  General  Metabolism  is  probably  at  Fault : 

Ursemia  j        Cholscmia  Raynaud's  disease 

Diabetes  '        Addison^s  disease  Myxcedcma 
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Group  B  includes  the  following  conditions — 

1 .  The  Resalts  of  Head  Injary : 

Compression    by    meningeal  Concussion  ;    Fracture  of  the  base  of  tlie 

hflpmorrhage  Depressed  fracture  skull. 

2.  Vascular  Lesions  of  the  Brain : 

Embolism  I   Thrombosis  :    (a)  arterial,  (6)   {        the  superior  longitudinal. 

Haemorrhage  <       of  a  venous  sinus  such   as 

3.  The  Acute  Effects  of  Drugs,  particularly  : 

Alcohol  Carbon  monoxide  Trional 

Opium  Absinthe  Tetronal 

Morphia  Chloral  hydrate  j    Bromides 

Carbolic  acid  Veronal  Chloroform   and   other   ana»- 

Oxalic  acid  Sulphonal  thetics. 

4.  The  Chronic  Effects  of  Chemicals, especially  plumbism :  (Saturnine  encephalopathy). 

5.  The  Effects  of  Extremes  of  Temperature :     Heat  stroke     I      Excessive  cold. 

6.  Excessive  Loss  of  Blood  from  : 

Ruptured  tubal  gestation  j    Hspmatemesis  Intestinal  bleeding 

Post-paitum  haemorrhage  Duodenal  bleeding  Ruptured  aneur^^sm. 

Haemoptysis  { 

7.  Stokes-Adams*  Disease. 

8.  Sudden   Nervous  Shock. 

0.  Hysterical  Trance. 

Although  it  is  generally  possible  to  make  a  broad  distinction  between  the  two  groups 
enumerated  above,  it  is  necessary  perhaps  to  point  out  that  some  conditions  which  usually 
give  rise  to  other  symptoms  before  they  produce  coma,  sometimes  pass  unrecognized  until 
coma  supervenes.  This  applies,  for  example,  to  certain  cases  of  diabetes  mellitus,  ursemia, 
suppurative  meningitis,  or  cerebral  abscess  or  tumour  ;  whilst,  conversely,  some  conditions 
which  usually  exhibit  coma  early,  may  not  do  so  until  after  there  have  been  other  sym- 
ptoms to  indicate  the  nature  of  the  case.  It  is  not  necessary  to  enter  into  the  differential 
diagnosis  of  those  conditions  in  which  other  prominent  symptoms  have  preceded  coma. 

When  coma  is  either  the  first  or  the  most  prominent  symptom  in  the  case,  it  is 
important  to  arrive  as  near  the  correct  diagnosis  as  may  be  at  the  earliest  possible  moment, 
the  case  being  relegated  to  one  or  other  of  the  following  four  classes,  which  differ  from  one 
another  radically  as  regards  treatment  : — 

1 .  Cases  in  which  immediate  trephining  is  required,  e,fi.,  for  meningeal  haemorrhage. 

2.  Cases  in  which  active  treatment  by  lavage  of  the  stomach  or  by  the  administration 
of  antidotes  is  required,  as  in  opium  or  other  poisoning. 

3.  Cases  in  which  active  medicinal  or  physical  treatment  is  required  :  for  instance, 
diabetic  coma  requiring  the  administration  of  alkalies,  or  uraemia  requiring  venesection. 

4.  Cases  in  which  absolute  rest  is  indicated,  especially  in  cerebral  haemorrhage. 
When  investigating  a  case,  notice  first  whether  there  is  any  evidence  of  unilateral 

paralysis  :  the  pupils  may  be  nmrkedly  unequal,  one  cheek  may  be  more  puffed  out  on 
expiration  then  the  other,  one  arm  or  leg  may  fall  more  limply  than  the  other  ;  there  may 
be  differences  between  the  two  knee-jerks  or  the  two  plantar  reflexes  ;  there  may  be 
conjugate  deviation  of  the  eyes.  If  there  is  distinct  evidence  of  unilateral  paresis  or 
paralysis,  there  is  almost  certainly  a  cranial  or  intracranial  lesion — haemorrhage,  embolism, 
fracture,  tumour,  abscess,  thrombosis,  or  meningitis.  Next,  examine  the  head  with  particu- 
lar care  to  sec  if  there  arc  any  signs  of  injury  ;  the  presence  of  a  scalp  wound  or  even  of  a 
fracture  does  not  of  course  prove  that  this  is  the  primary  cause  of  the  coma,  for  the  patient 
may  have  become  unconscious,  from  a  cerebral  haemorrhage  for  example,  and  in  falling 
may  have  struck  his  head,  in  which  case  the  injury  is  due  to  the  coma,  and  not  the  coma 
to  the  injury.  Some  of  the  greatest  difficulties  in  diagnosis  arise  on  this  account,  particularly 
when  the  patient  has  previously  taken  sufficient  alcohol  for  his  breath  to  smell  of  it,  and 
to  suggest  that  he  is  drunk.  Careful  observation  for  several  hours  may  be  required  before 
the  diagnosis  can  be  settled,  and  even  then  errors  are  sometimes  unavoidable.  A  clear 
history'  is  generally  lacking,  but  if  available  it  often  assists  materially  in  deciding  the  nature 
of  the  case.     The  ears  and  nose  should  be  examined  witli  care  to  see  whether  cerebrospinal 
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fluid  or  blood  is  coining  from  cither,  as  an  indication  that  there  is  a  fracture  at  the  base  of 
the  skull ;  blood  coming  forward  into  the  subconjunctival  tissue  may  afford  similar 
evidence. 

Cerebral  hemorrhage  is  much  more  common  in  an  elderly  than  in  a  young  person, 
whilst  the  reverse  is  true  of  embolism.  The  latter  may  occur  instantaneously,  whilst 
haemorrhage  produces  coma  rather  more  gradually  ;  and  thrombosis,  syphilitic  or  other- 
wise, often  leads  to  hemiplegia  so  gradually  that  no  coma  occurs.  The  presence  of  albu- 
minuria with  casts,  with  a  high  blood-pressure  as  measured  instrumentally  ;  the  history, 
in  an  elderly  man,  of  a  previous  seizure  of  a  similar  kind  with  definite  hemiplegia, 
especially  if  there  is  also  an  enlarged  heart  with  a  lumpy  first  sound  at  the  impulse,  or 
perhaps  a  local  systolic  bruit  there,  with  a  ringing  aortic  second  sound,  would  all  indi- 
cate cerebral  haemorrhage,  associated  with  defective  arteries  and  perhaps  with  granular 
kidney.  Albuminuric  retinitis  should  be  looked  for.  Strong  evidence  in  favour  of 
cerebral  embolism  would  be  afforded  by  a  previous  history  of  acute  rheumatism  and  the 
existence  of  a  presystolic  or  other  bruit  indicative  of  organic  heart  disease,  especially  if 
there  are  signs  (p.  34)  suggesting  that  f ungating  endocarditis  has  supervened. 

Supposing  there  is  no  evidence  of  a  unilateral  paralysis,  it  does  not  immediately 
follow  that  none  of  the  above  conditions  arc  present  ;  one  form  of  cerebral  haemorrhage 
in  particular  that  may  cause  no  unilateral  paralysis  is  pontine  hcemorrhage  ;  this  might  be 
suggested  at  once  by  the  very  small,  almost  pin-point  pupils,  though  similar  pin-point 
pupils  may  be  due  to  opium  poisoning.  The  thermometer  affords  a  means  of  diagnosis 
between  these,  for  opium  poisoning  leads  to  a  subnormal  temperature,  whilst  haemorrhage 
into  the  pons  Varolii  causes  the  temperature  to  rise  even  to  the  point  of  hyperpyrexia. 
The  diagnosis  of  other  varieties  of  coma  due  to  poisoning  can  seldom  be  arrived  at  accu- 
rately unless  the  circumstances  of  the  case  either  allow  of  an  analysis  of  the  gastric  contents, 
or  else  point  to  the  patient  having  taken  an  over-dose  of  one  of  the  drugs  mentioned  in 
the  above  list,  either  accidentally  or  with  suicidal  intent.  The  bottle  may  be  found  near 
the  patient. 

Coma  due  to  poisoning  by  carbon  monoxide  is  sometimes  obvious  from  the  patient's 
bright  cherry-red  colour  ;  it  is  impossible  to  convert  the  carboxyhsemoglobin  in  his  blood 
into  reduced  haemoglobin  by  the  ordinary  ammonium  sulphide  method  ;  and  there  is 
generally  direct  evidence  of  the  mode  of  poisoning,  such  as  the  fact  that  the  patient  is 
found  in  a  room  with  the  windows  shut  and  the  gas  turned  on,  or  has  been  subjected  to 
the  fumes  of  slow  combustion  from  a  stove,  brazier,  limekiln,  or  some  other  fire  which 
has  been  burning  with  an  insufficient  supply  of  oxygen. 

Saturnine  encephalopathy  is  very  variable  in  its  symptoms  ;  it  may  take  the  form  of 
epileptiform  convulsions ;  more  or  less  dementia ;  continued  coma ;  acute  mania ; 
indeed,  its  multiformity  is  one  of  its  chief^features.  The  occupation  of  the  patient  may 
point  to  the  diagnosis  forthwith,  or  there  may  be  a  blue  line  upon  the  gums  or  other  signs 
of  lead  poisoning  (p.  84).  Not  infrequently,  however,  the  nature  of  the  case  gives  rise 
to  much  perplexity  before  the  diagnosis  is  ultimately  made.  One  method  of  arriving  at 
the  latter  is  to  collect  an  abundance  of  urine,  evaporate  it  to  dryness,  and  apply  the  tests 
for  lead  to  the  residue  ;  or  to  test  for  lead  in  the  faeces.  The  case  is  apt  to  be  mistaken  for 
either  cerebral  haemorrhage,  cerebri^  tumour^  or  general  paralysis  of  the  insane.  Optic 
neuritis  may  be  due  directly  to  plumbism,  and  this  makes  the  differential  diagnosis  still 
more  difficult,  unless  there  is  clear  collateral  evidence  of  lead  poisoning. 

Myxcedema  is  generally  diagnosed  from  the  facies  (p.  38)  and  general  state  of  the 
sut)cutaneous  tissues,  or  from  the  results  of  thyroid  treatment  ;  occasionally,  however, 
one  meets  with  a  case  in  which  the  mental  symptoms  so  far  outweigh  the  others  that  the 
nature  of  the  malady  is  apt  to  escape  attention  altogether.  An  attack  of  coma  is  rarely 
the  first  sign,  though  it  may  be  ;  more  often  there  is  a  longish  history  of  progressive  mental 
slowness,  sometimes  with  delusions,  and  often  associated  with  attacks  of  irascible  excitation 
alternating  with  fits  of  depression  ;  or  with  bouts  of  mental  lethargy  stopping  short,  as 
a  rule,  of  actual  coma. 

Coma  due  either  to  heat  stroke  or  to  exposure  to  excessive  cold  is  generally  indicated 
by  the  collateral  evidence,  especially  as  regards  the  temperature  of  the  patient's  surround- 
ings, or  his  having  been  exposed  to  very  strong  sun's  rays  when  at  work.  The  chief 
difficulty  will  be  to  make  certain  that  there  is  not  any  vascular  lesion  of  the  brain.     When 
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there  is  doubt,  the  course  of  the  ease  may  indicate  its  nature,  heat-stroke  generally  recover- 
ing rapidly,  or  ending  fatally  with  hyperpyrexia  ;  but  sometimes,  even  in  a  fatal  case,  the 
diagnosis  may  remain  in  doubt  until  a  post-mortem  examination  has  been  made. 

Acute  encephalitis  is  a  disease  of  children  rather  than  of  adults  ;  its  general  s^'mptoim 
are  those  of  acute  meningitis  ;  the  patient  becomes  unconscious  more  rapidly,  howew, 
than  is  usual  with  the  latter,  and  yet,  notwithstanding  the  apparent  severity  of  the  illnfjB. 
recovery  may  occur,  either  within  a  few  days  or  a  week  or  two.  The  diagnosis  rests  upon 
the  course  and  recovery,  for  in  the  earlier  stages  it  will  nearly  always  have  been  regarded  as 
acute  meningitis.  The  same  applies  to  acute  thrombosis  of  the  superior  longitudinal  mw. 
the  diagnosis  between  which  and  acute  encephalitis  or  meningitis  is  generally  one  of  opinioB 
only,  unless  operative  measures  are  resorted  to,  or  a  post-mortem  examination  made.  Optic 
neuritis,  as  well  as  headache,  vomiting,  and  general  convulsions,  may  occur  in  all  three. 

General  paralysis  of  the  insane  does  not  as  a  rule  give  rise  to  coma  and  epileptifom 
convulsions  until  the  nature  of  the  case  has  been  indicated  already  by  the  mental  and 
physical  changes — particularly  the  ideas  of  grandeur,  the  loss  of  highest  cerebral  control 
in  one  way  or  another,  the  changes  in  disposition,  and  the  inability  to  perform  the  finer 
movements  required  for  writing,  dancing,  playing  the  piano  or  violin,  painting,  and  so 
forth,  in  which  the  patient  may  at  some  time  previously  have  been  an  adept.  Oocasion- 
ally,  however,  notwithstanding  some  alterations  in  the  mental  character,  the  diagnosis  of 
general  paralysis  may  not  have  entered  one^s  mind  in  a  given  case  until  a  sudden  syncopal 
Seizure,  with  or  without  convulsions,  attracts  particular  notice  lo  it.  It  is  not  impossible 
that  such  a  case  may  even  then  be  mistaken  for  one  of  severe  cerebral  hsemorrhage,  and 
it  may  be  treated  as  such  until  it  is  found  that  the  coma,  severe  though  it  may  have  been, 
passes  off  rapidly  in  a  way  that  would  not  have  been  the  case  had  it  been  a  hsemorriiAge 
of  corresponding  severity.  The  recurrence  of  these  attacks  will  make  the  diagnosis  certain, 
even  if  it  remains  in  doubt  for  a  time,  ar.d  examination  of  the  cerebrospinal  fluid  for 
excess  of  small  lymphocytes  or  for  Wassermann's  serum  reaction  will  serve  to  clinch  the 
diagnosis  in  most  cases. 

Severe  hcemorrhage  other  than  cerebral  as  a  cause  for  coma  is  usually  indicated  at 
once  by  the  sudden  extreme  blanching,  not  only  of  the  patient^s  cheeks,  but  also  of  his 
lips  and  mucous  membranes.  The  pulse-rate  rises  to  100,  120,  or  even  150,  according 
to  the  amount  of  blood  that  has  been  lost ;  if  there  has  been  external  evidence  of  the 
haemorrhage,  the  differential  diagnosis  will  be  arrived  at  as  discussed  under  such  headings 
as  H.EMATKMESis,  HiEMOPTYSis,  METRORRHAGIA,  ctc.  If  thc  blccding  has  been  internal 
in  a  healthy  person,  the  commonest  cause  is  duodenal  ulcer  in  a  man,  pelvic  haematocele 
or  ruptured  tubal  gestation  in  a  woman  ;  similar  blanching  in  cases  of  typhoid  fever  would 
point  to  intestinal  bleeding.  The  coma  in  such  cases  comes  on  suddenly,  but  it  does  not 
long  remain  profound.  It  is  often  preceded  by  amaurosis,  and  may  be  a(XH>mpanied  by 
epileptiform  convulsions,  so  that  acute  uraemia  may  be  simulated. 

When  an  aortic  aneurysm  ruptures  either  into  a  bronchus,  the  oesophagus,  trachea, 
stomach,  or  bowel,  the  amount  of  blood-loss  seldom  leads  to  coma,  but  rather  to  sudden 
death  ;  sometimes,  however,  when  the  bleeding  is  into  some  closed  space  such  as  the 
mediastimmi  or  retroperitoneal  tissue,  the  blood-escape  is  checked  to  some  extent,  and 
acute  blanching  with  coma  precedes  further  bleeding  and  death.  Rupture  of  an  aortic 
aneur\'sm  into  the  pericardium  causes  sudden  death  before  the  amount  of  blood  lost  has 
been  suflicient  to  produce  marked  blanching. 

The  phenomena  of  Stokes- Adams'  disease  are  described  on  p.  83. 

Hysterical  or  functional  trance  is  an  affection  of  young  women,  and  it  is  not  verv* 
common  :  the  diagnosis  is  arrived  at  by  a  process  of  exclusion,  and  until  the  case  has  been 
watched  for  some  time  its  nature  may  not  be  obvious  unless  there  have  been  other  hysterical 
symptoms  previously  (p.  465).  It  is  a  dangerous  diagnosis  to  make  until  every  other 
possible  cause  for  coma  has  been  considered  and  satisfactorily  excluded,  for  It  is  not 
difficult  to  jump  to  the  conclusion  that  coma  in  a  girl  or  young  woman,  really  arising 
perhaps  from  a  cerebral  tumour  or  abscess,  is  due  to  a  neurosis.  It  is  most  important 
to  examine  the  optic  discs  with  great  care,  lest  there  should  be  optic  neuritis,  the  latter 
never  being  functional.  Herbert  French. 

CONJUNCTIVITIS.— <See  Eve,  Aclte  Inflammation  of,  p.  281.) 
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CONSTIPATION. 

I.     CHRONIC    CONSTIPATION. 

The  indigestible  residue  of  a  meal  normally  reaches  the  descending  colon  in  less 
than  sixteen  hours,  and  in  defaecation  all  the  contents  of  the  large  intestine  beyond  the 
splenic  flexure  are  evacuated.  Some  of  the  residue  of  a  meal  taken  eight  hours  after 
defac^cation  should  be  excreted  at  the  next  defalcation  in  individuals  whose  bowels  arc 
opened  ever\'  twenty-four  hours.  If,  however,  the  bowels  are  pnly  opened  on  alternate 
mornings — a  condition  which  is  not  necessarily  pathological — forty  hours  instead  of  sixteen 
would  elapse  before  some  of  the  residue  of  the  meal  would  be  excreted.  Constipation  may 
therefore  be  defmed  as  a  condition  in  which  none  of  the  residue  of  a  meal,  taken  eight  hours 
after  defacation,  is  excreted  xvithin  forty  hours.  Constipation  thus  defined  can  be  recognized 
by  giving  three  charcoal  lozenges  with  food  eight  hours  after  defaecation  ;  if  a  blackened 
stool  is  not  passed  within  the  next  forty  hours  the  patient  is  constipated.  The  abnormal 
action  of  the  bowels  in  constipation  may  manifest  itself  in  three  different  ways  : — 

1.  Def creation  may  occur  icith  insufficient  frequency.  A  daily  action  of  the  bowels  is 
merely  a  matter  of  convenience,  and  many  people  in  perfect  health  only  defaecate  once  in 
two  er  three  days.  As  a  rule,  however,  an  individual  may  be  regaidcd  as  constipated  if  his 
bowels  are  not  opened  at  least  once  in  forty-eight  hours. 

2.  The  stools  may  be  insufficient  in  quantity  and  a  certain  amount  of  fceces  is  retained, 
although  the  bowels  may  be  opened  once  daily  or  more  often.     This  condition  (cumulative 
constipation)  can  be  differentiated  readily  by  the  charcoal  test  from  that  in  which  the 
bowels  are  properly  emptied  but  the  faeces  are  very  small  in  quantity  owing  to  the  diet  or. 
to  the  unusually  active  absorptive  power  of  the  intestines. 

3.  The  bowels  may  be  opened  daily,  yet  the  fceces  are  hard  and  dry,  oicing  to  prolonged 
retention  before  excretion  :  the  deficient  quantity  of  water  in  the  stools  also  renders  them 
less  bulky  than  normal.  The  stools  may  be  similar  in  character  when  an  excessive 
quantity  of  fluid  is  lost  by  other  channels,  as  in  diabetes.  By  means  of  the  charcoal 
test  it  is  easy  to  determine  whether  constipation  is  also  present. 

After  constipation  has  been  diagnosed,  it  is  necessary  to  determine  its  cause.  The 
first  essential  is  to  distinguish  between  two  great  classes  of  constipation  :  that  in  which 
the  passage  through  the  intestines  is  delayed  whilst  defalcation  is  normal — Intestinal 
Constipation  :  and  that  in  which  there  is  no  delay  in  the  arrival  of  fa?ces  in  the  pelvic  colon, 
but  their  final  excretion  is  not  performed  adequately — Pelvi -rectal  Constipation  or  Dyschezia, 

.1.— DIAGNOSIS  BETWEEN  INTESTINAL  CONSTIPATION  AND  DYSCHEZIA. 

A  rectal  examination  should  be  made  in  the  morning,  after  an  attempt  has  been  made 
to  open  the  bowels  without  the  assistance  of  medicine,  enemata,  or  suppositories.  If  more 
than  a  ver>'  small  quantity  of  fa;ces  is  found  in  the  rectum,  dyschezia  may  be  diagnosed. 
If  the  rectum  is  almost  or  quite  empty,  the  constipation  must  be  due  to  delay  in  the  passage 
through  the  intestines,  except  in  uncommon  cases  of  dyschezia  in  which  there  is  inability 
to  pass  fa?ces  from  the  pelvic  colon  into  the  rectum.  The  latter  condition  can  be  recognized 
on  rectal  examination,  if  the  pelvic  colon  is  felt  through  the  front  wall  of  the  rectum  to  be 
filled  with  solid  faeces  ;  the  presence  of  fa*ces  in  the  pelvic  colon  can  also  be  proved  by 
sigmoidoscopic  examination  made  at  once,  without  preparation  of  the  patient  by  washing 
out  his  bowels. 

At  the  same  time  the  abdomen  should  be  palpated.  If  scybala  are  felt  in  any  part 
of  the  colon,  intestinal  constipation  must  be  present.  This  is,  however,  not  necessarily 
the  case  if  faeces  are  felt  in  the  iliac  or  pelvic  colon,  as  the  rectum  in  dyschezia  may  be  so 
full  of  faeces  that  retention  occurs  secondarily  in  the  pelvic  colon  and  rectum  ;  such  a 
condition  would  be  recognized  by  the  rectal  examination. 

When  a  patient  feels  that  there  is  something  in  his  rectum  which  he  cannot  expel  at  all, 
or  that  after  defaecation  the  relief  is  incomplete,  dyschezia  is  probably  present.  The 
absence  of  this  symptom  does  not  exclude  the  possibility  of  dyschezia,  as  the  rectum  is 
often  so  insensitive  in  such  cases  that  no  sensation  is  experienced,  even  when  it  is  filled 
tightly  with  faeces.  The  frequent  passage  of  very  small  pieces  of  hard  faeces  (fragmentary 
constipation),  or  the  occurrence  of  pseudo-diarrhcea — in  which  small  fluid  stools,  sometimes 
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containing  hard  fragments  ot  faeces,  arc  passed,  although  the  charcoal  test  shows  the 
presence  uf  constipation — are  both  symptoms  suggestive  of  dyschezia. 

Some  indication,  which  is  not,  however,  absolutely  reliable,  can  be  obtained  from 
the  results  of  previous  treatment.  Patients  who  have  found  that  diet  and  mild  aperientf 
readily  give  them  relief  are  probably  suffering  from  intestinal  constipation.  Those  nho 
have  obtained  better  results  with  enemata,  and  particularly  with  suppositories,  probably 
have  dyschezia.  Dyschezia  is  of  course  also  present  in  those  patients  who  have  to  dig 
out  the  fffices  from  the  rectum  with  their  fingers. 

Examination  with  the  x-rays  is  the  only  method  by  which  the  two  classes  of  constipa- 
tion can  be  separated  with  absolute  certainty,  and  by  which  the  predominant  conditiui 
can  be  discovered  in  cases  in  which  both  arc  present  together.  Two  ounces  of  bariuni 
sulphate  mixed  with  porridge  or  bread  and  milk  are  taken  at  breakfast,  and  at  intcrvab 
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during  the  next  two  or  three  days  observations  are  made  of  the  sliadow  produced  on  the 
fluorescent  screen.  The  colon  should  be  emptied  as  completely  as  possible  by  aperients 
and  enematn  for  two  or  three  days,  but  no  medicine  should  be  given  the  day  before  the 
examination,  on  the  morning  of  which  an  enema  must  be  used  if  the  bowels  have  not  acted 
naturally.  During  the  period  of  observation  no  aperients  or  enemata  should  be  gi^vD. 
and  the  patient  should  be  allowed  to  continue  his  usual  occupation  and  to  take  his  ordinary' 
diet.  In  intestinal  constipation,  delay  is  observed  in  the  passage  through  some  part  or 
all  of  the  colon,  and  occasionally  the  small  intestine  ;  in  dyschezia  there  is  no  delay  in  the 
intestines,  hut  the  act  of  defalcation  does  not  empty  the  pelvic  colon  and  rectum  com- 
pletely {Pigs.  47,  48). 


B.— DIAGNOSIS  OF  THK  CAUSE  OK  INTESTINAL  CONSTIPATION. 

Intestinal  constipation  may  be  due  to  (1)  Tlic  motor  activity  of  the  inlralines  being 
deficient ;  or  (2)  The  force  required  to  carry  the  faces  to  the  pelvic  colon  being  excestiit. 
In  ^thc    first    group    of   cases    aperients    are    generally   much    more    effective    tlian   in 


the  seconrl ;    in    the    latter    there 
less  effect  than  formerly,  or  that  they 
still  give   a  more  or  less  satisfactory  i 
in  their  attempt  to  respond  to  the 
to  colic. 


history'    that    purgatives    are    producing 

completely  fail  to  act,  but  that  enemata 

The  increased  activity   of   the  intestines 

demands  in  the  second  class  often  leads 
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1,  Deficient  Motor  Activity  may  be  due  to:— 

(a).  WMknMfl  of  tbe  Intesttnal  MascoUlare. — When  constipation  has  existed  from 
infancy,  especially  if  it  is  present  in  several  members  of  the  family,  it  is  likely  to  be  due  to 
congenital  hypoplasia  of  the  intestinal  musculature.  Constipation  developing  gradually 
as  old  age  approaches  is  generally  due  in  part  to  senile  intestinal  hypoplasia.  When 
constipation  occurs  in  chlorotic  girls,  in  cachectic  conditions,  in  rickets,  and  in  fevers, 
it  may  generally  be  assumed  to  be  due  to  weakness  of  the  intestinal  musculature  secondary' 
to  these  conditions. 

When  the  abdomen  is  constantly  distended  and  tympanitic,  and  the  patient  complains 
of  attacks  of  colic,  which  are  relieved  by  the  passage  of  flatus,  it  may  be  assumed  Ihat  the 
constipation  is  due,  in  part  at  least,  to  the  incapacitating  effect  of  distention  on  the  intestinal 
musculature.  The  Flatulence  (p.  240)  may  be  primary,  or  it  may  be  secondary  to  the 
constipation,  in  which  case  some  other  cause  of  the  condition  must  be  looked  for. 


fit.    »».— IHarram    oi    ILir    normal    lariic    intwlili*.     Tho  /■(fl.  iid. -l'»(-il)r«iil«-ii- aioii)' ui.il  [umwtc  of  llw  ••oLon 

HF.   II<|<uic  fIciuiT  ;    SF  i^plniii'ilriuR:   DC.  Uwrf'idiiie 
<-<>l<>n  :    IC.    lliu    rolnn :   PC.  Tflilc  cotoii ;    R,    Kn-tum ; 

The  constipation  of  fat  people  is  due  in  part  to  the  ineHiricnty  "f  Ihe  inUslinal 
musculature  resulting  from  fatty  infiltration. 

In  some  of  these  conditions  atony  of  the  colon  can  tie  reco^nir.ed  with  the  j'-rays  by 
its  abnormally  large  lumen,  in  addition  to  tlic  slow  passage  of  fa-ces  [Figs.  -lU  and  50). 

(b).  Detldent  Reflex  AcUvll;  of  the  Intestines. 

Inauffieient  Sltmulalioii  of  Intestinal  Movements. — Careful  enquiry  should  be  maile  into 
the  patient's  diet  and  habits,  as  many  cases  are  due  to  too  little  food  being  taken,  or  to 
the  food  containing  too  little  mechanical  or  chemical  peristaltic  stimulants,  and  some  arc 
due  to  deficient  exercise.  Other  eases  result  from  a  "greedy  colon,'  the  absorption  of 
fiKKl  being  unusually  complete.  In  spite  of  enough  food  of  a  sufTiciently  stiniulaling 
character  being  taken,  and  in  spite  of  the  fact  that  the  abdomen  is  retracted  and  no 
accumulation  of  faces  can  be  felt  in  either  the  colon  or  the  rectum,  yet  a  very  deiicient 
i|uantity  of  faces  is  excreted.  This  is  the  type  of  case  in  which  benefit  results  from  the 
use  of  agar-agar  or  petroleum.  In  constipation  due  to  an  unsuitable  diet  or  to  a  greedy 
<'olon  the  stools  are  generally  small,  dark,  and  drj-.  and  smell  less  strongly  than  normal. 
In  cesophageal  or  pyloric  obstruction  constipation  is  always  present  owinj;  to  the  small 
quantity  of  food-residue  which  reaches  the  colon.  The  other  symptoms  generally  pr<'\ent 
a  nnstake  in  diagnosis  being  made  ;  but  occasionally  in  pyloric  obslructitm  the  )>atient 
complains  of  nothing  but  some  slight  indigestion  or  weakness  in  addition  to  the  con- 
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stipation.  The  passage  of  a  stomach-tube  twelve  hours  after  a  large  meal,  when  tiw 
stomach  should  be  completely  empty,  and  an  x-ray  examination,  will  clear  up  the  du^nasii 
In  doubtful  cases. 

Deficient  Senaibilily  of  the  Inlealinat  Mucous  Membrane. — This  is  the  probable  cause  et 
the  constipation  when  there  is  a  history  of  excessive  tea-drinking  or  of  the  long-continued 
use  of  large  doses  of  aperients  ;  it  is  also  partly  responsible  for  the  constipation  associattd 
with  catarrhal  colitis — in  which  excess  of  mueus  is  passed  with  the  stools — whethtt 
this  is  primary  or  a  result  of  constipation  due  in  the  first  instance'to  some  other  cause. 

Depression  ofthe  Nervous  System. — In  neurasthenic,  hypochondriac,  and  insane  patients, 
the  condition  of  the  nervous  system  is  the  chief  cause  of  the  constipation  which  is  tdmiHt 
invariably  present ;   but  an  improper  diet  is  generally  an  additional  factor. 

(c).  Inhibition  of  the  Motor  Activity  of  the  Intesttnes.— This  group  of  cases  on 
often  be  recognized  by  the  tact  that  sedatives,  such  as  opium  and  belladonna,  give  relief, 
whilst  purgatives  arc  required  in  unusually  large  doses,  and  produce  an  unusual  amount  of 
colic  unless  given  with  a  sedative.  The  j'-rays  show  that  the  small  intestine  as  well  as  Q* 
colon  is  traversed  slowly  ;  this  is  unusual  in  other  forms  of  constipation  (Fig.  31 ).  InhibitiOB 
may  be  direct,  central,  or  reflex. 


thnHufh  tlie  i^moli  intbririe  ar^  well  an  Hit  tolon  u  i4ow,  owiii^  ^i>wlng  Apaam  o(  dBAcenJinfi  uid  Iliac  colon. 

lo  the  Ihhibltorj  action  of  the  BpluDchnic  nerval. 

Direct  Inhibition  in  Lead  Poisoning. — The  diagnosis  is  suggested  by  the  occupation  of 
the  patient,  a  blue  line  on  his  gums,  or  other  symptoms  of  plumbism  (p.  34). 

Central  Inhibition. — A  history  of  a  recent  shock  or  worry  is  obtained. 

Reflex  Inhibition. — Constipation  is  a  frequent  symptom  of  painful  diseases  of  abdominal 
and  pelvic  viscera,  other  than  the  intestines  themselves.  It  can  then  be  cured  only  bv 
treating  the  primary  condition,  so  that  it  is  essential  to  ascertain  the  cause  of  the  pain. 
Constipation  is  particularly  liable  to  result  from  disease  of  the  vermiform  appendix,  female 
genital  organs,  stomach,  duodenum,  and  gall-bladder. 

((f).  Irregular  Spasmodic  Contraction  ot  the  Intestine:  Spssttc  C<Histip«ll<n : 
Enterospasm. — When  constipation  is  associated  with  pain,  especiallj'  if  the  pain  comes  on 
in  attacks  during  which  the  dilUculty  with  the  bowels  is  increased,  the  possibility  that  it 
is  due  to  spasm  of  the  colon  must  be  considered.  The  pain  is  situated  in  the  course  of  the 
large  intestine,  most  frequently  in  the  iliac  and  pelvic  colon,  but  occasionally  in  other  parts. 
The  affected  parts  of  the  colon  can  generally  be  felt  as  a  contracted,  tender  cord,  in  which 
scybala  may  be  detected  and  the  narrow  lumen  can  be  recognized  with  the  x-rays  {Fig.  52). 
When  the  pain  is  in  the  right  iliac  fossa  appendicitis  may  be  simulated  ;  the  long  durs^on 
of  the  attacks  without  any  pyrexia,  the  occasional  history  of  similar  pain  on  the  opposite 
side,  and  the  contracted  condition  ot  the  ascending  colon  and  sometimes  of  the  ciecuni 
(though  in  other  cases  the  ccecum  may  be  distended  and  tympanitic),  are  distinctive  features 
of  spastic  constipation.     When  the  pain  is  in  the  left  side,  a  tumour  of  the  descending  or 
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iliao  colon  niay  be  suspected  :  the  long  history,  the  absence  of  visible  or  palpable  peristalsis 
and  of  distention  above  the  contracted  part,  and  the  absence  of  occult  blood  from  the 
Eitools,  are  points  which  distinguish  spastic  constipation  from  cancer  of  the  colon.  In  cases 
(>t  spastic  constipation  the  stools  should  always  be  examined  for  mucus,  as  the  spasm, 
especially  when  it  occurs  in  neurotic  women,  is  often  only  a  symptom  of  muco -membranous 
(^lilis,  shreds  or  membranes  of  coagulated  mucus  being  passed  by  the  patient  (p.  898). 

2.  Constipation  duk  to  Excessive  Force  hrqvired  to  carry  the  Fj«ces  to  the 
Pelvic  Colon  may  be  due  to  ; 

(a).  Obstraetloii  by  Fsces. — Dry,  hard  feces,  which  require  abnormally  strong 
|)eristaisis  to  carry  them  to  the  pelvic  colon,  result  from  :  (i)  Insudlcient  consumption  of 
water — a  common  cause  of  constipation  in  women  ;  (ii)  Excessive  loss  of  water  by  other 
channels — one  cause  of  the  constipation  of  diabetics,  and  of  individuals  who  perspire  freely 
and  are  only  constipated  in  hot  weather. 

(6).  Narrawin^   of   the   Intestliul    Lnmen. 

Organic  Sfriciure.— -Unless  this  is  due  to  a  palpable  tumour  it  may  be  very  dillicult 
to  distinguish  from  consti- 
pation due  to  less  serious 
i:auscs.  More  or  less  colic 
is  generally  present,  and 
its  situation  often  gives  a 
clue  to  the  localization  of 
the  obstruction.  .An  x-ray 
examination,  when  the 
barium  is  given  by  mouth, 
rarely  gives  any  help  in  the 
early  stages  of  the  disease, 
although  occftsionally  the 
twrtual  narrowing  of  the 
intestine  is  obscircd  and 
Htasis  occurs  in  the  proxi- 
mal portion  of  the  bowel 
IFig.  531.  -Much  more 
\-aluablc  information  can 
l>e  gained  by  the  adminis- 
tration of  a  barium  enenin. 
Six  ounces  of  barium  sul-  ^ (^  M,-Ski,Bmm  to  »!,(»  il.c  um,i  of  l.i*n.iiih  l.y  .  ■i.«lt'i»nt  .irtctui^  ot  tl« 

p  a  e  are  ^o^P'^^<  <"     '«>  "         ,1JJ,.,uS  oi'uitTMJi'T-ir^'™™.™;-.^  ™'u!,,'T^IiiSr!i!;,j  .',°il^'  ti- 

pint  and  a  half  of  water  to         nwim  oi  the  midii 

which  has  been  a<lded  an         swe^Hm  m'^'c"* 

ounce  and  a  half  of  acacia         •yf'*'  it  wm given  bj  iiiomh.    ixiiajraia  h,  tir.  c.  Thurtiait  iMiand.) 

mucilage  and  an  ounce  of 

methylated  spirits.     The  fluid  is  run  slowly  into  the  bowel  from  a  funnel  ut  a  pressure 

of  one  foot.     In  normal  individuals  some  of  it  reaches  the  ciccuni  almost  inmiediately. 

but  even  in  the  early  stages  of  organic  obstruction  the  passage  is  more  or  less  obstructed 

at  the  seat  of  the  stricture,  owing  apparently  to  a  sui>cradded  spasm. 

Non-malignant  »triclurts  ot  the  colon  are  rare.  If  there  is  a  history  of  tuberculous  or 
dysenteric  ulceration,  the  possibility  of  obstruction  due  to  cicatrization  should  be  con- 
sidered, though  this  is  a  very  unusual  occurrence.  Hyperplastic  tuberculous  infiltration 
of  the  intestine,  especially  ot  the  oeeum,  causes  obstruction,  but  the  tumour  present  is 
difllcult  to  distinguish  from  cancer.  Obstruction  to  the  iliac  or  pelvic  colon  may  follow 
the  pericolitis  which  results  from  the  formation  ot  diverticula  in  old  people  who  have  long 
suffered  from  constipation.  This  condition  may  also  be  indistinguishable  from  a  growth, 
but  the  possibility  should  be  borne  in  mind  in  the  case  of  elderly  patients  with  a  tumour 
in  the  iliac  or  pelvic  colon,  where  there  is  a  long  history  of  constipation  ;  the  sigmoidoscope 
may  help  in  the  diagnosis.  If  a  vesico-colic  flstula  develops  in  association  with  chronic 
constipation,  it  should  be  remembered  that  pericolitis  due  to  ulceration  of  iliverticula  is 
a  more  frequent  cause  of  this  condition  than  cancer. 
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Organic  stricture  of  the  colon  is  most  commonly  due  to  cancer.    The  possibility  d 
cancer  should  always  be  considered  when  an  individual  above  tbe  age  of  forty,  whose  bowtk 
have  been  refitilar  previously,  develops  constipation  of  increasing  severity  without  cfaugt 
of  diet  or  habits,  or  when  a  patient  who  is  habitually  constipated  becomes  more  so  witbosl 
obvious  reason.     The  constipation  is  at  first  intermittent  and  may  alternate  with  dianfao*; 
drugs  become  steadily  less  effective,  and  enemata,  which  at  first  give  greater  relief  thu 
drugs,  also  lose  their  effect  slowly.     A  tumour  is  often  not  palpable,  but  an  examinatiu 
under  an  an:esthetic  reveals  the  presence  of  one  in  many  doubtful  cases,  especially  in  bt 
individuals.     The  tumour  may  vary  in  size,  and  even  disappear  after  the  bowels  ban 
been  opened  well,  because  a  mass  of  ficces  may  become  impacted  above  a  cancerous  strictoR 
which  is  itself  impalpable.     Hence,  althougii  the  presence  of  a  tumour  is  an  important  tH 
in  diagnosis,  its  absence  or  disappearance  does  not  exclude  the  possibility  of  cancer  ;  on); 
when  its  disappearance  under  treatment  is  accompanied  by  complete  and  lasting  cure  of 
all  symptoms  can  cancer  be  excluded,     flu 
tumour  is  hard,   and    cannot   l>e   altered  in 
shape  by  pressure,  as  is  the  ease  with  fteol 
tumours.     Slight  attacks  of  colic  occur  fre- 
quently, but  they  are  not  often  severe  until 
the  obstruction  is  almost  complete  :    the  colic 
may  be  accompanied  by  visible  and  palpftble 
peristalsis  and  spasmodic  contractions  of  the 
intestine.    The    latter    is    a   most  important 
sign,  as  it  never  occurs  in  colic  associated  with 
lead -poisoning  or  colitis,  and  very  rarely  with 
obstruction  due  to  ftecal  impaction.     Progres- 
sive   loss   of   weight  and  strength,  anorexia, 
and  antcniin  are  late  symptoms,  and  it  is  im- 
j  portant  to  make   a  correct  diagnosis  before 

they  have  appeared.  The  obvious  presence 
of  blood  in  the  faeces  is  an  important  symptom, 
but  it  is  often  absent.  Much  more  frequentk 
traccs  are  found  which  are  only  rect^nizable 
by  chemical  tests  (p.  81).  In  the  absence  of 
hiemorrhoids  and  of  hierooriiiage  from  the 
mouth,  throat,  or  nose,  the  presence  of 
'  occult '  blood  in  the  fieces  is  strong  evidence 
that  ulceration  is  present  in  the  stomach  or 
intestines  ;  when  symptoms  pointing  to  gastric 
or  duodenal  ulcer  and  gastric  carcinoma  are 
absent,  and  constipation  is  present,  a  suspicion 
of  cancer  of  the  intestine  receives  important 
confirmation.  In  doubtful  cases  a  sigmoido- 
scopic  examination  should  be  made,  as  csncn 
is  much  more  common  in  the  rectum  and 
pelvic  colon^which  alone  can  be  investigated  by  this  method — than  in  any  other  part 
of  the  intestine. 

A  kink  of  the  colon  is  a  very  unusual  cause  of  constipation.  It  is  sometimes  partly 
responsible  for  the  constipation  which  is  almost  always  present  in  visceroptosis  {Fig.  St), 
and  it  should  be  suspected  when  an  attack  of  localized  peritonitis,  due  particularly  to 
disease  of  the  female  genital  organs,  appendicitis,  or  leakage  from  a  gastric  or  duodenal 
ulcer,  is  followed  by  constipation.  An  ar-ray  examination  should,  however,  always  be 
made  before  advising  surgical  treatment,  as,  in  the  vast  majority  of  cases,  even  if  adhesions 
are  present  they  have  nothing  to  do  with  the  obstruction.  The  a^-rays  show  whether  the 
delay  takes  place  in  the  neighbourhood  of  the  supposed  adhesions,  and  the  presence  or 
absence  of  adhesions  can  also  be  ascertained  by  seeing  how  movable  the  colon  is,  and 
whether  the  two  limbs  of  the  various  flexures  can  be  separated  from  each  other. 

Whatever  may  be  the  primary  cause  of  Ilirschsprung's  disease  (wrongly  called  "  con- 
genital idiopathic  dilatation  of  the  colon"),  it  is  probable  that  a  kink  is  produced  after 
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the  dilatation  has  reached  a  certain  degree  by  the  overhanging  of  the  dilated  part  of  the 

colon  over  the  undilated  section  (Fig.  55).     There  is  always  a  history  of  constipation  dating 

from  the  first  few  months  of  life,  although  sometimes  the  bowels  may  be  opened  daily  but 

insufficiently.    Soon  after  birth  the  abdomen  becomes 

Kreatly  enlarged,  the  size  varying  from  time  to  time. 

The  outline  of  the  distended  colon  can  be  seen,  and 

peristalsis   is  often    visible.      The   abdomen   finally 

becomes  enormous  ;   it  is  then  tense  and  tympanitic. 

Attacks  of  obstniction  are  liable  to  occur,  and  death 

takes  place   most   frequently  between  the  ages  of 

three  and  eight. 

When  a  large  alxhminal  lumour  is  present,  con- 
stipation may  be  due  to  its  pressure  on  the  colon. 

Chronic  inlufSUgeeptitm  may  cause  symptoms 
similar  to  those  produced  by  a  stricture  :  attacks 
of  colic  accompanied  by  visible  peristalsis  occur 
with  increasing  frequency  and  severity,  and  they 
are  often  brought  on  by  food  or  aperients.  An 
intussusception  should  be  suspected  under  these 
circumstances    when    a    sausagC'Shaped    tumour    is 

palpable,  especially  if  blood  and  mucus  arc  passed  ng,  55,— loion  in  ■  ia«  oi  iiiishspnitiK" 

at    frequent   intervals.      In   one-third   of  the  cases      ^''i'*^[,c*^iiiil™'|j/''''™|°'':  i^'^'iill^^lj^ 
the   apex    of   the    intussusception    can    be    felt   on      PC.  Loof  oi,peivk-  c?aii 


rectal  examinati 


insrjlns. 


f.— DIAGNOSIS    OF    THE    CAISE    OF    DVSCHEZIA. 

Dysehezia  is  due  to  a  want  of  proper  proportion  between  the  power  of  expelling  the 
fieccs  from  the  pelvic  colon  and  rectum,  and  the  force  required  to  do  this  completely. 
It  may  therefore  be  due   to  (1)  Inefficient  Defacalitm  ;    or  (2)  An  Obstacle  to   Efficient 
Defacation. 

I.  Inekficient  Defecation  may  be  due  to  : — 
(a).  Weakness  of  the  Voluntarr  Muscles  of  Defeca- 
tion.— This  should  be  suspected  when  constipation  date^ 
fron)  pregnancy,  or  is  associated  with  ascites,  large 
alxlominal  tuniourH.  or  obesity.  It  is  often  easy  to 
uscertBin  the  condition  nf  the  abdominal  muscles  by 
siuqile  palpation  in  the  horizontal  position  ;  the  dis- 
eoverj-  of  a  movable  kidney  or  a  dropped  liver  would 
uIno  sug);est  that  the  abdominal  muscles  are  weak. 
The  patient  should  next  be  told  to  raise  her  head  from 
the  couch  ;  the  recti  muscles  contract  and  their  strength 
can  be  ascertained,  and  any  separation  between  them 
recognized.  Finally,  the  patient  should  be  examined 
standing  up  :  bulgin«  of  tlie  abdomen  below  the  um- 
bilicus (Fig.  50)  shows  that  visceroptosis  is  present  and 
that  the  abdominal  muscles  arc  weak.  The  patient 
often  complains  of  abdominal  discomfort,  which  is  re- 
lieve<l  by  lying  down  or  by  pressing  the  lower  part  of 
the  abdomen  upwards.  In  all  cases  in  which  a  woman, 
whose  bowels  have  previously  been  regular,  becomes 
constipated  after  the  birth  of  a  child,  the  condition  of 
the  pelvic  floor  should  be  Investigated,  as  well  as  that  of 
the  abdominal  wall.  The  anus  is  normally  slifihtly  re- 
Ff/.  ill.— Vi.cm)fi«is.  traded  ;    the  retraction  is  increased  and  the  anus  moves 

slightly  forward  when  the  levator  ani  nuiscles  arc  con- 
tracted by  making  the  movement  which  is  required  when  it  is  attempteil  to  restrain  a 
cf>nimencing  defmsatJon,     It  they  are  weak,  the  retraction  in  the  condition  of  rest  is 
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absent  or  diminished,  and  on  contracting  the  levator  ani  muscles,  the  retraction  ani 
forward  movements  are  slight  or  absent.  On  straining,  the  whole  perineum  projeeti 
much  further  than  it  should  do,  and  in  severe  cases  the  uterus  may  be  more  or  km 
prolapsed  :  in  such  cases  no  further  evidence  is  required  to  show  that  the  dysehezia  ii 
partly  due  to  weakness  of  the  levator  ani  muscles. 

WTien  constipation  is  present  in  asthmatic  or  very  emphysematous  people,  it  is  partly 
due  to  the  fact  that  the  great  rise  in  intra-abdominal  pressure  required  in  defaM»tioB 
cannot  be  produced  by  contracting  the  diaphragm,  as  the  latter  is  already  almost  as  low 
as  it  can  go. 

(b).  Habitual  Disregard  of  the  Call  to  DefaBcation. — When  dyschezia  is  not 
associated  with  weakness  of  the  muscles  of  the  abdominal  wall  or  pelvic  floor,  the  histoiy 
will  generally  show  that  it  has  resulted  from  habitual  disregard  of  the  call  to  defsecation— 
a  very  common  cause  in  girls,  and  a  not  uncommon  one  in  schoolboys  and  business  men, 
who  allow  themselves  too  little  time  between  getting  up  and  beginning  the  day*s  work. 
The  call  is  also  often  neglected  if  for  any  reason  defalcation  is  painful. 

(c).  Unfavourable  Posture  during  Defalcation. — Enquiry  should  be  made  as  to  the 
height  of  the  seat  in  the  water-closet,  as  when  this  is  too  high  it  is  impossible  to  assume  the 
proper  crouching  position,  and  defalcation  may  consequently  be  inefficient.  Weakness  o! 
the  voluntary  muscles  of  defaecation,  habitual  disregard  of  the  call,  and  the  assumption 
of  an  unsuitable  position  during  the  act,  all  lead  to  the  same  results — the  loss  of  the  deforaa- 
tion  reflex,  and  atony  and  paresis  of  the  musculature  of  the  pelvic  colon  and  rectum.  The 
loss  of  the  defaecation  reflex  is  shown  by  the  fact  that  the  patient  never  experiences  a  desire 
to  defalcate,  even  when  examination  shows  that  the  rectum  is  full  of  faeces.  The  atonv 
of  the  rectum  is  shown  by  its  abnormally  large  size  and  the  very  slight  resistance  offered 
when  the  finger  presses  upon  its  walls  ;  the  atony  of  the  pelvic  colon  is  shown  by  the 
abnormally  large  shadow  it  forms  when  examined  with  the  ar-rays  (Fig.  48,  p.  122).  The 
paresis  of  the  pelvic  colon  and  rectum  is  shown  by  the  patient's  inability  to  defalcate  by  an 
effort  of  will,  when  the  rectum  is  full  of  fajces. 

(d).  Primary  Wealwess  of  the  Defaecation  Reflex. — This  is  sometimes  the  cause  of 
constipation  in  infants  ;  it  is  probably  the  case  when  defaecation  occurs  on  exaggerating 
the  natural  stimulus  by  the  mechanical  effect  of  the  introduction  of  a  finger  into  the  rectum, 
or  by  the  combined  .mechanical  and  chemical  effect  of  the  introduction  of  a  piece  of  soap. 

(e).  Organic  Nervous  Diseases. — When  constipation  occurs  in  the  course  of  organic 
nervous  diseases,  such  as  tabes  dorsalis,  myelitis,  or  meningitis,  it  is  due  to  disturbance  in 
the  defaecation  centre  in  the  lumbo-sacral  cord  or  the  tracts  connecting  it  with  the  brain. 
When  constipation  and  difficulty  in  micturition  appear  simultaneously,  the  possibility  of 
some  organic  nervous  disease  should  be  considered,  even  if  no  other  symptoms  are  present. 

(/*)•  Hysteria. — W'hen  dyschezia  occurs  in  nervous  individuals  it  is  often  due  to  the 
patient  having  suggested  to  himself  that  he  cannot  open  his  bowels  at  all,  or  unless  he  takes 
a  purgative  or  an  enema.  The  diagnosis  can  be  confirmed  by  the  result  of  treatment: 
if  such  a  patient  can  be  persuaded  after  a  thorough  examination  that  there  is  really  no 
reason  whatever  why  he  should  not  obtain  a  daily  action  of  the  bowels  without  artificial 
aid,  he  will  have  no  difficulty  in  curing  himself  at  once. 

2.  Obstacles  to  Efficient  Def.ecatign  may  be  due  to  : — 

(a).  Hard  and  Bulky  Faeces. — W^hen  the  faeces  are  abnormally  hard  as  a  result  of 
intestinal  constipation  or  of  the  excessive  loss  of  fluid  from  diarrhoea,  haemorrhage,  or  other 
cause,  the  force  required  to  expel  them  may  be  so  great,  especially  if  they  are  bulky,  that 
dyschezia  results.  This  condition  can  be  recognized  easily  by  a  rectal  examination,  which 
shows  that  faeces  of  abnormal  hardness  are  impacted  in  the  rectum. 

(b).  Spasm  of  the  Sphincter  Ani. — When  defaecation  is  painful  it  is  rendered  difficult 
as  well  by  reflex  spasm  of  the  sphincter  ani.  The  anal  canal  and  rectum  should  be  examined 
after  the  introduction  of  a  cocaine  suppository,  or  if  necessary  under  a  general  anaesthetic, 
so  that  any  local  cause  of  the  pain,  such  as  an  anal  ulcer  or  inflamed  haemorrhoids,  may 
be  discovered.  In  the  absence  of  these,  the  genito-urinary  organs  should  be  examined 
thoroughly  for  reflex  causes  of  spasm. 

(c).  Organic  Stricture  of  the  Rectum  and  Anus. — In  every  case  of  constipation  a 
digital  examination  of  the  rectum  should  be  made,  and  in  cases  of  doubtful  origin  the  rectuni 
and  pelvic  colon  should  be  examined  with  a  proctoscope  and  sigmoidoscope.     Congenital 


CONSTIPATION  12a 

fiarrownfss  of  the  anal  canal  is  recognized  easily  ;  it  is  rare,  but  may  give  rise  to  no  symptom 
imtil  several  years  after  the  child  is  bom.  Fibrous  stricture  of  the  rectum  is  an  occasional 
caiLse  of  dyschezia,  especially  in  women  ;  it  results  from  inflammatory  infiltration  of  the 
submucous  tissue  secondar>'  to  infection  of  an  abrasion  of  the  mucous  membrane.  The 
condition  is  generally  painful,  and  often  associated  with  active  inflammation  and  ulceration  ; 
it  can  be  distinguished  readily  from  malignant  stricture  by  means  of  the  proctoscope. 
Cancer  of  the  rectum  or  pelvic  colon  is  a  common  cause  of  dyschezia  ;  when  constipation 
develops  after  the  age  of  forty  without  any  ob\ious  cause,  especially  if  it  is  accompanied 
by  a  sense  of  fullness  in  the  rectum  and  of  incomplete  relief  after  defsecation,  by  loss  of 
weight  and  strength,  or  by  discharge  of  mucus  and  blood,  the  possibility  of  cancer  of  the 
rectum  should  always  be  considered,  and  a  thorough  examination  made  by  the  finger  and 
proctoscope  or  sigmoidoscope. 

<(/).  Pressure  on  the  Rectam  from  Without — Pressure  on  the  pelvic  colon  and 
rectum  by  a  gravid  uterus  always  produces  some  dyschezia.  Apart  from  this  the  possibility 
of  a  pelvic  tumour,  such  as  distended  tubes,  cancer,  or  fibroid  of  the  uterus,  and  ovarian 
tumours,  should  be  remembered  in  dyschezia  occurring  in  women,  especially  if  there  is  any 
fielvic  pain.  A  retroverted  but  otherwise  normal  uterus  cannot  be  regarded  as  a  sufficient 
explanation  of  dyschezia. 

{e).  Invatfinatloii. — When  a  constipated  patient,  whose  general  health  is  so  good  that 
cancer  seems  improbable,  complains  that  after  defsecation  he  feels  as  if  something  were 
still  present  in  the  rectum,  especially  if  mucus  and  occasionally  a  little  blood  are  passed, 
the  dyschezia  may  be  due  to  obstruction  caused  by  the  invagination  of  the  mucous  membrane 
of  the  upper  part  of  the  rectum  into  the  lower  part.  The  condition  is  generally  associated 
with  lumbar  pain.  The  invaginated  mucous  membrane  can  be  felt  on  digital  examination, 
especially  when  the  patient  strains. 

11.  ACUTE    CONSTIPATION. 

Acute  constipation  may  be  (A)  Due  to  acute  intestinal  obstruction  ;  or  (B)  A  symptom 
of  (a)  some  general  disease,  or  (b)  some  other  acute  abdominal  disease. 

.1.— ACL'TE    INTTESTINAL    OBSTRUCTION. 

1.  The  following  points  help  in  the  distinction  between  acute  intestinal  obstruction  . 
and  severe  castas  of  acute  constipation  of  other  origin  :    (i).  I'isible  and  palpable  peristalsis 
or  stiffening  of  the  intestines  is  never  present  except  in  obstruction,     (ii).   Vomiting  is  never 
fapculent,  except  occasionally  at  a  very  late  stage,  in  non-obstructive  cases,     (iii).  In  other 
conditions  the  constipation  is  incomplete  : — 

(rt).  Flatus,  and  even  a  small  quantity  of  faeces,  may  be  passed  spontaneously. 

(6).  A  purgative  may  give  a  result  ;  it  is,  however,  ver>'  unwise  to  administer  purgatives 
in  such  cases,  but  frequently  the  patients  have  already  tried  them  on  their  own  responsibility. 

(f).  A  rectal  examination  should  always  be  made.  In  organic  intestinal  obstruction 
the  rectum  is  empty  ;  if  it  contains  faeces  there  may  be  obstruction  due  to  fieces,  but  it  is 
exceedingly  rare  for  this  to  produce  symptoms  at  all  comparable  in  severity  with  those 
due  to  acute  obstruction.  With  this  exception,  the  presence  of  any  quantity  of  faeces  would 
show  that  there  was  no  intestinal  obstruction. 

id).  In  doubtful  cases  two  enemata  should  be  given,  with  an  interval  of  an  hour  : 
the  first  generally  brings  away  a  certain  amount  of  fseces,  even  if  obstruction  is  complete  ; 
the  stvond  only  results  in  the  passage  of  faeces  or  flatus  if  there  is  no  complete  obstruction, 
or  if  the  obstruction  is  high  in  the  small  intestine.  If  there  is  complete  obstruction  the 
second  enema  is  either  retained  or  escapes  unaltered  and  with  abnormally  small  force. 

2.  Before  considering  any  other  possibility,  all  the  hernial  a))erturcs  stiould  be 
examined,  even  in  the  absence  of  local  pain,  as  a  strangulated  hernia  gives  all  the  signs  of 
acute  intestinal  obstruction. 

3.  The  following  points  should  be  considered  in  determining  the  cause  of  the  acute 
intestinal  obstruction  : — 

(i).  Age. — Intestinal  obstruction  in  the  new-born  is  almost  invariably  due  to  a  con- 
genital malformation:  as  this  is  generally  in  the  rectum  (p.  586)  the  latter  should  be  examined 
D  U 
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first,  and  only  after  it  has  been  found  to  be  normal  should  the  possibility  of  congemfaij 
obstruction  in  the  duodenum  or  ileum  be  considered.     In  infants  the  common 
intestinal  obstruction  is  intussusception  ;   at  a  somewhat  older  age  obstruction  may 
in  connection  with  a  Meckel's  diverticulum  ;   but  in  children  and  young  adults  the  mat] 
common  cause  is  obstruction  by  bands  or  adhesions  resulting  from  local  peritonitis,  doe  I 
appendicitis,   tuberculous  peritonitis,  or  caseous  mesenteric  glands.    Acute  obstmctej 
occurring  in  an  infant  or  child  under  ten  years  of  age,  in  whom  there  is  a  history  of 
stipation  and  abdominal  distention  dating  from  soon  after  birth,  is  most  probably  due  ti 
Hirschsprung's  disease  (p.  126).    After  the  age  of  forty  the  possibility  of  cancer  of  theooloi 
should  always  be  remembered,  and  in  fat  patients,  especially  women,  obstruction  lif^ 
gall-stones.     In  patients  over  sixty  acquired  diverticula  of  the  colon  are  likely  to  give 
to  symptoms  and  signs  which  are  generally  mistaken  for  cancer. 

(ii).  History, — ^A  previous  attack  of  appendicitis,  or  a  history  of  tuberculous  peritonitii, 
or  of  inflammatory  pelvic  disease  in  females,  suggests  the  possibility  of  obstruction  bv 
bands  or  adliesions  ;  the  same  diagnosis  should  be  considered  if  the  patient  has  some  weeb 
or  months  before  had  a  strangulated  hernia  reduced.  A  history  of  biliary  colic  or  of  tlK 
less  striking  symptoms  which  may  result  from  cholelithiasis  indicates  that  obstruction  may 
be  due  to  impaction  of  a  gall-stone.  When  acute  obstruction  follows  a  period  of  increaang 
constipation  in  middle-aged  patients,  cancer  is  probably  present. 

(iii).  Slate  of  the  Bowels, — ^The  passage  of  blood  and  mucus  without  any  fseces  is  veiy 
suggestive  of  an  intussusception.  In  older  patients  it  may  be  due  to  cancer.  The  pasMge 
of  stools  during  the  early  stages,  in  spite  of  other  evidence  of  obstruction,  indicates  tint 
the  latter  is  situated  in  the  small  intestine. 

(iv).  Abdominal  Examination, — 

(a).  Distenti4)n, — Great  distention  generally  means  that  the  obstruction  is  in  the  cokw: 
if  it  is  present  very  soon  after  the  onset  of  symptoms,  it  is  probably  due  to  cancer  or  volvuhn; 
if  it  has  been  present  to  a  less  extent  for  some  time  before  the  onset  of  acute  symptomi, 
a  growth  is  likely  ;  but  if  it  has  developed  very  acutely,  a  volvulus  is  more  probable,  b 
infants' and  small  children  great  distention  suggests  Hirschsprung's  disease  (p.  126),  if  the 
abdomen  is  tympanitic  ;  if  it  is  partially  dull,  and  if  free  fluid  or  irregular  masses  aie 
present,  tuberculous  peritonitis  is  the  probable  diagnosis.  Well-marked  distention  in  botk 
flanks  suggests  origin  in  the  pelvic  colon  or  rectum  ;  if  in  the  right  flank  only,  in  the 
hepatic  flexure  or  transverse  colon  ;  if  the  flanks  are  comparatively  undistended  and  the 
central  part  of  the  abdomen  is  most  affected,  the  obstruction  is  likely  to  be  in  the  ileum  or 
the  caecum  ;  distention  is  slight  when  the  obstruction  is  in  the  duodenum  or  jejunum. 

(b).  Visible  Peristalsis  and  Stiffening  of  the  Intestine, — ^The  position  and  direction  of 
visible  peristalsis  and  the  position  of  stiffening  coils  of  intestine  may  show  the  localization 
of  the  obstruction.  When  a  series  of  more  or  less  parallel  contracting  coils  is  visible  in  the 
central  part  of  the  abdomen,  the  obstruction  is  in  the  small  intestine  ;  if  it  appears  to 
culminate  in  the  right  iliac  fossa,  this  is  likely  to  be  the  seat  of  disease.  Stiffening  of  a 
length  of  intestine,  which  can  be  seen  to  rise  up  and  felt  to  harden,  most  often  occurs  in 
the  colon,  and  especially  when  there  is  a  growth  near  its  lower  end.  The  most  marked 
peristalsis  and  stiffening  occur  when  acute  obstruction  is  a  sequel  of  chronic  obstruction ; 
they  may  be  completely  absent  in  very  acute  primary  cases. 

(c).  Tumour, — ^The  diagnosis  of  intussusception  can  be  made  with  certainty  only  whn 
the  characteristic  sausage-shaped  tumour  situated  somewhere  in  the  course  of  the  colon  is 
felt.  In  acute  obstruction  due  to  cancer  the  tumour  is  often  not  palpable,  as  it  is  generally 
hidden  by  the  dilated  intestine  ;  but  large  tumours  are  felt  sometimes,  especially  when 
present  in  the  right  or  left  iliac  fossa  :  the  former  are  generally  due  to  cancer  of  the  cspcum. 
the  latter  to  cancer  of  the  iliac  colon  and  inflammatory  thickening  round  acquired  diverticula 
— a  condition  which  may  closely  simulate  cancer.     Gall-stones  can  hardly  ever  be  felt. 

(v).  Rectal  Examination, — A  growth  of  the  rectum  can  be  recognized  easily,  and  some- 
times a  growth  of  the  pelvic  colon  can  be  felt  through  the  front  wall  of  the  rectum.  In 
infants,  the  end  of  an  intussusception  may  be  felt  in  the  lumen  of  the  rectum,  and 
more  frequently  the  tumour  can  be  felt  on  bimanual  examination.  Obstruction  due  to 
pelvic  adhesions  can  often  be  recognized  by  the  presence  of  tender  masses  and  the  fixity 
of  some  of  the  pelvic  viscera.  The  presence  of  more  than  traces  of  fseces  in  the  rectum 
in  cases  of  undoubted  obstruction  indicates  that  its  situation  is  probably  high  up  in  the 
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small  intestine.  A  very  ballooned  rectum  suggests  obstruction  high  up  in  the  rectum  or 
in  the  pelvic  colon,  but  this  is  not  an  invariable  rule. 

(vi).  Pain. — ^When  the  pain  is  localized,  or  moves  in  a  definite  direction  to  reach  its 
greatest  severity  at  a  certain  point,  the  latter  is  likely  to  be  near  the  seat  of  the  obstruction. 
When  the  pain  is  situated  in  the  middle  line,  the  obstruction  is  probably  in  the  small 
intestine  if  it  is  above  the  umbilicus,  and  in  the  colon  if  below. 

(vii).  Vomiting, — ^The  more  frequent  the  vomiting  and  the  earlier  the  onset  of  fa^culent 
vomiting,  the  higher  in  the  intestine  is  the  obstruction  likely  to  be.  It  is  most  severe  in 
small  intestine  obstruction  due  to  bands  or  internal  hernia  ;  its  onset  is  later  and  its  occur- 
rence less  frequent  and  sometimes  only  after  food  in  cases  of  growth  and  volvulus. 

(viii).  Borborygmi  are  sometimes  most  marked  over  the  seat  of  the  obstruction. 

(ix).  Shock  and  Collapse  are  more  marked  the  higher  the  obstruction.  They  are  also 
much  greater  when  obstruction  is  accompanied  by  strangulation  owing  to  bands  or  hernia 
than  when  strangulation  is  absent,  as  with  gall-stones  and  cancer. 

B.  SYMPTOMATIC. 

In  Acute  General  Diseases, — Constipation  beginning  acutely  is  a  fretjuent  symptom 
of  a  large  variety  of  acute  infective  and  other  diseases.  It  is  never  so  severe  that  it  cannot 
be  overcome  by  purgatives  or  enemata,  and  the  other  symptoms  are  so  much  more  striking 
in  the  majority  of  cases  that  the  presence  of  constipation  has  little  influence  in  forming  a 
diagnosis. 

In  Acute  Abdominal  Conditions, — Constipation  is  a  prominent  symptom  in  most  acute 
abdominal  conditions.  Other  symptoms  are  often  so  well  marked  that  the  question  of 
intestinal  obstruction  hardly  arises.  Thus,  the  diagnosis  can  generally  be  made  by  the 
early  tenderness  and  rigidity,  its  localization,  and  the  early  pyrexia  in  acute  peritonitis  due 
to  appendicitis  or  the  perforation  of  an  ulcer  ;  the  characteristic  situation  and  radiation  of 
the  pain  in  renal  and  biliary  colic,  and  the  frequent  hsematuria  in  the  former  and  jaundice 
in  the  latter  ;  the  presence  of  a  tumour  when  an  ovarian  cyst  is  twisted  ;  the  melsena  and 
occasional  hsematemesis,  and  the  presence  of  a  primary  disease  in  the  heart  or  abdomen 
in  mesenteric  embolism  and  thrombosis  respectively.  Some  cases  of  acute  pancreatitis  are 
clinically  almost  indistinguishable  from  intestinal  obstruction,  but  flatus  is  generally  passed  ; 
there  may  also  be  a  history  of  biliary  colic,  and  the  patient  is  generally  fat,  middle-aged, 
and  alcoholic.  The  diagnosis  is  seldom  made  with  certainty  until  the  typical  fat-necrosis 
is  seen  on  opening  the  abdomen.  In  lead  colic  the  constipation  is  not  absolute,  and  the 
occupation  of  the  patient  and  the  blue  line  on  the  gums  (p.  34)  suggest  the  correct 
diagnosis.  Arthur  F.  Hunt. 

CONTRACTIONS,  Athetotic,  Choreiform,  Fibrillar,  Spasmodic,  and  Tetanic- 
are  all  to  be  deflned  for  present  purposes  as  involuntary  and  painless  contractions  occurring 
in  the  voluntary  muscles.  From  Contractures  (p.  138)  they  may  be  distinguished  by  their 
short  duration,  longer  or  shorter  intervals  in  which  the  affected  muscles  are  relaxed  occurring 
between  the  separate  contractions.  From  cramps  they  differ  by  being  painless,  or  com- 
paratively so,  and  also  by  their  short  duration.  But  in  many  cases  it  is  impossible  and 
also  unnecessary  to  draw  any  hard-and-fast  line  showing  where,  for  example,  tetanic 
contractions  cease  and  tetanic  cramps  begin.  In  all  cases  the  occurrence  of  the  contractions 
mentioned  above  may  be  taken  to  indicate  some  disease  of  the  nervous  system,  usually 

organic  but  sometimes  functional. 

i 

ATHETOTIC    CONTRACTIONS,    ATHETOSIS,    OR    MOBILE    SPASM. 

Athetosis  is  a  form  of  involuntary  movement  affecting  the  fingers,  hands,  and 
wrists  most  ofteti ;  less  often  the  toes  and  feet,  and  in  rare  instances  the  face.  It  is- 
usu^ly  unilateral,  but  in  exceptional  cases  bilateral — the  *  double  athetosis  '  of  French 
neurologists.  The  movements  are  spontaneous  and  incesvsant,  and  may  even  continue 
while  the  patient  is  asleep  ;  in  other  instances  they  tend  to  cease,  but  are  started  anew  or 
exaggerated  when  voluntary  movement  is  attempted.  In  the  hand,  the  movements  consist 
of  a  succession  of  slow  and  serpentine  flexions,  extensions,  hyperextensions,  and  lateral 
motions,  all  combined  to  cause  the  fmgers  and  thumb  to  execute  the  most  curious  and 
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complex  cliitchini;  or  spreading  movements  (Fig.  57).  The  wrist  is  held  more  or  less  flexed: 
the  flng(;rs  may  move  atiout  together,  or  wander  each  individually.  Analogous  moveitKDti 
are  obsen-cd  wlten  athetosis  occurs  in  the  lower  extremity,  or  the  mouth  and  face.  . 
great  regularity  characterizes  the  motions  of  athetosis  ;  as  a  rule  they  are  steady  raths 
than  violent ;  a  large  amount  of  voluntary''  control  over  the  affected  parts  is  retained. 
Mobile  Kpasni  is  due  to  varying  degrees  of  central  Irritation  of  muscles  that  are  iin 
pletely  paralyzed  and  somewhat  spastic. 

Primary,  idiopathic,  or  primilive  athetosis  is  a  rare  disease  of  childhood  or  of  adult  lite, 
in  which  bilateral  athetotic  contractions  first  make  their  appearance  in  a  previously  healthj 
person,  either  for  no  particular  reason,  or  after  a  chill  or  a  nervous  shock.  It  may  be 
associated  with  epilepsy  or  insanity.  This  form  appears  not  to  be  connected  with  i; 
gross  changes  in  the  nervous  system,  thus  differing  from  all  other  conditions  in  which 
athetosis  is  seen. 

Athetosis  is  common  in  the  various  apaatic  parapkgita  of  infanta  and  chitdrm,  irtiick 
may  l>e  either  congenital  or  acquired  :  in  Congenital  cerebral  diplegia,  also  known  m 
Little's  disease  when  the  legs  are  affected  chiefly,  the  nervous  structures  suffer  from  ■ 
itUicritcd  tuiiit  (alcoholism,  syphilis,  insanity),  and  either  fail  to  develop  properly,  « 
degenerate  early  in  life.  The  onset  of  Littkfi 
disease  is  gradual,  and  usually  early,  but  it  mcf 
be  delayed  until  the  child  is  as  much  as  six  or 
eight  years  old.  The  patient  is  backward  o 
mentally  deficient,  probably  unable  to  walk,  and 
afflicted  with  bilateral  spastic  paralysis.  Thii 
niay  affect  the  legs,  the  legs  and  arms,  or  even 
li)e  whole  body,  and  may  be  more  marked  and 
more  spastic  on  one  side  of  the  body  than  o 
the  other ;  speech  is  defective,  optic  atrophy 
common,  and  the  gait  is  clumsy  and  stilT, '  ci 
legged '  or  '  scissor.'  Involuntary  movementi 
occur  in  the  affected  meml>ers,  and  are  athetotic 
or  choreiform  ;  tremor  or  intent  ion -tremor  is  a 
not  infrequent.  Although  it  may  not  appear  for 
sonic  years  after  birth,  this  is  really  a  congenital 
disorder,  and  it  is  to  be  distinguished,  for  leaioni 
connected  with  its  pathological  anatomy  and 
etiology,  from  certain  other  forms  of  spastic 
paralysis  in  infants  and  children  that  may  dosely 
tiy.  .'T.-  The  iianj  In  ntL.tKBi*.  rcscmblc   It  clinically.      These    are    the   acquini 

cerebral  paralyses  of  infants,  the  spastic  inhntile 
hemi|>tcgifts.  monoplegias,  diplegias,  triplegias,  paraplegias,  that  result  from  more  or  less 
li>eali/.cd  u-rcbral  inflammations  or  hu'morrhage  occurring  at  birth  or  in  infancy.  Form- 
eephaty,  or  the  occurrence  of  laciimc  in  the  tissues  of  the  cortex  or  brain,  may  be  found 
in  either  the  congenital  or  the  acquired  cerebral  jiaralyses  ;  it  is  really  a  post-mortem- 
room  term,  and  retiiiircs  no  special  consideration  here. 

Acquired  spastic  paraplegias  fall  into  two  categories,  according  to  their  etiology  >- 
I .  Birth  palsies  :  due  to  meningeal  or  cortical  lia^morrhage  caused  by  prolonged  bbonr 
or  the  use  of  instruments.     .Many  of  these  infants  have  been  bom  jirematurely. 
■2.  Acquired  palsies  :  due  to — 

■■Encephalitis  after  an  acute  specific  fever,  or  infective  in  origin. 
I'olio-cncephalitis,  the  cerebral  analogue  of  acute  poliomyelitis  in  the  anterior 

comua  of  the  cord. 
Cerebral  embolism.  * 

Cerebral  or  meningeal  ha-morrliagc  or  thrombosis.  « 

The  birth  paLties  are  due  to  injuries  retreived  in  the  process  of  birth,  and  the  rupture 
of  meningeal  or  cerebral  blood-vessels,  with  the  escape  of  blood  ;  they  develop  at  once, 
and  the  history  of  the  cose  should  make  diagnosis  cosy.  The  diagnosis  of  the  exact  cauie 
of  an  acquired  spastic  paralysis  in  an  infant  or  child  may  be  less  easy.  The  paralysis  due 
to  encephaliiis  generally  appears  during  the  first  two  or  three  years  of  life,  but  may  coine 
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on  at  almost  any  age.  Cerebral  thrombosis  in  children  is  said  to  happen  oftenest  at  about 
the  age  of  six.  Cerebral  embolism  is  likely  to  be  seen  in  infants  or  children  with  acquired 
heart-disease,  the  embolus  being  derived  from  vegetations  on  the  mitral  or  aortic  valves, 
or  from  thrombi  that  have  formed  in  backwaters  of  the  dilated  left  auricle  or  ventricle. 
These  infantile  hemiplegias  or  diplegias  are  of  sudden  onset,  and  are  characteristically 
s|)astic.  Athetotic  movements,  with  or  without  choreiform  contractions,  trophic  lesions, 
and  tremors,  are  common  in  the  affected  limbs  ;  the  children  often  grow  up  to  exhibit 
mental  defect,  imperfect  speech,  or  epilepsy.  As  a  rule,  the  face  is  less  involved  than  the 
arm  or  leg,  and  the  athetotic  movements,  confined  to  the  affected  parts,  may  not  begin 
until  years  after  the  occurrence  of  the  original  cerebral  lesion. 

Posi'hemiplegic  athetosis^  which  cannot  be  marked  off  sharply  from  post-hemiplegic 
chorea  (see  p.  184),  is  an  uncommon  sequela  of  hemiplegia  in  the  adult ;  but  common — 
being  seen  in  about  a  third  of  the  cases — in  the  congenital  and  acquired  hemiplegias  just 
considered.  In  the  adult  it  occurs  oftenest  when  the  lesion  is  situated  near  the  posterior 
part  of  the  internal  capsule  or  the  optic  thalamus.  These  athetotic  movements  of  the 
extremities  have  been  described  already  ;  in  the  adult,  they  may  be  combined  with 
choreiform  contractions  involving  the  whole  arm  and  shoulder,  and  the  face.  The 
diagnosis  should  not  be  difficult,  as  the  history  of  a  stroke  will  be  obtained  and  the  physical 
signs  of  a  hemiplegia  will  be  present. 

CHOREIFORM    CONTRACTIONS. 

These  are  similar  to  the  contractions  seen  in  chorea.  They  are  involuntary  and  inco- 
ordinated  movements,  purposive  in  character,  but  aimless  and  ineffective  in  performance. 
They  are  jerky,  rapid,  and  highly  irregular;  groups  of  muscles  are  put  into  action  successively, 
as  if  the  original  intention  were  given  up,  or  changed,  as  soon  as  the  complex  movement 
began.  They  may  affecjt  one  side  of  the  body  only,  or  both.  When  mild,  they  amount  to 
no  more  than  excessive  fidgetiness,  involving  perhaps  only  the  hands  and  arms,  or  the 
hands,  arms,  and  face,  in  wriggling  and  grimacing.  When  severe,  they  give  the  patient 
no  rest ;  he  is  tossed  about,  perhaps  with  the  utmost  violence,  by  combined  but  irregular 
contractions,  in  which  any  of  the  voluntary  muscles  may  participate.  Choreiform  con- 
tractions bear  no  resemblance  to  tremors,  whether  coarse  or  fine.  From  intention-tremors 
they  are  distinguished  by  the  facts  that  they  continue  when  the  patient  is  at  rest,  that 
they  are  purposive,  and  resemble  ordinary  voluntary  movements  misapplied.  Prom 
ataxia  they  are  distinguished  by  occurring  at  rest  as  well  as  on  attempted  movement  ;  the 
muscular  contractions  of  ataxia  are  merely  inco-ordinated,  apparently  ill-designed  and 
clumsily  executed,  types  of  normal  movements. 

Choreiform  contractions  are  seen  in  the  following  conditions  :-— 

Chorea    minor,    or    St.    Vitus's    dance ;     i     Pre-hemiplegic     chorea ;       post-hemiplej?ic 
chronic  or  Huntington's  chorea  ;  chorea  chorea  ;  spastic  paralyses  of  infants ;  corti  - 

major,  or  pandemic  chorea  ;  hysteria.  cal  sclcroiis ;   chorea  elcctrica  (Henoch). 

Chorea,  chorea  minor,  acute  chorea,  or  St.  Vitus^s  dance,  is  an  acute  disease  of  childhood 
or  adolescence,  commoner  in  girls  than  boys,  and  closely  connected  with  a  history  of 
rheumatism,  and  with  rheumatic  endocarditis.  Like  rheumatism,  it  is  often  a  family 
disease  ;  not  infrequently  one  finds  that  one  or  two  children  in  a  large  rheumatic  family 
have  had  rheumatic  fever  or  rheumatism,  another  chorea,  and  another  both  rheumatic 
fever  and  chorea.  It  is  commonly  and  erroneously  held  that  severe  fright  may  by  itself 
be  the  cause  of  an  attack  of  chorea.  It  may  also  occur  in  adults  in  connection  with  preg- 
nancy, when  it  is  sometimes  of  a  severe  t\'pe,  and  may  run  on  into  insanity.  The  move- 
ments may  be  confined  to  one  side  of  the  body — hemichorea — or  may  affect  both  sides  ; 
the  muscles  are  in  general  weak,  speech  may  be  interfered  with,  respiration  is  often  jerky, 
and  the  patient  is  often  unduly  irritable  and  emotional.  Except  in  the  severest  cases  the 
movements  cease  during  sleep  ;  the  disease  tends  to  recovery  in  the  course  of  perhaps  two 
or  three  months.  Mild  cases  in  which  the  face  is  most  affected  may  present  a  certain  resem- 
blance to  the  more  chronic  and  quite  unconnected  disorder  known  as  hahit-spasm,  habit- 
chorea,  or  convulsive  tic  (sec  Spasmodic  Contiiactions,  p.  l.'JO).  A  facial  tic  is  controlled 
for  a  time  by  strong  efforts  of  the  will,  whereas  the  facial  movements  of  diorea  will  usually 
be   increased  by   the  concentration  of  the  attention   on   them  ;    the   facial   movements 
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of  chorea  are  irregular,  representing  a  succession  of  various  purposive  but  uncompleted 
actions,  while  the  facial  tic  consists  in  the  repetition  of  a  single  definite  and  purpom 
movement,  originally  designed,  no  doubt,  to  give  relief  to  some  local  irritation. 

Chronic,  degenerative,  or  Huntington"* s  chorea,  is  a  rare  hereditary  disease  coming  on  at 
the  age  of  thirty  or  forty,  associated  with  slow  and  difficult  speech  and  with  insanity.  Hk 
involuntary  movements  are  slower  and  more  ataxic  than  those  of  acute  chorea,  and  ctB 
often  be  suppressed  for  a  time  by  exercise  of  the  will.  They  afTect  the  extremities  and  faee, 
are  continuous,  cease  during  sleep,  and  are  accentuated  by  excitement,  so  that  at  first  sight 
acute  chorea  may  be  imitated  fairly  closely.  The  diagnosis  between  this  chronic  chcRtt 
and  an  acute  chorea  that  had  become  chronic,  as  sometimes  happens,  would  turn  on  the 
family  history,  mental  symptoms,  age  at  onset,  and  the  course  of  the  disease.  Chronie 
chorea  is  incurable,  and  may  take  twenty  years  or  more  to  run  its  course  ;  mental  failure 
occurs  early,  and  is  progressive  ;  and  a  family  history  of  chronic  chorea  can  be  obtained. 

Chorea  major,  or  pandemic  chorea,  is  an  epidemic  hysterical  manifestation  occurring  in 
the  more  emotional  races  of  Europe  under  the  influence  of  religious  excitement.  Chorei- 
form movements  are  among  the  less  conspicuous  of  its  motor  phenomena  ;  it  is  unknown 
in  the  more  phlegmatic  northern  races. 

In  hysteria  the  motor  phenomena  are  notoriously  protean.  Should  a  hysterical  patient 
have  had  chorea  herself,  or  should  she  have  had  the  opportunity  of  observing  it  in  others, 
she  may  reproduce  its  characteristic  movements  with  great  accuracy.  The  diagnosis  may 
be  very  difficult  for  a  time,  particularly  if  the  patient's  previous  history  be  not  known,  and 
hysteria  not  suspected.  Her  temperament  will  probably  lead  her  to  develop  other  signs 
or  symptoms  that  suggest  the  true  diagnosis  ;  such  as  tremors,  paralyses,  contractures, 
hemi-ansesthesia,  anaesthesia  of  the  stocking  and  glove  distribution,  exaggeration  of  the 
deep  reflexes,  or  attacks  of  hysterics.  Remission  of  the  choreiform  movements  and  of  the 
local  symptoms  generally  may  occur  when  the  hysterical  patient  thinks  she  is  no  longer 
under  observation,  or  when  her  attention  is  diverted  elsewhere.  The  hysterical  patient 
simulating  chorea  or  hemichorea  is  likely  to  overdo  the  part. 

Choreiform  movements  may  occur  in  connection  with  hemiplegia  in  two  forms.  Prf- 
hemiplegic  chorea  has  been  recorded  in  a  few  cases,  twitchings  or  even  choreiform  move- 
ments beginning  in  the  limbs  of  one  side  of  the  body  shortly  before  the  onset  of  an  apoplectic 
stroke.  Post-hemiplegic  chorea  is  commoner,  and  more  often  seen  in  children  than  in  aduHs. 
After  a  hemiplegia  more  or  less  muscular  spasm  and  movements  of  one  kind  or  another  are 
habitually  seen  on  the  affected  side  of  the  body.  In  many  patients  these  movements  take 
the  form  of  tremors,  fine  or  coarse  ;  in  others  they  are  athetotic  ;  in  others  again  they  are 
ataxic,  occurring  only  when  voluntary  movements  are  attempted  ;  and  in  yet  others  they 
are  choreiform.  Which  of  these  forms  of  muscular  contraction  is  likely  to  occur  in  any 
given  case  it  is  impossible  to  say  ;  they  are  all  due  to  combinations  of  cerebral  irritation, 
muscular  spasm,  and  muscular  paralysis,  mixed  together  in  varying  proportions. 

The  choreiform  movements  occurring  in  the  spastic  paraplegias  of  infants  and  children, 
conditions  that  have  been  more  vaguely  described  as  cortical  scleroses  on  the  strength  of 
their  post-mortem  appearances,  are  to  be  regarded  as  variants  of  the  athetotic  contractions 
already  considered  above.  Henoch^s  chorea  electrica  is  considered  below  :  it  is  the  muscles 
of  the  neck  and  shoulder  that  are  chiefly  involved  in  this  rare  disorder. 

FIBRILLAR    CONTRACTIONS. 

Fibrillar  contractions  of  the  muscles,  or  fascicular  muscular  twitchings,  are  smail 
spontaneous  movements  visible  on  the  surfaces  of  muscles,  rhythmical  or  irregular,  involving 
not  the  whole  muscle,  but  only  single  muscular  bundles  in  it.  They  may  be  confined  to  a 
few  of  the  bundles,  or  may  occur  irregularly  in  any  of  the  bundles  composing  a  muscle. 
They  are  almost  always  too  feeble  to  produce  visible  movements  at  the  joints  ;  they  are 
increased  in  fatigue,  and  when  the  muscle  is  mechanically  stimulated.  Similar,  but  coarser, 
twitchings  may  be  seen  in  normal  muscles  when  they  are  over-fatigued,  or  on  exposure  to 
cold.  The  finest  fibrillar  contractions  arc  said  to  occur  only  in  cases  of  organic  disease  in 
the  central  nervous  system.  They  are  seen  most  freely  in  muscles  that  are  degenerating 
or  undergoing  atrophy,  or  are  shortly  about  to  atrophy,  as  the  result  of  disease  in  the  lower 
motor  neuron  ;    they  cease  to  appear  when  the  muscle  is  much  wasted.     They  are  most 
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evident  in  the  extremities  and  tongue,  and  no  doubt  are  due  to  irritation  of  motor  nerve- 
cells  in  the  cord  or  bulb  that  are  hyper-excitable  because  they  are  degenerating. 

From  a  diagnostic  point  of  view,  fibrillar  contractions  are  important  because  for 
practical  purposes  they  do  not  occur  in  the  myopathies  or  primary  muscular  dystrophies 
that  are  due  to  lesions  in  the  muscles  themselves  and  not  in  the  spinal  cord.  In  only  a  few 
recorded  cases  have  these  fibrillations  been  seen  in  cases  of  myopathy  where  lesion  of  the 
central  nervous  system  could  be  excluded.  Neurologists  and  myologists  have  devoted 
much  attention  to  primitive  myopathy,  with  the  result  that  it  has  become  burdened  with  a 
highly  elaborate  classification  and  nomenclature.  Thus  the  condition  generally  has  been 
described  as  primary  progressive  myopathy,  progressive  muscular  dystrophy  (Erb),  idio- 
pathic muscular  atrophy  and  hypertrophy,  primitive  progressive  myopathy,  muscular 
dystrophy,  myopathy. 

Special  forms  of  it  have  been  raised  to  the  dignity  of  *  types,'  the  chief  of  which  are 
the— 


Simple  atrophic  (Erb) 
Pseudo-hypertroph  ic 
Juvenile  (Erb) 


Facio-scapulo-humeral  |  Mixed  and  transitional 

(Landoiizy  and  Dejerine)  (Leyden     and     Moebius; 

Distal  (Gowers)  ;  Zimmerlin). 

Myotonia  atrophica  | 


Distinctions  between  these  various  forms  must  be  sought  in  special  manuals.  Their 
importance  for  present  purposes  consists  in  this — that  fibrillary  contractions  may  occur  as 
a  rare  exception  in  most  of  them. 

Contrariwise,  fibrillar  contractions  are  observed  habitually  in  the  course  of  the  pro- 
gressive muscular  atrophies  of  neuropathic  origin,  variously  known  under  such  names  as- 
chronic  anterior  poliomyelitis,  amyotrophic  lateral  sclerosis  (Charcot),  progressive  bulbar 
paralysis,  progressive  muscular  atrophy,  toxic  degeneration  of  the  lower  motor  neuron, 
Werdnig-HoCTmann  progressive  muscular  atrophy  of  infants,  according  to  their  special 
characters.  In  all  of  these,  the  lower  motor  neurons  are  primarily  at  fault,  exhibiting  slow 
or  rapid  degeneration  ;  in  many  cases  the  upper  motor  neurons  are  also  affected,  either 
simultaneously,  or  before  or  after  the  lower.  As  a  rule,  no  cause  for  the  degeneration  can 
be  discovered  ;  but  many — perhaps  a  half — of  the  patients  have  previously  had  acute 
poliomyelitis.  Occurring  in  infants  or  children,  this  neuropathic  muscular  atrophy  is 
generally  of  the  Werdnig-Hoffmann  type,  affecting  the  legs  first,  and  spreading  upwards 
to  the  body  and  arms  ;  the  hands  and  feet  are  affected  late,  and  the  deep  reflexes  vanish. 
The  condition  may  at  first  sight  resemble  rickets,  but  in  rickets  there  is  no  real  muscular 
atrophy,  the  deep  reflexes  are  retained,  and  fibrillar  contractions  do  not  occur.  It  may  be 
indistinguishable  from  one  of  the  primary  myopathies  considered  above  ;  but  the  occur- 
rence of  fibrillar  contractions  would  make  the  diagnosis  of  neuropathic  muscular  atrophy 
the  more  probable. 

In  adults  the  disease  may  conform  to  one  of  several  types,  according  to  the  distribution 
of  the  atrophy.  In  some  instances  the  lower  motor  neurons  of  the  hand,  arm,  and  neck 
are  attacked,  when  the  Claw-hand  (p.  109)  may  result ;  in  others,  the  lower  extremities 
may  first  show  the  degeneration.  Charcot^s  amyotrophic  lateral  sclerosis  is  characterized 
by  spasticity  of  the  legs  combined  with  atrophy  of  the  muscles  of  the  hands  and  arms.  In 
making  the  diagnosis  of  neuropathic  muscular  atrophy  it  must  be  remembered  that  the 
onset  is  gradual,  that  fibrillar  contractions  are  present,  that  the  atrophy  proceeds  pari 
passu  with  the  loss  of  power,  and  that  sensation  and  the  sphincters  are  not  involved.  The 
electrical  changes  in  the  muscles  are  of  assistance,  too,  the  partial  Reaction  of  Dkgknera- 
TiON  (p.  582)  being  exhibited  ;  the  nerves  react  normally  to  faradism,  and  to  galvanism  so 
long  as  there  are  muscle  fibres  left  to  respond  to  the  stimulation,  while  the  nuisclcs  react 
sluggishly,  and  A.C.C.  is  often  greater  than  K.C.C. 

Bulbar  paralysis  is  due  to  lesions  of  the  medulla  oblongata,  and  the  nerves  mainly 
affected  are  the  motor  part  of  the  fifth,  the  seventh  (facial),  the  eleventh  (spinal  accessory), 
and  twelfth  (hypoglossal).  In  other  cases  ophthalmoplegia  is  observed  as  well.  It  is  only 
in  the  chronic  cases  of  bulbar  paralysis  that  fibrillar  contractions  arc  seen,  and  they  are 
particularly  well  shown  in  the  tongue,  which  has  been  described  as  looking  '  like  a  bag  half 
full  of  worms.^  The  main  symptoms  will  be  difficulty  in  articulation,  phonation,  mastica- 
tion, and,  most  of  all,  in  swallowing. 
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SPASMODIC    CONTRACTIONS. 


In  general  parlanee,  the  epithet  ^  spasmodic  ^  implies  suddenness  and  short  duration. 
These  characteristics  arc  not  implied  by  the  word  as  it  is  used  clinically.  Hence  it  is  neces 
sary  to  distinguish  between  spasmodic  contractions  or  muscular  spasms  of  three  kindi, 
according  as  they  are  : — (1 )  Short  and  single — the  muscular  twitch  ;  (2)  Short  and  repeated- 
clonus  or  clonic  spasms  ;  (3)  Tetanic — commonly  and  improperly  known  as  tonic  spasms: 
these  are  long-sustained. 

Single  Spasmodic  Contractions  of  a  muscle  or  group  of  muscles,  over  in  a  fraction  of 
a  second,  may  occur  in  normal  persons  who  are  suffering  from  great  fatigue,  overwork,  or 
nervous  exhaustion.  For  no  apparent  reason,  and  frequently  just  as  the  person  is  going 
off  to  sleep,  a  sudden  violent  twitch  in  one  or  more  of  the  limbs  occurs,  and  wakes  him  up. 
In  other  cases  these  sudden  starts  may  occur  when  the  patient  is  resting  by  day.  In  abnV' 
mally  nervous  or  excitable  patients  such  sudden  spasms  are  seen  more  frequently,  and  oftci 
result  from  some  sudden  and  unexpected  sensory  impression — a  sound,  sight,  or  touch. 
The  diagnosis  of  such  spasms  in  nervous  or  jumpy  patients  should  not  be  difficult,  the 
afTcction  being  very  chronic,  and  no  doubt  familiar  to  the  patient  and  the  patient^s  entou^ 
age.  Coming  on  suddenly,  this  jumpiness  may  be  a  minor  sign  of  various  nervous  disorden. 
such  as  hysteria,  acute  chorea,  delirium  tremens,  general  paralysis,  or  Graves* s  disease. 

Single  twitches  of  muscles  or  of  groups  of  muscles  form  the  outstanding  feature  of  the 
simpler  forms  of  a  series  of  affections  known  as  habit  spasms  or  spasmodic  tics,  A  liabit 
spasm  consists  in  the  involuntary  repetition  of  some  ordinary  co-ordinated  purposive  act 
In  many  instances  the  tic  was  at  first  a  natural  reflex  act,  designed  to  allay  some  transieiit 
irritation.  Thus  a  blinking  tic  may  liave  been  initiated  by  the  pain  caused  by  a  fordgn 
body  in  the  eye,  or  conjunctivitis  ';  a  sniffing  tic  by  some  temporary  itching  about  the  nares. 
or  it  may  be  associated  with  the  presence  of  adenoid  growtlis  in  the  nasopharynx  ;  a  shouMn- 
shrugging  tic  by  some  irritation  of  the  neck  due  to  a  tight  or  rough  collar.  By  volontaiy 
repetition  such  an  act  ultimately  becomes  automatic,  when  it  is  spoken  of  as  a  habit  spasm 
or  tic.  These  motor  tics  exist  in  great  variety,  oftenest  affecting  the  face,  less  often  the 
jaws,  neck,  or  limbs  ;  they  are  so  common  as  to  escape  comment  in  their  minor  manifesta- 
tions— mannerisms  and  stereotyped  acts — being  set  down  merely  to  *  individuality.' 
Most  tics  can  be  controlled  by  mental  effort  with  some  distress,  are  increased  by  emotion, 
cease  during  sleep,  and  are  curable  only  with  great  difficulty  when  well  established.  In  all 
cases  the  patient  is  supposed  to  exliibit  a  certain  psychical  weakness. 

More  violent  and  shock-like  muscular  spasms  are  seen  in  the  rare  condition  known  as 
myoclonus  or  paramyoclonus  multiplex.  Myoclonic  movements  arc  particularly  sudden 
and  violent,  occurring  bilaterally,  or  first  on  one  side  of  the  body  and  then  on  the  other ; 
they  are  painless,  but  may  give  rise  to  much  inconvenience  by  their  violence.  They  arc 
increased  by  emotion  and  cease  during  sleep.  They  may  be  single,  but  more  often  are 
clonic,  repeated  perhaps  fifty  or  a  hundred  times  in  a  minute.  In  paramyoclonus  multiplex 
there  are  no  mental,  sensory,  or  sphincter  changes,  and  this  rare  disease  is  described  as 
both  familial  and  hereditary.  In  hysteria,  myoclonus  is  seen  exceptionally,  a(*companied 
by  other  hysterical  manifestations.  In  certain  rare  forms  of  epilepsy y  the  so-called  myodomc 
epilepsy,  these  paroxysmal  asynchronous  bilateral  lightning-like  movements  have  been 
recorded  ;  the  diagnosis  will  be  easy  here,  as  the  patient  exhibits  the  phenomena  of  major 
epilepsy — loss  of  consciousness,  relaxation  of  the  sphincters,  etc. — in  addition  to  the  sudden 
and  forcible  myoclonic  movements.  In  certain  cases  of  minor  epilepsy  or  petit  mal,  the 
affection  may  take  the  form  of  spasmodic  twitches  of  the  muscles  of  a  limb,  or  of  the  face, 
associated  with  a  brief  absent-mindedness  or  a  few  seconds  of  loss  of  consciousness  without 
loss  of  automatic  control  over  the  body  generally. 

Clonic  Spasmodic  Contractions,  clonic  spasms,  or  clonus,  are  in  reality  interrupted 
tetHnic  contractions,  consisting  in  the  rhythmical  and  more  or  less  rapid  repetitions  of  the 
single  brief  muscular  spasm  or  twitch.  A  typical  clonus  of  muscles  in  the  arms  or  legs  may 
often  be  produced  in  health  by  the  adoption  and  maintenance  of  some  strained  position. 
Thus  nnkle-clonus  is  soon  produced  if  a  normal  person  sits  in  a  chair  and  strains  the  heels  up 
while  the  toes  are  held  pressing  on  the  floor.  Such  clonus  is  physiological,  being  due  to 
heightening  of  the  muscle  tone  or  normal  state  of  tonic  muscular  contraction  by  the  applica- 
tion of  mechanical  tension  to  the  calf  muscles. 
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Pathologically,  clonic  spasms  are  seen  t^'pically  in  the  second  or  clonic  stage  of  major 
epilepsy^  where  they  succeed  the  initial  tetanic  (or  tonic)  stage.  Here  they  are  universal 
and  bilateral  as  a  rule,  although  one  side  of  the  body  may  be  involved  more  than  the  other, 
or  the  arms  more  than  the  legs.  Consciousness  is  lost,  and  the  sphincters  are  often  relaxed. 
Mild  and  limited  clonic  spasms  of  a  few  muscular  groups,  without  loss  of  consciousness 
and  lasting  for  only  a  few  seconds,  may  be  seen  in  patients  with  major  epilepsy,  and  are 
often  described  by  them  as  "  warnings."  Such  attacks  are  identical  with  those  of  minor 
epilepsy.  In  certain  epileptic  patients  they  seem  to  be  to  some  extent  under  control,  so 
that  their  threatened  onset  can  be  prevented  if  the  patient  can  sit  or  lie  down,  for  example, 
or  can  press  on  or  constrict  the  limb  in  which  the  spasms  are  about  to  appear.  The  diagnosis 
of  hystero-epilrpsy  is  sometimes  made  in  these  patients  ;  but  the  term  is  not  a  good  one,  and 
is  often  misleading.  Very  similar  conN^ulsive  seizures  may  be  met  with  in  patients  with 
chronic  nephritis  {urcpmic  convulsions)  and  in  pregnant  women  (eclampsia).  The  clonic 
stage  of  epilepsy  may  be  imitated  unconsciously  by  patients  with  hysteria,  or  frankly 
mimicked  by  the  malingerer.  In  hysteria  the  onset  of  the  fit  is  gradual,  not  sudden  ;  con- 
sciousness is  impaired,  not  lost ;  the  pupil  reacts  to  light,  and  is  not  immobile  as  in  epilepsy  ; 
screaming  and  purposive  movements  occur  throughout,  and  the  fit  is  often  protracted  ; 
the  sphincters  are  not  relaxed,  and  the  tongue  is  not  bitten.  The  malingerer  is  red  and 
heated  by  the  effort  of  producing  the  clonic  spasms,  his  consciousness  is  fully  preserved, 
and  he  reacts  to  painful  stimuli  that  leave  the  epileptic  unmoved.  Both  the  hysterical 
patient  and  the  malingerer  show  quivering  of  the  eyelids,  and  are  likely  to  resist  attempts 
to  open  the  eyes. 

In  Jacksonian  epilepsy^  clonic  convulsions  occur  without  loss  of  consciousness  ;  they 
are  usually  unilateral,  starting  in  some  given  muscle  and  spreading  thence  until  both  limbs 
or  half  the  body  are  convulsed.  Transient  paresis  from  exhaustion  may  be  noted  after- 
wards in  the  affected  muscles.  In  severe  or  long-established  cases  the  whole  body  may  be 
convulsed,  or  a  tetanic  stage  may  occur  after  the  clonus  ;  in  these  instances  consciousness 
may  be  lost.  Jacksonian  or  focal  epilepsy  may  result  from  any  form  of  local  irritation  of 
the  motor  cortex — ^trauma,  haemorrhage,  new  growth,  the  effects  of  syphilis,  chronic  inflam- 
mation.    It  leads  in  the  long  run  to  paresis  and  atrophy  of  the  affected  muscles. 

As  the  names  imply,  the  very  rare  conditions  known  as  myoclonus  and  paramyoclonus 
multiplex  exhibit  typical  clonic  contractions.  The  clonus  occurs  in  single  muscles  or  muscle- 
groups,  such  as  the  biceps  and  supinator  longus,  the  quadriceps  femoris  and  semitendi- 
nosus  ;  rarely  in  the  face  :  from  50  to  150  contractions  a  minute  may  occur.  Henoch's 
chorea  electrica  is  the  same  as  myoclonus.  It  is  said  that  animals  from  which  the  para- 
thyroid glands  have  been  removed  may  exhibit  identical  spasms.  For  the  diagnosis  of 
myoclonus,  see  above.  Clonic  spasms  of  the  neck-muscles,  particularly  the  stemomastoids, 
arc  common  in  torticollis  or  wry-neck. 

Tetanic  Contractions,  tetanic  or  the  so-called  tonic  spasms.  Physiologists  and  clini- 
cians both  make  use  of  the  two  terms  '  tetanic '  and  '  tonic,'  but  unfortunately  employ 
them  in  different  senses.  Physiological  '  tetanus '  is  the  apparently  steady  state  of 
nmscular  contraction  exhibited  by  the  voluntary'  muscle  at  work,  maintained  by  the  fusion 
of  separate  muscular  twitches  or  spasms  due  to  a  rapid  succession  of  nervous  stimuli.  It 
may  be  seen  in  a  single  muscle  or  in  many  together.  Clinically,  however,  '  tetanus '  or 
'  tetanic  contractions '  have  come  to  be  associated  with  pain,  besides  being  of  some  dura- 
tion, and  the  terms  are  used  only  when  a  large  number  of  muscles  are  involved  simulta- 
neously ;  tetanus  of  a  single  muscle  is  referred  to  clinically  as  a  cramp  (p.  139  and  1^.0).  To 
the  physiologist,  the  normal  resting  muscle  is  already  in  a  state  of  '  tonic  contraction,'  and 
exhibits  '  tonus.'  This  muscle-tone  is  maintained  partly  by  local  or  peripheral  stimula- 
tion (mechanical  tension,  the  venosity  of  the  blood,  drugs  such  as  digitalis  or  veratria).  and 
partly  by  nervous  impulses  that  reach  the  muscles  more  or  less  continuously  from  the 
motor  neurons  of  the  central  nervous  system.  This  central  element  of  nuiscuhir  tonus  is 
really  of  reflex  origin  and  due  to  posture,  the  maintenance  of  the  erect  attitude  ;  the  motor 
impulses  descending  in  answer  to  ascending  impulses  received  by  the  central  nervous  system 
from  the  muscles  and  joints  conccmeti.  But  the  clinician  applies  the  terms  •  tonus  '  and 
*  tonic  contractions  '  to  the  severe  and  pathological  muscular  contractions  seen,  for  example, 
in  the  first  stage  of  major  epilepsy,  which  are  physiologically  and  scientifically  speaking 
tetanic,  not  tonic.     This  clinical  misuse  of  the  word  *  tonic'  is  well-establishe<i  and  time- 
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honoured,  but  only  serves  to  promote  confusion.  The  terms  *  tonic  spasm  *  and  '  tonic 
contraction  ^  should  be  reserved  for  states  of  muscle-tone  that  are  raised  only  within  physio- 
logical limits,  and  are  not  pathological.  The  contractions  or  spasms  that  the  clinician  cab 
*  tonic  *  are  almost  always  pathological,  and  in  the  interests  of  uniformity  should  be 
described  as  ^  tetanic,*  not  ^  tonic'  Exaggerated  states  of  physiological  tone  and  the 
milder  degrees  of  pathologically  heightened  muscular  tonicity  are  described  clinically  ai 
spastic  states  or  spasticity,  falling  short  of  tetanus  in  degree,  and  differing  from  both  tetanus 
and  cramp  by  being  painless.     They  are  detailed  under  the  heading  Contractures  (p.  138). 

Typical  tetanic  (or  tonic)  spasms  are  seen  in  tetanus.  Here  the  patient  has  become 
infected  by  Bacillus  tetani  (Plate  XXV III,  Fig.  T,  p.  614),  through  some  known  or  unknoini 
wound.  He  first  notices  stiffness  of  the  neck  and  jaws ;  soon,  increasing  tetanic  spasm  of  tfae 
muscles  of  mastication  brings  on  trismus  or  lockjaw.  Spasm  of  the  facial  muscles  neit 
brings  on  the  painful  grin  known  as  the  risus  sardonicus,  and  presently  paroxysmal  tetanie 
spasms  of  great  violence  occur  in  practically  all  the  voluntary  muscles,  although  in  mild 
cases  in  children  the  spasm  may  proceed  no  further  than  the  muscles  of  the  face.  If  the 
spasms  are  strongest  in  the  extensors  of  the  back,  the  body  is  arched  backwards  till,  peifaapi, 
the  heels  touch  the  head  (opisthotonus).  If  the  flexors  contract  most  powerfully,  the  body 
is  bent  forwards  (emprosthotonus) ;  in  some  cases  the  body  remains  straight  and  stiff  (ortho* 
tonus)  when  the  flexors  and  extensors  are  balanced.  These  acutely  painful  paroxysmi 
last  for  perhaps  a  few  seconds,  and  recur  at  varying  intervals  on  any  kind  of  stimulation ; 
they  may  cause  death  by  asphyxia  or  heart-failure.  In  the  intervals  between  them,  a 
milder  but  still  painful  tetanic  (the  so-called  tonic)  contraction  of  the  muscles  is  maintained : 
or,  in  milder  cases,  nothing  more  than  an  exaggerated  physiological  muscle-tone.  In  mild 
or  chronic  cases  of  tetanus,  the  signs  and  symptoms  will  be  far  less  severe  than  those 
described  above  ;  but  trismus  and  painful  muscular  contractions  will  still  occur.  In  some 
chronic  cases,  the  chief  sign  may  be  a  recurring  but  transient  risus  sardonicus,  perhaps  with 
some  stiffness  of  the  neck  ;  not  a  few  of  these  patients  have  been  treated  for  haint  spasm  or 
hysterical  grimacing  for  a  time,  until  the  suspicion  of  tetanus  arose,  or  spread  of  the  tetanie 
spasms  to  the  trunk-muscles  made  the  diagnosis  more  obvious.  The  diagnosis  of  tetanui 
may  have  to  be  made  in  other  instances  from  impacted  xoisdom  tooth ;  or  from  muscular 
rheumatismy  which  may  cause  stiff-neck  but  is  hardly  likely  to  set  up  trismus  ;  or  from 
spinal  meningitis,  in  which  there  is  fever,  while  the  tetanic  spasms  occur  on  exertion,  and 
do  not  primarily  affect  the  muscles  of  the  jaws,  and  great  pain  is  felt  on  moving  the  head 
and  neck ;  or  from  inflammation  in  the  joint  of  the  mandible. 

In  strychnine  poisoning  trismus  is  absent  or  occurs  very  late,  the  extremities  are 
first  and  most  markedly  affected,  the  muscles  are  quite  relaxed  between  the  parox^'sms, 
and  the  symptoms  develop  rapidly — within  an  hour  or  two  of  the  administration  of  the 
drug.  In  tetany  (p.  2)  the  distribution  and  duration  of  the  tetanic  contractions  should 
sufHcc  to  prevent  any  confusion  with  tetanus.  In  hydrophobia  there  should  be  a  history 
of  a  bite  by  some  animal,  most  often  a  dog  ;  mental  symptoms  are  prominent,  and  the 
spasms  affect  the  muscles  of  respiration  and  deglutition  most,  while  trismus  is  absent. 
In  hysteria  a  patient  may  exhibit  trismus,  tetanic  spasms,  and  opisthotonus ;  but  no  true 
picture  of  tetanus  will  be  presented,  and  other  evidences  of  hysteria  will  be  found  on 
examining  the  patient,  or  will  develop  if  the  case  be  kept  under  observation. 

A.  J.  JeX'Blake. 

CONTRACTURES — arc  lasting  bodily  deformities  resulting  from  a  great  variety  of 
causes.  For  clinical  purposes  they  may  be  divided  roughly  into  two  classes,  according  as 
they  are  (1)  Active,  or  (2)  Passive.  The  division  is  not  sharp,  as  active  contractures  when 
long  established  tend  to  become  passive. 

1 .  Active   Contractures  :    resulting  : — 

(a).  From  lesions  of  the  upper  motor  neuron  : 

Cortical    lesions  Transverse  lesions  of  the  cord  '  Spastic  ataxia 

Hemiplegia  Subacute  combined  degcnera-  '  Spastic  paraplegia 

Friedreich's  ataxia  '        tion  '  Haematomyelia 

Myelitis  '    I^ateral  sclerosis  1 

(b).  From  lesions  of  the  lower  motor  neuron  : 

Acute  poliomyelitis  Progressive  muscular  atrophy       Injury  of  nerves 

Chronic  poliomyelitis  Neuritis 
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(c).  From  disuse : 
Hysteria  |    Tortirollis 

2.  Passive  Contractares :   seen  in  : — 

Late  stages  of  the  active  contractures 

Local   ori^anic   diseases   of  the   bones,   joints,  muscles,  fascitc.  skin. 

Active  or  Spastic  Contractures. — In  these,  certa^i  groups  of  muscles  are  thrown  into 
a  state  of  permanent  contraction,  or  else  the  balance  of  power  between  antagonistic  sets 
of  muscles  is  upset.  In  either  case  bodily  deformity  (flexion,  extension,  curvature)  results  ; 
but  the  deformity  can  be  redressed  temporarily  either  by  steadily  maintained  mechanical 
traction,  or  by  the  forcible  electrical  stimulation  of  the  weaker  set  of  the  antagonistic 
muscles  involved.  In  passive  contractures,  on  the  other  hand,  no  amount  of  electrical  or 
other  stimulation  avails  to  correct  the  deformity,  nor  can  the  application  of  force  without 
rupture  of  the  tissues. 

Active  contractures  must  be  distinguished  from  certain  other  forms  of  muscular 
contractions,  particularly  cramps  and  tetanic  (or  so-called  tonic)  contractions  or  spasms 
of  the  voluntary  muscles.  Cramps  may  resemble  contractures  by  their  relatively  long 
duration — thus  those  of  tetany  have  been  known  to  persist  for  days  and  even  weeks  ;  but 
pain  is  a  constant  feature  of  cramp,  whereas  it  has  no  connection  at  all  with  contractures 
per  se.  Tetanic  contractions  of  muscles  (see  Contractions,  p.  131) — commonly  called  tonic 
by  the  misuse  of  a  word  that  already  has  a  definite  and  different  physiological  meaning 
(p.  137) — resemble  cramps  by  being  painful,  and  differ  from  them  only  by  being  more 
generalized.  The  normal  resting  muscle  is,  physiologically  speaking,  in  a  constant  state 
of  tonic  contraction^  and  exhibits  a  certain  reflex  tone  or  tonus  (muscle-tone)  due  to  the 
combined  action  of  two  factors,  one  local  and  one  nervous.  Any  muscular  spasm,  rigidity, 
or  spasticity  set  up  by  increase  of  this  normal  tone  within  physiological  limits,  may  properly 
be  referred  to  as  a  condition  of  tonic  contraction.  But  when  a  spasticity  is  pathological, 
as  are  all  the  ^  tonic  contractions  ^  of  the  clinician,  it  should  no  longer  be  referred  to  as  a 
state  of  tonic  contraction,  especially  as  it  corresponds  satisfactorily  with  the  physiological 
"  tetanic  contraction '  or  -  tetanus.^  A  typical  pathological  spasticity  or  active  contrac- 
ture is  seen  in  Sherrington's  ^  decerebrate  rigidity,'  the  extensor  spasm  observed  in  the 
limbs  of  the  cat  or  rabbit  after  removal  of  the  cerebral  hemispheres  and  basal  ganglia.  This 
rigidity  lasts  for  several  days,  and  is  due  to  the  removal  of  the  inhibitory  impulses  normally 
reaching  the  cord  from  the  cortex  and  thalamus.  A  similar  rigidity,  though,  of  course, 
with  a  different  distribution,  is  seen  in  such  disorders  as  hemiplegia,  cortical  losses,  lateral 
sclerosis,  Friedreich's  ataxia,  subacute  combined  degeneration,  and  transverse  lesions  of  the 
cord. 

The  active  contractures  following  hemiplegia  or  cortical  lesions  in  the  motor  area  are 
conflned  to  the  affected  side  of  the  body,  and  should  not  be  diflieult  to  diagnose.  There 
are  three  varieties  of  rigidity  after  hemiplegia,  but  only  the  last  of  these  is  usually  described 
as  a  contracture :  (1)  Initial  rigidity,  present  at  the  outset  and  lasting  only  for  a  few  hours  ; 
(2)  Early  rigidity,  beginning  within  a  few  days  of  the  stroke  and  lasting  for  a  week  or  a  few 
weeks,  possibly  due  to  the  irritation  of  blood-clot  at  the  site  of  the  cerebral  lesion  ;  (3)  Late 
rigidity  or  contracture,  first  appearing  several  weeks  or  months  after  the  stroke,  and  due 
to  the  fact  that  while  all  the  muscles  of  the  affected  limbs  are  spastic,  certain  groups  of  them 
are  stronger  than  their  antagonists.  Thus  the  thumb  is  flexed  and  pressed  into  the  palm, 
the  fingers  clenched,  the  wrist  and  elbow  flexed,  the  forearm  pronated,  and  the  arm  adducted. 
The  thigh  is  adducted,  the  knee  extended,  and  the  heel  drawn  up,  the  foot  inverted,  and 
a  characteristic  spastic  gait  results.  The  deep  reflexes  are  increased  on  the  hemiplegic  side, 
where,  too,  ankle-clonus  and  Babinski's  extensor  reflex  can  be  obtained.  The  lapse  of 
years  converts  these  active  contractures  into  passive  in  conse<iuence  of  the  structural 
changes  that  take  place  in  the  muscles,  fasciae,  and  joints. 

Contractures  are  highly  characteristic  of  congenital  and  acquired  cerebral  diplegias  or 
hemiplegias  due  to  cortical  lesions,  cortical  sclerosis,  or  porencephalus  (see  Contractions, 
Athetotic,  p.  181).  The  patients  show  bilateral  spastic  paralysis;  one  side  is  sometimes 
affected  more  severely  than  the  other.  If  the  legs  only  are  affected  the  condition  is  known 
as  Little^s  disease,  and  the  gait  is  '  cross-legged  '  or  '  scissor,'  the  feet  being  pointed  and 
inverted,  and  the  thighs  adducted.     Kyphosis  is  often  seen,  and  the  arms,  if  involved,  are 
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held  in  the  position  of  a  hcmiplegic  arm  (see  above).  In  the  acquired  cases  the  spastiej 
paresis  is  oftener  unilateral  than  bilateral  :  the  nutrition  of  the  affected  limb  suffers  ocHh^ 
spicuously,  and  its  growth  is  retarded  and  incomplete. 

In  Friedreich's  disease^  a  familial  disorder  beginning  usually  between  the  ages  of  sevea 
and  seventeen,  and  seen  oftenest  in  males,  characterized  by  ataxia,  intention-tremor,! 
nystagmus,  and  hesitating  or  syllabic  speech,  active  contracture  sets  up  scoliosis  or  soolio> 
kyphosis,  pes  varus  or  equinovarus,  and  ^  main  bote  ' — an  analogous  deformity  of  the  ] 
hand  with  hyperextcnsion  of  the  terminal  phalanges.  These  contractures  are  partly  due  to 
muscular  atrophy,  partly  (in  the  case  of  the  foot)  to  over  use  of  certain  muscles  in  attempti' 
at  equilibration  ;  the  heel  is  drawn  up,  the  dorsum  of  the  foot  arched,  the  sole  hoUoircd 
out,  the  toes  flexed  at  the  interphalangeal  joints  and  hyperextended  at  the  metataiw* 
phalangeal  ;    prominent   hypertrophy  of  the   extensor  longus  hallucis  has  been  found. 

In  subacute  combined  degeneration,  in  which  may  be  included  lateral  sclero9is  if  the 
degeneration  mainly  affects  the  upper  motor  neurons,  there  will  be  contractures.  Hie 
earliest  symptoms  are  connected  with  sensation  ;  but  the  patient,  usually  an  ansmic  adnli 
in  the  second  half  of  life,  presently  develops  spasticity  in  his  legs.  The  limbs  tend  to  disv 
up  as  he  lies  in  bed,  from  flexor  spasm  ;  the  gait  becomes  spastic,  and  walking  is  sooi 
impossible — the  condition  becoming  one  of  spastic  paraplegia.  The  deep  reflexes  aie 
increased,  and  Babinski's  sign  is  present ;  segmental  areas  of  anaesthesia  can  be  made  oat, 
and  control  over  the  sphincters  is  weakened.  After  some  months,  this  spastic  stage  gives 
place  to  flaccidity,  control  over  the  sphincters  is  lost,  and. the  patient  rapidly  runs  down  hilL 
In  cases  of  transverse  myelitis  or  transverse  lesions  of  the  cord,  and  in  certain  cases  of  hanMUh 
myelia  of  insidious  onset,  in  which  the  haemorrhage  perhaps  takes  place  into  an  already 
dilated  central  canal,  spasticity  with  increased  deep  reflexes,  loss  of  sensation,  and  loss  of 
control  over  the  sphincters  is  the  rule.  The  diagnosis  is  facilitated  by  the  fact  that  no 
symptoms  occur  in  parts  of  the  body  innervated  from  above  the  cord  lesion  ;  at  the  level 
of  the  lesion  there  is  evidence  of  nerve-irritation  (girdle  pain,  hypersesthesia).  In  these 
cases  the  flexors  of  the  leg  overpower  the  extensors  ;  the  limbs  draw  themselves  up  again, 
sooner  or  later,  as  often  as  they  are  extended  for  the  patient. 

So  far,  the  active  contractures  considered  have  all  been  due  to  lesions  of  the  upper 
motor  neuron.  A  second  class  contains  those  resulting  from  lesions  of  the  lower  motor 
neuron  and  the  subsequent  muscular  atrophy.  These  contractures  arise  either  from  the 
unbalanced  action  of  the  muscles  that  normally  antagonize  those  that  have  atrophied,  or 
from  late  shrinkage  of  the  paralyzed  muscles  themselves  ;  and  a  spinal  curvature  may 
come  on  from  the  adoption  of  some  posture  that  facilitates  locomotion  or  the  occupations 
of  life  when  the  spinal  muscles  are  intact.  Acute  and  chronic  poliomyelitis,  neuritis,  and 
lesions  of  the  nerves  have  to  be  discussed  in  this  connection.  Acute  poliomyelitis,  or  infantile 
paralysis,  begins  suddenly  with  malaise,  pains,  and  an  acute  febrile  attack  ;  the  flaccid 
paralysis  appears  early,  and  contractures  begin  to  show  themselves  within  a  few  months, 
as  a  rule.  The  limbs  are  most  involved,  isolated  muscles  or  groups  of  muscles  being 
paralyzed  ;  and  it  should  be  noted  that  the  paralysis  is  distributed  in  accordance  with  the 
nuclear  grouping  of  the  muscles  in  the  anterior  comual  regions  of  the  cord.  Sensation  is 
affected  only  in  the  rarest  instances.  If  many  muscles  in  a  limb  are  paralyzed,  its  growth  is 
much  impaired.  Contractures  are  common  in  chronic  poliomyelitis  and  the  various  forms  of 
progressive  muscular  atrophy  of  neuropathic  origin  (see  Contractions,  Fibrillar,  p.  184),  the 
hands  and  feet  being  mainly  involved,  with  the  production  of  various  forms  of  club-foot  and 
claw-hand.  All  the  muscles  are  involved  together,  and  there  is  no  selection  of  certain 
groups  for  paralysis  as  is  the  case  in  acute  poliomyelitis.  In  addition,  flbrillar  contractions 
can  be  seen  in  the  degenerating  muscles,  provided  that  they  are  not  covered  too  thickly 
with  subcutaneous  tissue.  The  onset  is  insidious,  and  the  disease  occurs  most  often  in 
middle  age  ;  the  commonest  type  is  that  in  which  the  hands  are  flrst  and  most  involved. 
but  in  other  cases  the  legs,  and  in  others  the  upper  arm  and  shoulder,  flrst  give  evidence 
of  the  disease.  Contractures  are  seen  occasionally  in  alcoholic  neuritis  of  the  motor  type, 
and  more  frequently  in  arsenical  neuritis,  talipes  equinovarus  or  flexor  contracture  of  the 
wrist,  with  excessive  muscular  hypersesthcsia,  being  noted  ;  such  deformities  are  rare  in 
other  forms  of  neuritis,  such  as  those  due  to  lead,  diabetes,  influenza,  diphtheria,  etc. 
Secondary  contracture  of  the  muscles  on  the  affected  side  in  BelFs  facial  paralysis  may 
occur,  and  gives  rise  to  the  impression  that  the  sound  side  of  the  face  is  paralyzed  while  the 
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fare  is  at  rest,  for  the  face  as  a  whole  is  pulled  over  to  the  afTected  side  (Fig.  198.  p.  492); 
on  voluntary  movement,  however,  the  healthy  side  will  be  found  to  move  normally,  while 
the  paralyzed  side  remains  comparatively  still.  C'ontrtictures  usually  follow  severe  injury 
of  nervet,  unless  satisfactory  healing  of  the  wound  and  regeneration  of  the  nerve-trunks 
take  place. 

Active  cimtraclitres  from  disuse  may  occur  in  otherwise  healthy  subjects  who  for  any 
reason  niay  have  been  kept  too  long  in  one  position.     Patients  who  have  lain  on  their  backs 
in  bed  for  long  periods  may  have  a  temporary  talipes  equinus  when  they  get  up — an  active 
contracture  due  to  the  weight  of  the  bedclothes  resting  on  the  toes  and  keeping  the  feet 
extended.     Fractured  or  injured  limbs  that  have  been  splinted  and  kept  too  long  in  one 
position,  often  exhibit    active   contractures    when    the 
splints  are  removed  (e.g.,  Volkmann's  ischa^mic  contrac- 
ture  of   the  forearm.  Fig.  58).     In   some  cases  the  con- 
tracture is  due  to  fixation  of  the  muscles,  tendons,  or 
muscle- sh^ths    by    inflammatory    products    that    have 
become  organized,  in  others  to  adhesions  or  bony  de- 
posits that  have  formed  themselves  in  or    about    the 
joints,  while  in  others  mere  disuse,  without  inflammatory 
changes,  may  underlie  these  contractures  :  all  of  these 
would  be  avoided  by  the  timely  use  of  massage  and 
movement. 

Paralyses  occur  in  perhaps  25  per  cent  of  all 
patient-s  with  hysteria,  in  two  main  types  :  the  rarer 
Haccid.  the  commoner  spastic,  and  often  marked  enough 
to  produce  active  contracture.  In  hysterical  contracture 
the  affected  muscles  are  not  wasted  except  in  severe 
cases  of  long  duration  ;  the  deep  reHcxcs  are  increased  ; 
ankle-clonus  may  be  present ;  but  Babinski's  sign  is 
probably  never  observed.  The  limbs  are  most  affected 
(hemi-,  mono-,  or  paraplegia),  less  often  the  nu:scles  of 
the  face,  eyelids,  lips,  or  tongue.  Certain  attitudes  are 
highly  characteristic  of  hysterical  spastic  paralyses ; 
the  elbows,  wrists,  and  Rngers  are  kept  flexed,  the  arms 
are  adducted  ;  the  hip  and  knee  arc  extended,  imd  the 
foot  is  held  in  a  position  of  talipes  ei|uinovuruN ;  ptosis 
may  be  seen,  from  spasm  of  the  orbicularis  ;  torticollis 
from  contracture  of  the  sternomastoid.  In  the  less  severe 
rases  the  stiffness  and  paresis  arc  neither  complete  nor 
marked  enough  for  the  condition  to  be  referred  to  as  a 
contracture.  In  all  instances  the  deformity  prodiicc<l  is 
the  result  of  active  muscular  spasm,  and  in  severe  cases 

it  cannot  be  overcome  by  exercise  of  the  patient^s  will,  (iiiSiiilTii*  ««"'5'™  niii'i^'wSni^riB 
galvanization,  or  by  the  application  of  mechanical  force.  'r""*,!^  ?'  5'h  """"  ""i  "i"  '''"^'"  '""'" 
The  contracture  often  persists  during  sleep,  and  is  Tiie  icirrnnurr.  rHF|in>iiii-p.j  ht  KnuiwicKi 
abolished  only  by  deep  ansesthesia — a  character  distin-  f.^^IV^«!l'^va/'^wi.'l'  ''  """'"'"''"""" 
guishing    hysterical    contractures    from    those    due    to 

organic  disease.  Hysterical  contractures  often  last  for  nionths.  or  even  years  :  an<l  in 
cases  of  long  standing  muscular  atrophy  and  structural  changes  about  the  joints  may 
establish  permanent  passive  contracture  from  disuse.  Highly  cha rue! eristic  of  hvstericul 
conlracture  is  the  patient's  use  of  antagonistic  muscles  to  j>revent  i>Hssivc  or  active  correc- 
tion of  the  deformity  exhibited.  If.  for  example,  the  arm  is  semiHcxed  by  contracture  <if 
the  biceps,  the  triceps  can  be  felt  to  contract  and  resist  the  movement  when  the  attempt 
is  made  to  flex  the  arm  further.  A  similar  contraction  of  the  triceps  can  be  felt  or  seen  if 
the  patient  is  asked  to  bend  the  joint  herself ;  with  the  result  that  the  joint  remains  un- 
moved, although  all  signs  of  great  effort  to  bend  the  arm  niay  be  displayed.  I'uin  and 
tenderness  in  the  contracted  muscles  are  usual ;  and  other  hysterical  sligmiitn  such  iis 
hemianKsthesia,  paresthesia,  clavus  or  globus  hystericus,  and  the  hysterical  leinpcrament 
genemlly,  will  not  be  wanting.     Special  forms  of  hysterical  contracture  nmy  give  rise  to 
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great  trouble  in  diagnosis  by  imitating!  deHnite  conditions  or  diseases.  Thus  a  pftidi 
'  hysterical  hip  *  or  '  hysterical  knee  '  may  pass  on  from  surgeon  to  surgeon,  until  oath 
found  to  operate  upon  the  normal  joint  for  tuberculous  arthritis  ;  hysterical  spaai  <( 
some  of  the  abdominal  muscles  may  lead  to  the  diagnosis  of  pregnancy  or  new  growth— 
pseiido-cyesis   or  phantom    tumour ;     hysterical  contracture   of  muscles  in  the  nech  tt 

shoulder  may  be  diagnosed  m 
new  growth,  the  palpable  tumov 
vanishing  only  when  the  pttkA 
has  been  anesthetized  and  is  on 
the    operating  -  table    awutBg 


Torticollis,  or  wrj--neck,  ■ 
adults,  may  be  r^arded  ■■  ■ 
functional  disease,  and  is  a  foiB 
of  tic,  characterized  in  its  ktct 
stages  by  contracture  of  the 
affected  muscles  of  the  netk. 
The  muscles  chiefly  affected  tit 
those  supplied  by  the  spiml 
accessory  nerve.  Its  dooic 
variety  is  easy  to  diagnose;  bid 
where  the  spasms  are  tetanic  (at 
tonic)  rather  than  clonic,  tbt 
diagnosis  must  be  made  fnm 
such  conditions  as  cervicil 
/■i».  .■.!!.— Dnpuj [reus  Cuiitmriurr.  caries,    rheumatic    myositis,  or 

deep  inflammation  in  the  ^andi 

of  the  neck.      Congenital  lorlieolUa  dates   from  birth,   usually  affects  the  right  stcnio- 

mastoid  muscle,  and  is  often  associated  with  facial  asymmetry — when  it  ia  peritaps  dv 

to  congenital  defect  of  the  centres  in  the  bulb.    The  face  is  smaller  on  the  side  of  the 

affected  stcmomastoid.     Congenital  torticollis  is  distinguished  from  the  form  of  wij 

produced  in  infants  by  rupture  of  the  sternomastoid  muscle  at  birth  during  delivery,  b; 

the  fact  that  in  the  latter  a  callus  is  to  be  felt  at  the  site  of  the  rupture. 
Pas^ve   Cootractnres  are    those 

due  to  affections  of  the  bones,  joints. 

or    soft    tissues,    that     mechanically 

obstruct  correction  of  the  dcfonnities 

they  produce.    They  also  result  from 

long  contitiuatiee  of  the  active  conlrac- 

turea  considered  above,  by  a  gradual 

process  of  transition.     The  contracted 

limbs  can    only   be    straightened    by 

surgical  measures,  or  by  manipulations 

severe    enough    to    rupture    the    ob- 

stnictions. 

Passive  contractures  may  result 

from  the  most    varied    local   organic 

diseases    of    the    affected  parts. 

Dupuytren's  Contracture  of  the  palmar 

fascia,    leading  to   deformity    of  the 

little  and  ring  fingers  (F<:g.5»).  is  so  f„.  «ii.-cLairicW  m.i<™ctu«  .(wr  .  bum. 

characteristic    that    it    can    seldon)  be  crrom  l'n>lex,or  llutherlonl  UonMn'l  InlraiHcHon  la  Smrttrf. 

mistaken.     It   is   prone  to   occur    in 

gouty  subjects  and  in  those  who  use  the  palms  of  their  hands  most,  as  in  the  case  of 
coachnien  and  those  who  use  spades,  etc.  In  diseases  of  the  joints,  such  as  rheumatimi, 
rheumatoid  arthritis,  spondylitis  deformans,  tuberculosis,  gonorrhc^a,  etc.,  the  patient 
may  lie  in  lied  or  go  about  for  weeks  or  months  in  some  bent  or  contorted  position  that 
involves  the  mininmm  of  disconifort  ;   ankylosis  of  the  affected  joints  often  results  ftom 
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the  growth  of  adhesions,  ecehondroses,  or  exostoses  in  and  about  the  edges  of  the  joints, 
that  permanently  limit  their  range  of  movement.  Corresponding  shortening  will  take  place 
in  the  muscles  that  are  relaxed,  and  a  passive  contracture  results.  The  growth  of  a  tumour 
in  or  about  a  joint  may  produce  identical  results.  Traumatic  or  inflammatory  lesions  about 
the  muscles  or  their  tendons  may  establish  inflammatory  products  locally  that  permanently 
limit  the  movements  of  these  structures.  I^rge  superflcial  scars  due  to  extensive  burns 
or  losses  of  skin  and  the  superficial  tissues,  being  composed  mainly  of  fibrous  tissue,  may 
contract,  and  so  bring  about  marked  contractures  (see  Fig.  60). 

Spondylitis  deformans^  a  chronic  malady  of  the  spinal  column  (p.  648),  often  results  in 
contractures  and  partial  ossification  of  the  ligaments  and  muscles  of  the  back  ;  and  extreme 
deformity  may  arise  from  myositis  ossificans,  a  rare  but  easily  diagnosed  affection  in  which 
the  muscles  all  over  the  body  gradually  become  rigid  from  calcification  ;  the  patient  has 
generally  been  normal  up  to  adult  life,  and  then  becomes  the  subject  of  acute  attacks  of 
pain  in  various  muscles,  accompanied  by  local  myositic  swelling  and  some  pyrexia  ;  after 
the  local  inflammation  subsides,  calcium  salts  are  deposited  in  the  site  that  has  been  inflamed 
and  the  affected  muscle  becomes  stiff  and  hard.  Weeks  or  months  may  elapse  between 
successive  attacks  of  this  kind,  but  the  number  of  calcified  muscles  slowly  mounts  up. 
until  in  extreme  instances  the  patient  is  rigid  almost  from  head  to  foot — the  *  ossified  man.* 

The  diagnosis  of  the  cause  of  a  passive  contracture  will  obviously  depend  upon  the 
results  of  the  physical  examination  of  the  affected  part,  and  upon  the  success  with  which 
a  true  history  of  the  onset  and  course  of  the  case  can  be  elicited.  A.  J.  Jejc-Hlake. 

CONVULSIONS,  or  CONVULSIVE  SEIZURES,  are  paroxysms  of  involuntary 
muscular  contractions.  They  may  be  divided  into  two  classes,  according  as  they  are  local 
or  general ;  local  convulsions  have  been  considered  under  the  heading  Contractions, 
Spasmodic  (p.  186),  and  the  following  account  deals  mainly  with  general  convulsions.  The 
general  convulsions  without  loss  of  consciousness  that  constitute  Rigors  are  described  under 
that  heading  (p.  594) ;  with  this  exception,  general  convulsions  are  almost  always  accom- 
panied by  loss  of  consciousness,  excepting  in  some  few  cases  of  partial  epilepsy  and  of 
hvsteria. 

In  most  cases  of  convulsions,  both  sides  of  the  body — face,  neck,  arms,  trunk,  and  legs — 
are  convulsed  equally.  But  it  sometimes  happens  that  though  their  cause  is  apparently 
general,  the  movements  are  unilateral,  or  much  more  marked  on  one  side  of  the  body  than 
the  other  ;  for  present  purposes  such  convulsions  may  still  be  termed  general.  Usually 
convulsions  are  clonic,  less  often  tetanic  or  tonic. 

•  Fits '  may  be  defined  roughly  as  any  sudden  paroxysms  or  seizures  occurring  in  the 
course  of  any  disease.  In  common  usage,  however,  a  '  fit '  is  a  convulsive  fit,  or  fit  of 
convulsions,  and  if  unqualified,  the  term  usually  means  an  epileptic  fit,  but  not  always. 

Certain  clinical  features  are  common  to  almost  all  convulsive  seizures  in  which 
coiuciousness  is  lost.  If  the  onset  is  sudden,  as  it  usually  is,  the  patient  is  apt  to  fall  down 
and  injure  himself  unless  already  recumbent.  If  the  muscles  of  the  mouth  and  jaws  are 
involved  and  saliva  is  secreted  freely,  the  mouth  foams  ;  if  the  tongue  or  cheeks  are  bitten, 
the  foam  becomes  stained  with  blood.  Clenching  of  the  jaws  will  make  the  breathing 
laboured,  stertorous,  and  ineffectual.  If  the  muscles  of  respiration  are  greatly  affected, 
cyanosis,  with  congestion  of  the  face,  neck,  and  exposed  parts,  will  be  observed.  The 
convulsive  movements  are  typically  clonic,  limited  in  range,  purposeless,  and  accompanied 
by  more  or  less  rigidity.  If  the  rigidity  is  marked,  the  amplitude  of  the  movements  will 
be  reduced  correspondingly,  so  that  the  condition  may  even  become  one  of  stiffness  and 
tetanic  (or  so-called  tonic)  spasm.  It  is  characteristic  of  epilepsy  that  the  fit  should  consist 
of  a  brief  tetanic  stage  followed  by  a  longer  stage  of  clonus  ;  but  convulsive  attacks  of  every 
sort  may  occur  in  epilepsy,  and  either  the  tetanic  or  the  clonic  stage  may  be  absent  or  so 
brief  as  to  pass  unnoticed.  Control  over  the  organic  reflexes  of  micturition  and  defieoation 
is  often  lost,  the  bladder  and  rectum  being  emptied  involuntarily.  As  a  rule  the  refiexes 
cannot  be  obtained  while  the  convulsions  last,  and  are  lost  or  diminished  for  some  hours 
after  they  are  over,  or  are  unequal  on  the  two  sides  of  the  body.  When  the  fit  is  over  and 
the  patients  have  recovered  consciousness,  they  often  complain  of  headache  and  lassitude, 
showing  diminished  sensibility  to  all  impressions,  mental  hebetude,  and  great  sleepiness. 
Less  often,  the  patient  becomes  excited  or  terrified  after  a  fit,  or  even  maniacal,  and  he  may 
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also  exhibit  automatism  for  hours  or  even  days  ;  in  none  of  these  conditions  will  he 
responsible  for  his  actions.  The  duration  of  general  convulsions  is  commonly  to  be  measonlj 
in  seconds  or  minutes  ;  but  in  severe  cases  they  may  go  on  for  hours  if  untreated,  andiol 
status  epilepticus  may  last  for  days  >vith  only  brief  intermissions.  Prolonged  com 
due  to  any  cause  may  raise  the  temperature  several  degrees  ;  when  they  are  unilaten^j 
the  temperature  is  raised  more  on  the  affected  side  than  on  the  other.  Albuminuria  9m\ 
a  fit  is  very  common,  and  may  last  for  a  day  or  two  ;  it  is  by  no  means  necessarily  evidcMrj 
that  the  fit  was  uncmic. 

The  morbid  conditions  in  which  local  or  partial  convulsions,  and  in  rarer  instances  |f«wnl 
convulsions  also,  occur  without  loss  of  consciousness,  have  been  considered  under  Covnuc^ 
TION8,  Spasmodic  (p.  136),  but  for  the  sake  of  clearness  may  be  recapitulated  : — 


Fatigue 

Nervous  exhaustion 

Habit  spasm 

Spasmodic  tic 

Myoclonus 


Hysteria 

Jacksonian  epilepsy 
Chorea  elect rica  (Henoch) 
Tetany 


Tetanus 
Hydrophobia 
Strychnine  poisoning 
Malingering. 


The  convulsions  commonly  accompanied  by  loss  of  consciousness  will  be  consideRi 
here  under  the  following  heads  : — 

1.  General  Convulsions  of  Infants  and  Children,  seen  in : — 


Hereditary  syphilis 
Congenital  heart  disease 
('ercbral  paralysis 
Onset  of  acute   fevers 


Meningitis 
Drug  poisoning 
Enlarged   thymus 


Idiocy 

Rickets 

Epilepsy,  minor  and  major. 


2.  General  Convulsions  of  Adolescents  and  Adults,  seen  in 


Epilepsy,  minor  and  major. 
Jacksonian  epilepsy 
Epileptiform     convulsions-  - 

ITra'mia 

Pregnancy 

Severe  heart  disease 


Asphyxia 

Stokes-Adams*   disease 
Saturnine  encephalopathy 
Cerebral  lesions  : — 
Apoplexy 
Meningitis 


3.  Unilateral  Convulsions,   seen  in : — 


Apoplexy 
Intracranial  growth 


Meningitis 

Epilepsy,  major  and  minor 


Intracranial  growth 
General  paralysis 
Chronic  alcoholism 
Cerebral  syphilis 
Hysteria 
Malingering. 


Jacksonian  epilepsy 
Disseminated  sclerosib. 


General  Convulsions  of  Infants  and  Children. — Among  the  commonest  of  all  con- 
vulsive seizures  are  those  occurring  in  children  of  tender  age,  known  as  infantile  convuMom, 
The  sexes  are  affected  ecpially  ;  about  a  third  of  the  cases  take  place  during  the  first  yeir 
of  life,  two-thirds  during  the  first  two  years  ;  and  they  are  rare,  apart  from  epilepsy,  after 
the  age  of  five  or  six.  They  are  of  more  serious  import  in  infants  under  six  months  thania 
older  children,  and  also  in  ansemic  and  weakly  infants.  In  hereditary  syphilis  convulsioitt 
often  prove  fatal  during  the  first  week  of  life.  For  the  rest,  in  about  half  the  patients  rtdMt 
is  the  predisposing  cause  ;  in  many  of  the  others  some  local  irritation,  such  as  inflammatkNi 
of  the  gums  in  dentition,  diseases  of  the  nose  or  ears,  the  presence  of  irritating  food  or  worwu 
in  the  intestine,  renal  or  vesical  calculus^  or  phimosis,  can  be  found ;  while  convulsions  at 
the  onset  of  acute  infectious  diseases,  such  as  scarlet  fever,  pneumonia,  measles,  whooping- 
cough,  or  during  their  course,  and  in  nephritis,  are  not  infrequent.  Overdosing  with  drugi 
— strjxhnine,  atropine,  santonin,  morphia — or  with  alcohol,  may  bring  on  convulsions. 
Fright  and  over-strung  emotions  are  included  among  the  causes  of  infantile  convulsions; 
how  far.  inheritance,  the  neurotic  or  neuropathic  taint,  is  responsible  for  them  is  uncertain. 
They  occur  in  children  with  enlargement  of  the  thymus  gland,  the  so-called  status  lymphaUtus, 
and  in  these  not  infrecpiently  a  fit  has  a  fatal  issue.  Finally,  it  must  be  remembered  that 
in  any  child  there  may  be  early  evidence  of  epilepsy,  or  of  organic  disease  of  the  brain.  Their 
diagnosis  demands  a  very  careful  examination  of  the  child,  and  also  of  its  diet  and  tlie 
hygiene  of  its  daily  life.  They  may  be  due  to  congenital  heart  disease,  when  there  will  be 
enlargement  of  the  heart,  a  cardiac  murmur  or  murmurs,  and  some  degree  of  cyanosis.  In 
children  with  organic  disease  of  the  brain  (porencephalus,  congenital  or  acquired  cerebftd 
paralysis,  spastic  paraplegia,  etc)  there  will  be  paralysis,  spasm,  and  muscular  atrophy,  and 
probably  mental  defect  If  the  convulsions  are  due  to  the  oruet  of  some  acute  infedunu 
disorder,  they  will  come  on  suddenly  in  a  child  previously  well,  and  will  be  accornfMinied  by 
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high  fever  and  followed  by  the  characteristic  rash.  Similar  convulsions  and  fever  may 
occur  in  meningitis,  usually  towards  the  end  of  the  disease.  They  are  not  rare  in  whooping- 
cough^  particularly  in  rachitic  infants,  being  precipitated  by  the  asphyxia  resulting  from 
the  whooping,  and  not  rarely  causing  death.  The  diagnosis  of  fits  due  to  drugs  or  alcohol, 
taken  either  by  the  child,  or  by  the  mother  if  the  child  is  being  suckled,  will  depend  upon 
obtaining  an  adequate  history  of  the  case.  In  what  way  enlargement  of  the  thymus  brings 
2ilK>ut  convulsions  is  not  known  ;  the  condition  is  fortunately  rare,  and  is  hardly  ever 
diagnosed  during  life.  The  fits  occurring  in  hydrocephalus  and  the  various  degrees  of  mental 
defect  need  only  be  mentioned. 

It  is  to  rickets  that  one  must  look  for  the  explanation  of  most  convulsions  occurring 
iK'tween  the  ages  of  three  months  and  four  or  five  years.  The  nervous  system  is  unstable 
in  all  young  children,  the  power  of  cerebral  inhibition  not  being  acquired  for  several  years. 
In  rickets  this  instability  is  much  increased,  and  finds  expression  in  irritability,  fits  of 
screaming,  restlessness,  inability  to  sleep  well  at  night,  and  in  the  more  serious  troubles  of 
tetany,  lar\''ngismus  stridulus,  and  convulsions.  Any  child  with  fits  should  be  scrutinized 
for  evidence  of  rickets — exaggerated  curvatures  in  the  long  bones,  the  rickety  rosary,  a 
Harrison's  sulcus  on  the  sides  of  the  chest,  the  large  and  bulging  rickety  head,  thinness  of 
the  hair  on  the  back  of  the  head  (due  to  head-rolling),  a  tumid  and  flaccid  abdomen,  lateness 
in  the  closure  of  the  anterior  fontanelie,  and  general  muscular  debility.  Enquiry  should  be 
made  for  other  symptoms  common  in  rickets  that  will  come  under  the  observation  of  the 
mother  or  nurse — tenderness  of  the  bones  and  skull  on  handling  and  washing,  head-rolling 
due  to  tenderness  of  the  skull,  much  sweating  about  the  head  in  sleep,  broken  slumber, 
proneness  to  gastro-intestinal  upsets,  constipation  and  mucous  stools  or  constipation 
alternating  with  diarrhoea,  unusual  liability  to  coryza  and  bronchitis  (or  '  catching  cold  '). 
The  feeding  and  hygiene  of  the  child  must  be  gone  into  :  in  low  life,  rickets  is  mainly  due  to 
deflcienc>'  of  fat  and  protein  in  the  diet,  with  excess  of  carbohydrate  food,  whereas  in  high 
life  the  diet  is  more  likely  to  err  by  lack  of  freshness  due  to  too  careful  sterilization  or  to  the 
use  of  patent  foods  ;  rickety  children  all  suffer  from  want  of  enough  exposure  to  fresh  air 
and  sunshine.  But  if  rickets  is  the  main  predisposing  cause  of  infantile  convulsions,  it  must 
\ye  remembere<l  that  they  are  actually  brought  on  by  some  secondary  exciting  cause,  such 
as  a  gastro-intestinal  disturbance  with  diarrhoea  or  vomiting,  or  reflex  irritation  of  any  sort. 
Whether  dentition  is  in  itself  enough  to  account  for  convulsions  is  extremely  doubtful, 
although  that  '  teething-fits  '  do  occur  is  one  of  the  things  that  every  woman  knows. 

Epilepsy  is  one  of  the  last  causes  of  infantile  convulsions  that  should  be  thought  of, 
ex<*<»pt  when  the  fits  occur  for  the  first  time  in  tolerably  healthy  children  more  than  three 
or  four  years  old.  A  bad  family  history-  of  fits  or  of  insanity  would  make  epilepsy  more 
probable  ;  so  would  the  occurrence  of  an  aura  before  the  fit,  and  the  division  of  the  fit  into 
a  tonic  and  a  clonic  stage,  with  biting  of  the  tongue  or  cheeks.  The  repetition  of  fits  for 
which  there  is  no  local  or  general  cause,  such  as  those  described  above,  would  be  in  favour  of 
epilepsy,  particularly  if  the  secjuence  extended  over  a  long  period  of  time.  But  one  lit 
undoubtedly  facilitates  the  occurrence  of  another  soon  afterwards,  so  that  the  recurrence 
of  convulsions  for  a  few  days  or  weeks  in  a  rickety  child  is  not  enough  to  justify  the 
diagnosis  of  epilepsy. 

General  Convulsions  of  Adolescents  and  Adults.- -The  convulsions  of  epilepsy, 
including  both  the  major  and  the  minor  forms,  are  very  variable  in  extent  and  duration. 
In  the  minor  degrees,  or  petit  mal,  there  is  usually  brief  tonic  or  tetanic  spasm,  with  loss  of 
<-c»nsciousness,  but  without  clonus  or  convulsions.  In  severer  eases  this  is  known  as  tetanoid 
epilepsy,  a  tetanic  spasm  convulsing  the  patient  for  some  seconds,  or  even  for  a  minute  or 
two,  with  great  risk  of  death  by  asphyxia.  In  partial  epilepsy  the  convulsions  arc  confined 
to  part  of  the  body — the  face,  perhaps,  or  the  arms  and  face.  Midway  between  minor  and 
major  epilepsy  Gowers  places  '*  epilepsia  media,  in  which  there  is  muscular  spasm  of  t<»nic 
character,  without  the  clonic  spasm  which  follows  when  the  tonic  spasm  is  more  severe.*' 
In  major  epilepsy  the  typical  picture  is  as  follows  :  after  experiencing  an  aura  or  warning  of 
some  sort  for  a  few  seconds,  the  patient  is  seized  with  a  general  tetanic  spasm,  cries  out,  and 
falls  to  the  ground,  this  tetanic  or  tonic  stage  lasting  for  from  five  to  thirty  seconds.  This 
then  gives  place  to  the  clonic  stage,  or  convulsions,  with  foaming  at  the  mouth,  and  clonic 
jactitations  that  are  often  unequal  on  the  two  sides  of  the  body.  After  a  few  minutes  the 
<*lonus  dies  away  and  the  patient  is  left  comatose  or  stupefied,  with  a  headache  that  is  slept 
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off  in  the  course  of  the  next  few  hours.     Consciousness  is  always  lost  in  true  epileps\' ;  tlw 
t^xtent  and  duration  of  the  conv^ulsions,  however,  are  highly  vaijable.     The  fits  of  Jackamm 
-epilepsy  are  rarely  generalized  ;   the  condition  is  considered  below.     In  true  epilepsy  thai 
is  no  known  organic  lesion  of  the  brain  :  the  loss  of  consciousness  and  the  convulsions  are  dv 
to  some  unknown  functional  disturbance  of  its  action  ;   but  apparently  identical  fits  mjr 
occur  in  the  course  of  a  number  of  diseases  in  which  organic  lesions  are  present  either  intk 
brain  or  elsewhere,  and  to  these  the  name  epileptiform  convulsions  is  given.     They  are  sen 
most  often  in  urcemia^  in  which  the  kidnevs  are  severelv  diseased  and  toxsemia  results ;  tlie 
patient  exhibits  the  characteristic  picture  of  advanced  renal  disease,  with  headache,  \a^ 
blood-pressure,  hypertrophied  heart,  albuminuria,  probably  retinal  changes,  and  amemia; 
or  may  have  a  stricture  of  the  urethra  or  an  enlarged  prostate  with  secondary-  ascending 
nephritis  :   or  may  be  the  subject  of  renal  tuberculosis  perhaps.     It  must  not  be  forgottca 
that  transient  albuminuria  is  commonly  present  after  fits  due  to  any  cause  whatever,   la 
the  intervals  between  uraemic  convulsions  the  patient  may  remain  unconscious. 

The  convulsions  occurring  in  connection  with  pregnancy  are  known  as  eclamptic  jilt, 
the  condition  as  eclampsia.  The  majority  of  such  convulsions  come  on  before  labour,  some 
during  labour,  and  15  or  20  per  cent  during  the  first  week  after  parturition  ;  any  fits  occiirnii| 
after  this  arc  probably  due  to  some  cause — uraemia,  for  example — other  than  pregnancy  or 
parturition.  In  many  cases  the  fits  occur  suddenly  and  without  any  warning,  or  after  no 
more  than  a  brief  period  of  headache  or  restlessness,  or  after  vomiting.  Eclampsia  appears 
to  be  an  auto-intoxication  accompanied  by  a  profound  disturbance  of  the  protein 
metabolism  ;  its  primary  cause  is  in  the  placenta.  Its  diagnosis  can  rarely  be  difTicult. 
There  is  nearly  always  albuminuria,  and  some  observers  regard  puerperal  eclampsia  as  one 
variety  of  uraemia. 

Epileptiform  convulsions  may  occur  in  severe  heart  or  lung  disease,  and,  indeed,  in  the 
terminal  stages  of  many  disorders,  due  in  part  to  asphyxia,  in  part  to  toxaemia.  Like 
certain  obstinate  infantile  convulsions,  they  may  often  be  stopped  by  the  administration 
of  oxygen. 

In  Stokes- A  dams'"  disease  (p.  83),  epileptiform  or  apoplectiform  convulsive  seizures 
occur  fi'om  time  to  time,  no  doubt  due  to  the  asphyxia  and  cerebral  anaemia  resulting  from 
temporary  cessation  of  the  heart's  action.  The  radial  pulse  is  habitually  slow  in  this 
disorder,  but  becomes  suddenly  slower  at  the  time  of  the  '  attacks,^  beating  perhaps  fort\* 
or  thirty  or  even  only  twenty  times  to  the  minute  ;  the  cardiac  auricles,  on  the  other  hand, 
beat  at  the  normal  rate.  The  patients  are  usually  arteriosclerotic  people  in  the  second 
half  of  life  :  if  they  are  seen  in  their  convulsions,  the  diagnosis  of  apoplexy  will  probably 
be  made,  only  to  be  corrected  later  w^hen  it  is  found  that  the  attack  leaves  no  paralysis  or 
paresis  behind  it,  that  similar  seizures  have  occurred  before,  and  that  the  pulse  becomes 
excessively  slow  during  the  seizures. 

General  convulsions  due  to  direct  irritation  or  disease  of  the  brain  may  occur  in  a 
large  number  of  cerebral  lesions,  unilateral  or  bilateral,  most  commonly  in  the  latter.  In 
most  of  these  there  will  be  other  signs  or  symptoms  of  disease,  especially  optic  neuritis, 
that  should  suffice  to  clear  up  the  diagnosis.  Such  convulsions  may  be  seen  in  meningealt 
subdural,  or  arachnoid  haemorrhage  ;  in  meningitis  due  to  the  B,  tuberculosis,  Weichselbauin*s 
meningococcus,  or  other  microbes  ;  in  cerebritis  ;  in  congenital  anomalies  of  the  brain  sudi  as 
porencephalus,  hydrocephalus,  and  the  abnormalities  met  with  in  idiots  and  mentally  defecti>T 
children  generally  ;  and  in  cerebral  or  cerebellar  abscess,  Jiumour,  or  aneurysm^  when  sufficient 
growth  has  taken  place  to  raise  the  intracranial  pressure  generally.  In  another  group  may 
be  placed  those  cases  in  which  extensive  degenerative  changes  have  taken  place  in  the  brain : 
fits  are  common  in  the  second  and  third  stages  of  general  paralysis  of  the  insane^  when  other 
signs,  such  as  defective  memory  and  judgement,  grandiose  ideas,  inequality  or  reflex  im- 
mobility of  the  pupils,  blurred  speech,  tremors  of  the  tongue  and  face,  loss  or  exaggeration 
of  the  deep  reflexes,  and  muscular  weakness  may  be  looked  for  ;  in  the  insanity  of  chrwtie 
alcoholism,  with  its  tremors  and  inco-ordination,  its  marked  sensory  perversions,  and  its 
paramnesia  or  illusions  of  memory  :  and  in  cerebral  syphilis,  where  the  lesions  may  be  either 
vascular,  gummatous,  meningeal,  diffuse,  or  a  combination  of  any  or  all  of  these,  and  the 
main  symptoms  are  headache,  insomnia,  attacks  of  aphasia  and  hemiplegic  or  epileptiform 
convulsions,  paralysis  of  cranial  nerves,  and  in  addition  dementia  in  the  diffuse  cases. 
Chronic  plumbism  may  produce  cerebral  symptoms  of  the  most  varied  kind  {saturnine 
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encephalopathy)^  from  simple  headache  to  acute  mania,  and  amongst  the  phenomena, 
convulsions  of  epileptiform  'type  may  be  prominent.  The  diagnosis  is  based  upon  the 
history,  the  occupation,  the  other  symptoms  of  lead  poisoning  (p.  34),  and  perhaps  upon 
the  discovery  of  iead  salts  in  the  urine. 

Lastly  must  be  mentioned  the  general  convulsions  of  the  hysterical  and  of  malingerers. 
In  hysteria^  the  fits  are  noisy  and  protracted  performances,  the  movements  more. or  less 
purposive  and  quite  unlike  clonus  ;  the  patient  becomes  red  in  the  face  rather  than  blue 
or  white  ;  consciousness  is  not  lost,  attempts  to  open  the  eyes  are  resisted,  pressure  into 
the  supra-orbital  notch  causes  withdrawal  of  the  head,  the  sufferer's  hand  is  withdrawn 
if  pressure  is  made  between  a  nail  and  its  matrix  ;  the  sphincters  are  not  relaxed,  and  the 
tongue  or  cheeks  are  rarely  bitten.  The  convulsions  are  brought  on  by  some  emotional 
upset,  and  tend  to  cease  when  unsympathetically  received.  The  malingerer  may  display  no 
little  art  and  skill  in  his  convulsions,  which  are  modelled  on  those  of  epilepsy  ;  here  again 
the  sufferer  is  red  in  the  face  rather  than  blue,  although  he  may  breathe  stertorously,  and, 
with  the  help  of  a  little  soap,  foam  at  the  mouth  ;  consciousness  is  not  lost,  the  corneal  reflex 
is  present,  the  head  and  hand  are  withdrawn  from  painful  impressions  ;  the  sphincters  are 
not  relaxed  :  |>erspiration  is  usual  ;  it  is  said  that  in  epilepsy,  if  the  hands  are  clenched,  the 
thumb  is  buried  in  the  palm,  whereas  the  malingerer  clenches  it  outside  the  fingers  ;  on  the 
detection  of  its  character,  the  simulated  fit  ends  as  suddenly  as  it  began. 

Unilateral  Convulsions. — The  convulsions  in  apoplejrij  are  habitually  limited  to  one 
side  of  the  body.  The  onset  of  apoplexy,  more  often  gradual  than  sudden,  is  generally 
preceded  by  headache,  dizziness,  and  tingling  or  weakness  in  some  part  of  the  body  ;  and 
it  is  more  marked  in  cerebral  haemorrhage  than  in  embolism  or  thrombosis.  The  loss  of 
consciousness  comes  on  earlier  and  persists  longer  in  cerebral  lia^morrhage  than  in  the  other 
two  conditions.  When  the  convulsions  are  prominent  the  case  is  described  as  one  of  epilepti- 
form apoplexy.  Cerebral  hcemorrhage  is  commoner  in  middle-life,  in  persons  with  high 
blood-pressure  and  hypertrophied  hearts,  and  in  the  subjects  of  arteriosclerosis  ;  cerebral 
embolism  is  associated  with  endocarditis  or  intracardiac  thrombosis,  and  occurs  oftenest 
in  young  patients  with  heart  disease  ;  cerebral  thrombosis  is  seen  in  syphilitic  patients,  and 
in  those  with  vascular  disease,  and  is  characteristically  of  slow  onset  after  premonitory 
warnings. 

In  cerebral  abscess  and  cerebral  tumour  convulsions  are  not  verv  common,  and  usuallv 
appear  only  after  the  diagnosis  has  been  made  clear  by  the  occurrence  of  such  cardinal 
symptoms  as  headache,  vomiting  on  change  of  position,  optic  neuritis  (choked  disc),  and 
localizing  signs  pointing  to  intracranial  tumour  ;  but  it  may  happen  that  an  epileptiform 
fit  with  unilateral  or  bilateral  convulsions  is  the  first  sign  that  anything  is  wrong,  or  at  any 
rate  the  first  thing  that  makes  the  patient  consult  a  medical  man.  The  headache  that 
follows  a  convulsive  seizure  is  likely  to  be  ver>'  severe  and  prolonged.  Of  the  two,  cerebral 
abscess  is  the  more  likely  in  patients  with  chronic  suppurative  disease  of  the  ear  or  nose,  or 
<if  the  facial  and  frontal  sinuses.  Meningitis — especially  tuberculous  meningitis  in  its  later 
stages — often  exhibits  unilateral  or  bilateral  convulsions,  squint  and  other  local  paralyses, 
more  or  less  coma  or  mental  apathy,  gastro-intestinal  symptoms,  Cheyne-Stokes  breath- 
ing, and  irregularity  of  the  pulse-rate  and  temperature  ;  lumbar  puncture  and  examination 
of  the  cerebrospinal  fluid  (p.  304)  may  be  required  in  establishing  the  diagnosis  and  in 
distinguishing  between  the  tuberculous,  the  suppurative,  and  the  epidennc  cerebrospinal — 
'  spotted  fever  ' — forms. 

The  unilateral  convulsions  of  Jacksonian  epilepsy  are  rarely  diflicult  to  diagnose.  The 
patient  usually  gives  a  history  of  head  injury,  and  often  a  cranial  scar  or  irregularity  is  to 
be  [found.  There  is  no  loss  of  consciousness  during  the  attack,  except  in  very  severe 
and  inveterate  cases  ;  usually  only  one  limb  is  involved,  and  an  aura  of  some  sort  usually 
precedes  the  convulsions,  which  exhibit  a  characteristic  *  spread  ' — beginning  in  a  single 
muscle  or  group  of  muscles,  and  spreading  thence  to  the  nmscles  whose  cortical  areas  of 
representation  adjoin  that  of  the  muscle  first  involved.  In  Jacksonian  epilepsy  there  is 
almost  alwavs  an  irritative  lesion  of  the  motor  cortex  or  its  immediate  vicinitv,  due  to 
trauma,  syphilitic  meningitis,  or  new  growth  ;  paresis  or  paralysis  of  the  affected  muscles 
follows  the  convulsions,  and  in  the  course  of  time  becomes  marked.  The  *  spread ' 
is  frequently  characteristic  ;  if  the  face  is  involved  first,  the  arm  follows,  and  then  the 
leg  ;   if  the  hand  is  attacked  first,  the  convulsions  spread  up  the  arm,  then  to  the  face,  last 
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to  the  leg.     In  the  severer  cases,  where  the  whole  side  of  the  patient  is  convulsed,  con- 
sciousness is  lost,  and  then  the  convulsions  may  become  bilateral. 

Unilateral  convulsions  do  not  occur  often  in  epilepsy  or  infantile  convulsions^  or  fpjtepf»>{ 
form  convulsions,  and  when  they  do  there  is  a  danger  lest  the  diagnosis  of  apoplexy  or  sonti 
focal  organic  lesion  of  the  brain  be  made.  There  is  nothing  in  the  character  or  distribotioi 
of  the  convulsions  in  these  cases  to  enable  a  diagnosis  to  be  made,  and  it  is  only  after  th^ 
are  over,  and  it  is  found  that  no  evidence  of  organic  cerebral  mischief  is  left  behind,  thit 
their  functional  nature  can  be  established.  They  are  not  followed  by  any  permannt 
paresis,  paralysis,  or  atrophy  of  the  muscles  on  the  affected  side.  It  must  be  remembered 
that  unilateral  convulsions,  the  so-called  '  apoplectiform '  convulsions,  may  occur  exccp* 
tionally  in  some  of  the  conditions  detailed  under  Group  2. 

In  disseminated  sclerosis,  hemiplegic  apoplectiform  attacks  like  those  seen  in  general 
paralysis  are  not  rare,  often  accompanied  by  aphasia.  These  attacks  are  both  transient  and 
recurrent.  The  patients  are  likely  to  exhibit  other  evidences  of  disseminated  sclerosifr- 
a  childish  and  optimistic  mental  attitude,  optic  atrophy,  nystagmus,  impaired  articulatim, 
intention  tremor,  undue  muscular  fatigability  ;  the  deep  reflexes  are  commonly  increaaed, 
Babinski's  extensor  plantar  reflex  is  present,  sensation  is  but  little  affected,  and  oontnl 
over  the  sphincters  is  rarely  lost  until  late  in  the  disease.  -4.  J.  Jrr-fiUkc 

CORNEA,  ULCERATION  OF.— (See  Ulceration  of  the  CkjRNEA,  p.  738.) 

CORYZA. — (See  Discharge,  Nasal,  p.  178.) 

COUGH. — Cough  is  a  signal  that  something  is  irritating  a  branch  of  the  vagus  nerve 
or  the  cough  centre,  and  is,  in  fact,  nature's  effort — often  ill  directed — ^to  remove  that 
something.  Hence,  to  diagnose  the  cause  of  a  cough  it  is  necessary  to  know  the  branches 
of  the  vagus  ;   they  are  as  follows  : — 

(1)  A  small  meningeal  branch,  of  no  interest  as  causing  cough,  though  it  may  possibly 
account  for  vomiting  in  meningitis  :  (2)  Arnold's  branch  to  the  ear — a  cause  of  cough, 
though  a  rare  one,  due  to  affections  (wax,  eczema,  etc.)  of  the  external  ear  ;  (3)  Pharyngeal 
branch — a  frequent  source  of  cough  ;  (4)  Superior  laryngeal  branch — sensory  to  base  of 
tongue,  larynx,  etc.,  the  most  frequent  source  of  cough,  with  or  without  visible  changes: 
(5)  Inferior  laryngeal  branch — motor  for  action  of  coughing,  not  a  cause  of  cough,  but  of 
inefficiency  and  other  peculiarities  in  the  act  of  .coughing  ;  (6)  Cardiac  branches — ^indirect 
causes  through  circulatory  failure  ;  (7)  Pulmonary  branches — concerned  in  the  <»ugfaof 
gross  pulmonary  or  pleural  disease  ;  (8)  and  (9)  CEsophageal  and  pericardial  branches— 
possible  but  most  rare  causes  ;  (10)  Gastric  branches — occasionally  dyspepsia  causes  t 
cough. 

The  irritants  to  which  the  surfaces  of  the  distribution  of  these  nerves  are  exposed  may 
be  classified  into  :  (1)  Foreign  bodies,  e.g.,  dust,  food,  tobacco  smoke,  etc.  ;  (2)  Excess 
of  natural  secretion  ;  (3)  Pressure  and  inflammation  ;  (4)  Acute  or  chronic  simple  debility 
or  increased  irritability,  e.g.,  after  influenza,  etc. 

In  dealing  with  the  treatment,  there  is  no  better  division  of  coughs  than  into  those 
which  arc  helpful  and  those  which  are  not,  and  the  same  division  is  most  useful  in  arriving 
at  a  diagnosis  of  the  cause  of  a  cough,  for  if  the  cough  succeeds  in  its  object — ^the  remo^ii 
of  the  offending  material — we  can  see,  or  at  least  enquire  about,  its  nature,  and  this  wiD 
at  once  give  a  strong  clue  to  the  locality  of  the  irritable  point,  and  very  possibly  also  to 
the  morbid  process  going  on.  Hence  the  first  questions  to  ask  a  patient  with  a  cough  are: 
"  Do  you  bring  anything  up  ?  "     "  What  do  you  bring  up  ?  " 

Cough  without  Expectoration. — If  the  answer  to  the  first  question  be,  ''No,  the 
cough  is  just  a  troublesome  dr>'  cough,  with  no  expectoration  at  all,"  we  at  once  begin  to 
think  of  the  purely  reflex  coughs  produced  by  an  irritant  which  the  cough  itself  is  powerless 
to  remove,  and  though  wc  may  often  make  a  short  cut  to  a  diagnosis  by  other  means  of 
investigation,  or  observation  of  the  general  condition,  the  following  routine  should  be 
followed  if  no  prominent  clue  offers  itself  : — 

1.  Examine  the  external  ear  for  wax,  eczema,  etc.,  although  this' is  a  comparatively 
rare  cause  of  cough,  except  in  the  special  experience  of  aurists. 

2.  Enquire  whether  any  ordinary  irritant,  such  as  tobacco  smoke,  etc.,  brings  it  on : 
this,  of  course,  at  once  raises  the  suspicion  that  the  nasopharynx  or  larynx  is  unduly 


COUGH  U9 

sensitivt.  and  should  lend  to  a  careful  examination  of  the  region,  whereupon  a  eause  may 
be  detected  at  once,  such  as  chronic  inHammation  of  any  sort,  or  a  long  pendulous  uvula, 
somewhat  trdematous.  or  showing  other  signs  ot  acute  inflamnmtion.  C'ondil  ions  ot  undue 
irritability  without  anything  to  sec  occur  after  influenza  or  whooping-cough,  and  indeed 
remain  long  after  the  acute  trouble  has  passed  away  from  the  region!) ;  therefore  enquiry 
must  be  nrnde  for  some  such  illness.  Such  a  cough  is  often  seen  when  convalescents  go 
into  a  cold  bedroom,  or  get  into  eold  sheets  at  night. 

3.  Ask  the  patient  to  cough  voluntarily  ;  the  curious  barking  or  nnigli  cough  of 
laryngitis  and  of  pressure  on  the  trachea  from  aneurvsu)  or  growth,  also  the  very  striking 
cough  of  paralysis  of  the  vocal  cords,  at  once  betray  themselves  ;  there  is  no  mistakinj; 
them  when  they  have  been  once  or  twice  heard  in  a  hospital  ward  ;  the  same  remark  applies 
to  (he  cough  of  whooping  cough. 

■i.  Examine  the  chest  rarotully  for  heart  disease  or  early  phthisis  ;  the  eougli  of  both 
these  conditions  is  commonly  dry  ;  so  too  is  the  cough  of  the  early  hours  of  an  oncoming 
bronchitis  or  pneumonia,  but  these  can  scarcely 
fail  to  give  other  indications.  Children  often 
suffer  from  very  troublesome  dry  cough,  some- 
times persisting  for  months,  as  the  result  of 
reflex  irritation  from  caseous  or  inflamed  bron- 
chial glands  ;  the  latter  may  be  impossible  of 
diagnudis  from  physical  signs,  but  tliey  can 
often  be  seen  ver\-  elearlv  with  the  jr-rays 
(Fig.  01). 

5.  If  no  cause  reveals  itself  by  now.  the 
stomach  must  be  thought  of,  and  its  functional 
and  physical  eonditinns  enquired  into  and 
examined,  and  only  after  negative  results  from 
all  these  enquiries  and  procedures  may  we  think 
of  a  simple  hysterical  cough. 

Coagb  with  ExpeetoratfaHi. — Expectoration 
generally  makes  the  task  of  diagnosis  nuicli 
easier,  and  from  the  simple  inspection  of  a 
s|>iltoon  it  is  frei|uently  possible  to  make  an 
almost  complete  <liagnoHis  of  a  ease  :  the  ver>' 
>>ticky  sputum  of  any  acute  inRammation  in  its 
early  stages,  the  rusty  sputum  of  ])neunionia. 
the  stink  of  al>scess  or  gangrene  of  the  huig  and 
of  bronchiectasis,  the  niinuniilation  of  phthisicitl 
sputa,  the  frothy  sputum  of  bronchitis,  are  very 

commonly    <|uite    typical    and    unmistakeable.         ^'?-  <^i-  -'■|ii"i-T.iiii  -hi.miii- 1.  L.n.'c  ,i.-.-..iis  i.-l<ii>i  in 
Small  bluod-elols  make  us  apprehensive  of  early      eii'-»-i«'a'iH<ri,"~Kili  Tiiniu'uii  i<i"'ii'iii<v>-  ii'y  'ai^iwi"!L 
—but   well-marked— phthisis,  or  of  pharyngeal       h.  iipjn  ;  s.<.«' l" -wn■:B^. :  0Q.ri«..M>  Hii.„a. 
eonditions.    or    of   mitral    stenosis ;    streaks  of 

blood  point  to  acute  lar\'ngitis  or  bronchitis  ;  pnifuse  hiciiioptysis  ahnosl  diagnoM's  acute 
phthisis  in  the  absence  of  signs  of  an  aneurysm  nr  ^niwlJi.  l>us  is  n  faetnr  eoiiunon  to 
all  inflammations  of  mucous  membranes,  and  therefore  in  itself  is  tit  but  little  iliagnostic 
s'ulue.  though  its  quantity,  colour,  and  od<nir  nka\'  be  xery  suggestive  of  abscess  or 
excavation,  or  of  an  hepatic  abscess  ruptured  into  the  lung,  of  gangrene,  or  slinking 
empyema.  With  hepatic  abscess  the  sputum  sometimes  has  an  ahncisi  palhogiioinonic 
anchovy- sauce  ap])earance. 

In  any  ease  of  cough  with  sputum  it  is  wise  to  have  a  micros('opi<':il  evariiinalion  of 
the  latter,  particularly  for  tubercle  bacilli. 

Thf  Age  of  the  Palienl.—ln  babies  and  qtiitc  y 
laiises  of  cough  can  be  excluded  at  once  on  the 
f'ireign  body  in  the  larynx  is  one  of  the  unusual  o 
cough  has  come  on  suddenly  in  the  midst  of  health, 
pneumonia,  whooping-cough,  and  <liphtheria,  are 
iu  theae  young  subjects,  and  owing  to  the  absence  of  e 
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presence  without  careful  examination  of  the  chest  and  throat.  From  infancy  to  middle 
life,  the  age  of  the  patient  gives  but  little  assistance  in  detennining  the  diagnosis ;  but 
about  middle  age  chronic  bronchial  troubles,  quiet  pleurisies,  growtlis,  aneurysms  et&, 
become  increasingly  obtrusive,  giving  rise  to  a  persistent  cough,  and  only  careful  routiK 
examination  of  the  chest  will  reveal  their  presence. 

Hmv  long  have  you  had  the  cough  ?  Much  information  may  be  derived  from  the  answer 
to  this  question,  for  a  cough  that  has  only  lasted  a  few  days,  but  in  that  time  has  beoome 
Kufliciently  severe  to  cause  the  patient  to  seek  advice,  is  practically  certain  to  belong  to 
the  group  caused  by  acute  trouble,  easily  detectable  when  the  chest  is  examined  carefdly; 
whereas,  on  the  contrary,  a  cough  that  has  lasted  some  months,  and  yet  seems  to  the  patieni 
uncertain  in  its  causation,  is  verx*^  likelv  to  be  due  to  some  of  the  obscurer  conditiooi, 
pressures  of  aneurysms  or  glands,  etc.,  which  need  care  to  discover.  The  j?-rays  are  valuaUe 
in  detecting  thoracic  aneurj'sms  and  new  growths,  and  they  are  also  of  service  in  demon- 
strating phthisical  and  other  lesions  in  many  cases  ;  skiagraphic  evidence  must  never  be 
relied  upon  by  itself,  however  ;  it  should  always  be  interpreted  in  terms  of  the  other  clinicil 
data  and  physical  signs.  In  an  obscure  case,  however,  2;-ray  screen  observation  should 
not  be  omitted,  as  it  will  now  and  again  be  the  only  means  of  clearing  up  the  diagnosis. 

When  does  the  cough  come  on  ?  A  cough  in  tlie  morning  only  is  suggestive  of  bronchial 
catarrh  with  accumulation  of  secretion  during  sleep.  A  cough  on  getting  into  bed  suggests 
laryngeal  irritability  or  a  long  pendulous  uvula  :  but  one  that  wakes  the  patient  after  be 
has  gone  to  sleep  makes  one  apprehensive  of  phthisis  in  the  absence  of  other  indications 
of  obvious  acute  chest  changes.  A  cough  on  exertion  sugglests  heart  weakness,  and  iif 
determining  the  presence  of  this,  the  finest  discrimination  is  required  in  auscultation,  for 
these  are  typically  the  cases  of  morbus  cordis  without  a  bruit  in  which  frequency  of  rhythm 
and  good  differentiation  of  the  first  and  second  sounds  are  all  important  for  a  diagnosis. 
Shortness  of  breath  will  generally  be  a  marked  symptom  associated  with  the  cough  in  these 
cases  (see  Breath,  Shortness  of,  j).  87). 

Has  tfie  voice  altered  since  the  cough  appeared  ?  Laryngeal  inflammations  or  paralysis 
of  a  vocal  cord  are  suggested  by  an  affirmative  answer,  and  the  larynx  must  be  examined 
carefully,  the  more  carefully  the  more  nearly  the  patient  is  i^proaching  to  the  period  of 
life  when  growths  are  more  common. 

Cough  and  Vomiting, — These  two  complaints  are  not  infrequently  made  together 
by  patients,  and  there  is  a  very  useful  but  often  forgotten  question  to  put,  viz.,  *'  Are  you 
sick  independently  of  the  cough  ?  or  do  you  cough  till  you  are  sick  ?  Yes  to  the  first  sug- 
gests stomach  trouble  ;   yes  to  the  second  suggests  bronchial  trouble  or  whooping-cough. 

Fred.  J.  Smith. 

CRACKLING,  EGG-SHELL.— This  is  a  condition  closely  allied  to  Crepitus  (p.  152); 
if  subcutaneous  empliysema,  arthritis,  and  tenosynovitis  can  be  excluded,  it  is  nearly  alvrays 
a  symptom  either  of  osteosarcoma,  if  it  occurs  in  connection  with  a  long  bone,  or  of  hydro- 
cephalus or  oraniotabes  in  the  case  of  the  occipital  or  other  cranial  bones.  The  x-nys 
may  assist  the  diagnosis  (p.  073)  :  if  there  is  a  tumour  connected  with  the  end  of  a  long 
bone  which  exhibits  egg-shell  crackling  with  or  without  pulsation,  it  is  almost  certainly 
an  osteosarcoma.  Herbert  French. 

CRAMPS  are  involuntary*  tetanic  nmscular  contractions  accompanied  by  sharp  pain 
in  the  voluntary-  muscles  involved.  Temporary'  paralysis  of  movement,  partial  or  com- 
plete, is  often  associated  with  cramp.  Similar  painful  spasms  of  the  involuntary  muscles 
are  referred  to  as  colic.  In  most  instances,  cramps  result  from  over-exertioti  of  the  affected 
nuiscles.  The  cramp  comes  on  at  once,  or  after  a  short  delay,  or  when  the  attempt  is  next 
made  to  use  the  muscles  involved.  The  most  striking  example  of  this  is  sivimmefa  cramp ; 
in  this  the  victim  is  overtaken  suddenly  by  painful  spasm  and  paralysis  of  the  muscles  of 
the  leg  or  legs,  or  of  the  legs  and  arms  ;  he  is  likely  to  drown  unless  help  is  speedily  forth- 
coming. Similar  but  less  extensive  cramps  are  not  rarely  experienced  by  persons  taking 
part  in  the  more  violent  of  outdoor  games — football,  hockey,  lacrosse,  etc. ;  some  par- 
ticularly sudden  or  violent  effort  may  be  followed  by  cramp  in  the  thigh-  or  calf-muscles. 
Similar  cramps  of  the  legs  are  familiar  to  rowing  men  and  ballet-dancers.  Certain  people 
have  a  gre.it  proclivity  to  cramp  during  the  night,  and  it  seems  to  return  with  less  and 
less  provocation  the  more  often  it  is  experienced.     Stokers  and  iron-founders  who  do  heavy 
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bo«]ily  work  in  much  overheated  atmosphere  are  liable  to  heat  cramps,  severely  painful 
spasms  in  the  muscles  of  the  limbs  and  abdomen,  in  attacks  lasting  for  many  hours  and 
followed  by  great  weakness.  The  diagnosis  of  cramps  due  to  over-exertion,  directly 
associated  as  they  are  with  a  definite  history  of  muscular  strain,  should  not  be  diflicult. 
They  rarely  become  so  severe  as  to  prevent  their  victims  from  continuing  to  take  part  in 
the  occupations  that  provoke  their  occurrence. 

It  is  quite  otherwise,  however,  with  patients  who  are  afflicted  with  the  so-called 
professional  cramps  or  occupation  neuroses  that  result  from  chronic  strain  and  over-use 
of  certain  groups  of  muscles.  They  occur  in  such  persons  as  writers,  typists,  telegraph 
operators,  compositors,  painters,  tailors,  seamstresses,  dairymaids  (from  milking  cows), 
pianists,  flute-players,  violinists,  'cellists,  drummers,  blacksmiths,  file-makers,  cigarette- 
rollers,  and  so  forth.  In  all  these  employments,  particular  groups  of  muscles  are  in  constant 
and  special  employment.  If  they  are  overworked  they  may  become  the  seat  of  cramps 
and  aching  pains — professional  cramps — as  soon  as  they  are  used  ;  their  movements  lose 
their  delicacy,  and  become  inco-ordinated  and  spasmodic.  A  fine  tremor  is  very  commonly 
to  be  observed  in  the  affected  limb.  It  is  probable  that  over-use  alone  is  not  enough  to 
set  up  these  cramps.  Anxiety,  ill-health,  local  injury  or  disease,  and  the  inheritance  of 
a  neurotic  temperament,  all  contribute  to  the  establishment  of  professional  cramps.  These 
cramps  have  also  been  recorded  in  other  occupations,  and  as  affecting  other  groups  of 
nuiscles  :  in  treadler's  cramp,  the  hamstring  muscles  and  glutei  are  affected  ;  in  comet 
player's  the  tongue,  in  watchmaker's  the  orbicularis  oculi,  may  be  attacked.  As  a  rule, 
the  diagnosis  of  a  professional  cramp  is  not  hard,  but  it  is  necessniy  to  make  sure  that 
neither  organic  nervous  disorder  nor  local  disease  is  present.  Thus  the  physical  signs, 
though  hardly  the  symptoms,  of  writer's  cramp  may  be  present  in  such  diseases  as  paralysis 
agitans,  disseminated  sclerosis,  tabes,  general  paralysis  ;  brachial  neuralgia  might  simulate 
the  neuralgic  forms  of  occupation  neurosis,  but  it  is  free  from  cramps.  Again,  affections 
of  the  joints  or  of  the  tendons  at  the  wrists,  such  as  chronic  rheumatism,  rheimiatoid 
arthritis,  tenosynovitis,  tuberculous  infection,  may  all  give  rise  to  pain  in,  and  interfere 
with  the  movements  of,  the  hand.  Again,  writer's  cramp  may  be  so  much  feared  by  nervous 
patients  that  their  right  hand  may  become  so  stiff,  or  weak,  or  painful,  that  they  can  no 
longer  write  :  objective  signs  of  the  cramp,  however,  are  lacking  in  such  cases,  which  arc 
cured  by  the  re-establishment  of  the  patient's  self-c(mfidence. 

Cramps  are  the  main  feature  of  tetany,  a  disease  characterized  by  the  occurrence  of 
paroxysmal  or  continued  tetanic  spasms  of  the  extremities,  and  increased  excitability  of 
the  nerves  and  muscles  to  electrical  or  mechanical  stiiiuilati<m.  Tetany  occurs  in  many 
different  conditions,  and  at  any  age.  In  infants  and  young  children  it  is  a  complication 
of  rickets,  improper  feeding,  and  acute  gastro-intcstinal  disorders,  either  with  or  without 
diarrhrra  and  vomiting.  Kpidemics  of  tetany  in  young  adults,  probably  resulting  from 
ft Hxl -poisoning,  have  bwn  described  on  the  Continent,  though  not,  aj)parcntly,  in  (ireat 
Britain.  In  nursing  women,  tetany  may  follow  prolonged  lactation  ;  or  it  may  develop 
during  pregnancy  and  recur  in  successive  pregnancies.  It  nuiy  result  from  the  removal 
of  too  much  or  all  of  the  thyroid  gland  in  either  sex.  Tetany  complicates  a  certain  pro- 
portion of  the  cases  of  gastrectasis,  occurring  whether  the  dilated  stomach  has  been  washed 
out  or  no.  A  few  instances  are  on  record  in  which  tetany  followed  the  acute  specific  fevers, 
enteric  fever,  or  poisoning  by  chloroform,  lead,  or  ergot.  In  fine,  it  may  be  s'lad  that  tetany 
IS  usually  due  to  acute  or  chronic  digestive  troubles,  the  painful  spasms  being  evidence 
of  the  absorption  of  some  toxin  from  the  gastro-intcstinal  tract  in  most  cases.  The  cramps 
of  tetany  are  mainly  in  the  extremities  and  paroxysmal  :  they  may  continue,  however, 
for  hours  or  days,  and  are  ver>'  painful.  During  the  spasms,  the  fingers  are  extended  at 
the  terminal  and  flexed  at  the  metacarpophalangeal  joints  and  pressed  together,  while  the 
thumb  is  adducted  and  flexed  into  the  palm,  so  that  the  so-called  *  accoucheur's  hand  ' 
{Fif^.  1.  p.  3)  is  produced.  The  wrist  and  elbow  are  flexed,  the  arms  being  usually  folded 
over  the  chest  ;  exceptionally  the  elbow  may  be  extended  stillly.  The  toes  are  drawn 
together  and  flexe<l,  the  foot  is  arched  and  turned  inwards,  and  the  ankles  and  knees 
extended.  ITsually  the  limbs  only  are  involved,  but  in  severe  cases  cramps  occur  in  the 
fa<;e,  neck,  and  even  the  trunk,  when  respiration  may  be  embarrassed  seriously.  The  rigid 
muscles  are  very  tender  to  the  touch.  Three  special  signs  are  present  in  the  intervals; 
lH*tween  the  attacks  of  tetany,  and  are  valuable  in  diagnosis  :    these  arc  Trousseau's  sign^ 
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or  reproduction  of  tlic  paroxysm  by  manual  compression  of  the  ner\-es  or  blood-v 
supplyioft  Ihc  affected  parts  ;  Erb's  sign,  or  hyper-cxeit ability  of  the  motor  ncr\'n  ti 
electrical  currents  (0'5  to  2'0  inilliamperex) ;  and  Chvostek's  Mgn,  or  reproduction  of  tk 
spasm  in  the  facial  muscles  by  tapping  either  on  the  muscles  themselves  or  on  the 
ner\-e.  Tetany  nmst  be  diagnosed  from  Maniis.  in  which  the  spasms  begin  in  the 
and  neck,  and  trisnuis  is  an  early  symptom  :  and  from  strychnine  poisoning,  where  tk 
spasms  are  clonic  rather  tlian  tetanic,  and  affect  the  whole  body,  and  not  the  extremitid 
primarily  or  principally.  In  the  earpo-pedat  spasms  of  rickety  children  or  of  infants 
severe  gastro-intestinal  catarrh,  the  cramps  are  similar  to  those  of  tetany,  but  are  tm- 
sient,  and  perhaps  affect  the  liands  only,  or  the  hands  and  anns.  Such  spasms  may  juM^ 
l.e  regarded  as  identical  with  niild  tetany.  Hyslerieal  tetany  occurs,  and  is  to  l>e  c"  ' 
guislied  frun)  true  tetany  by  its  association  with  other  hysterical  stigmata  on  th 
hantl.  and  on  the  other  by  the  absence  of  Trousseau's  and  C'hvostek's  signs,  Hysteriol 
tetany  may  also,  perhaps,  be  distinguished  by  its  failure  to  respond  to  the  exhi' ' 
of  calcium  .salts  ;  the  most  recent  %-iew  of  true  tetany  regards  it  as  the  exprrsin 
of  hyper- excitability  of  the  nerve-cells  due  to  lack  of  calcium  .  salts,  and  eonnedi 
it  with  the  parathyroid  glands  by  supposing  that  they  nmtrol  the  calcium-metabolim 
of  the  body. 

Reference  may  again  be  nia<lc  to  the  fact  that  cramps  arc  prone  to  occur  in  paticali 
debilitated  by  the  arule  Jrvft*  or  enteric  fei-er  :  sc\ere  cramps  in  the  legs  and  arms  m 
often  a  highly  troublesome  feature  of  the  wmvalcsccncc  from  cholera.  In  many  ct 
diseases  nocturnal  cramps  may  give  rise  to  no  little  distress,  or  may  Interfere  seriouslv 
with  sleep :  in  gout,  chronic  Brighfa  dincnse.  urtemia.  alcoliolie  tievritis.  and  almost  *Bf 
chronic  wasting  disorder,  complaint  of  cramp  is  not  infrequent,  but  in  such  instances  moic 
serious  signs  or  syniptonis  of  disease  will  be  e\'idcnt.  A.  J.  Jer-BMr. 

CREPITUS  is  ti  term  generally  used  to  denote  the  grating  or  crackling  sensaticm  asfi 
noise  ]>roduced  when  two  ends  of  a  brok<^  bow 
grate  together.  It  is  Ihc  most  conclusive  sif!ii 
nf  &  fracture  :  but  it  causes  the  patient  so  much 
pain  that  whenever  the  .r-rays  can  be  empktjTd 
atteni]>ts  to  obtain  crepitus  should  not  be  made 
with  any  vigour.  Apart  from  fracture  of  > 
bone,  crepitus  is  also  to  be  felt  and  heard  in 
joints  affected  by  dendritic  synovitis,  or  still 
more  so  in  cases  of  oKleo-arl/iritix :  the  temi 
~  silken  crepitus  '  has  been  used  for  the  sensa- 
tion felt  on  moving  such  a  joint,  comparaUr 
to  the  rubbing  together  between  the  fingers  o[ 
two  pieces  of  stout  silken  ribbon.  Tmosyrmivilii. 
especially  aroimd  the  Hexur  tendons  at  Ihr 
wrist,  may  also  produce  a  very  marked  feelinc 
of  crepitus.  es]>ecially  In  cases  where  the  tendnn 
shciiths  contain  melon-seed  bodies. 

\Vhcn  there  Is  an  enlargement  of  n  bone 

without    fracture,    and    when    on   palpation  a 

fecli:ig    of  crepitus    or   egg-shell    crackling  is 

obtainc<l,  it  is  nn  Indication  that  the  tumour  b 

a  deposit  of  sccomiarj-  carcinoma  or  a  priniar>* 

rarefying  osteosarcoma,  which  may   sometime 

be  felt  to  pulsate  also.    The  diagnosis  may  tx 

Fv- "i-    r^ki^wnim  oi  a  unmiii  in  (In-  iiumenif  iii  ii       assisted  by  the  Use  of  the  jT-rays  ( Fit-  62). 

■Buie.'mjl-- IS.  «iin»ii»»ntiN  .u-nciw  ofirtiiiciry  kij-  Hnrefaction  of  the  t>ones  of  thc  skiill.  either 

™'iVi>irtl  ol''iri'iiSI?''>i^^i"'^"*r'iiw  «s  the  result  of  syphilitic  lesions  in  adults,  orol 

'''''''"""'■'■ '■■™^t;^™ft;I'7rr'rCr«;«'H!;;««^)      hyiirocephahis  or  craniotabes.  especially  in  Ihr 

occipital   region    of  congenital    syphilitic   and 

rickety  infants,  may  make  the  skull  bones  si>  thin  tluit  they  readily  bend  on  pressure,  and 

sometimes  the  result  is  a  sensation  of  crei>itus.     Thc  diagnosis  is  generally  obvious. 
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Quite  apart  from  bony,  arthritic,  or  synovial  changes,  a  characteristic  feeling  of 
crepitus  may  be  felt  beneath  the  skin  when  gas  or  air  has  accumulated  in  the  subcutaneous 
tissues  as  the  result  of  surgical  Emphysema  (p.  203).  Herbert  Fretich. 

CRUSTS  ON  THE  SKIN.— <See  Scabs,  p.  599.) 

CUD-CHEWING.— (See  Merycism,  p.  388.) 

CURSCH1IANN*S  SMRALS  consist  of  a  highly  refractile  central  fibre,  and  a 
iinuous  wavv  sheath  of  mucus.  Thev  may  be  half  an  inch  in  length,  but  thev  are  verv 
slender.  They  occur  in  the  sputum  of  patients  suffering  from  true  spasmodic  asthma, 
tod  they  may  be  associated  with  eosinophile  corpuscles  and  Charcot -Ley  den  cr^'stals. 
They  are  pretty  objects,  best  seen  in  fresh  sputum,  but  their  diagnostic  significance  is  very 
limited,  first  because  thev  are  so  often  absent  in  cases  of  undoubted  asthma,  and  secondly 
because  they  have  been  found  in  bronchiolitis  without  asthma.  They  seem  to  be  casts 
of  the  finest  bronchioles.  It  is  probable  that,  if  there  were  doubt  as  to  whether  a  given 
cftNe  were  one  of  primary  emphysema  and  bronchitis,  or  of  spasmodic  asthma  that  had 
led  to  emphysema  and  bronchitis,  the  occurrence  of  typical  Curschmann^  spirals  would 
point  to  the  latter.  There  are,  however,  other  means  of  arriving  at  the  same  conclusion, 
particularly  the  hLstorj',  the  age  at  which  the  first  attack  began,  and  the  presence  or 
absence  of  Eosinophil! a  (p.  219).  Herbert  Freneh. 

CURVATURE,  SPINAL.— In  the  diagnosis,  the  first  thing  is  to  distinguish  between 
lateral  and  antero-posterior  deformities  ;  but  in  a  good  many  cases  scoliosis  or  lateral 
cur\*ature  is  complicated  by  antero-posterior  deformity,  kyphosis,  or  lordosis  as  well,  and 
in  a  few  instances  of  angular  kyphosis  due  to  caries  there  is  some  lateral  deviation,  which 
is  generally  much  more  abrupt  than  is  the  curve  of  scoliosis.  A  good  way  of  demonstrating 
lateral  curvature  is  to  pencil  the  skin  over  the  spinal  processes. 

LATERAL   CURVATURE. 

The  following  are  the  most  important  causes  of  lateral  curvature  :  - 

lncr(|iiality  in  the  lengths  of  the  lower  limhs  '   Paralysis  of  the  muscles  of  the  back,  as  in  iiifan- 
Weakness  of  the  muscles  of  the  back  associated  tile  paralysis,  peripheral  neuritis,  es|)ecially 

with  bad  habits  of  standing  or  sitting  that  following  diphtheria,  and  some  of  the 

t'arr\-injf  heavy  weights  with  one  arm  or  on  one  muscular  dystrophics 

shoulder  ,  Shrivelling  of  one  side  of  the  chest  as  the  result 
Hiekets  of  empyema  or  fibroid  lung 

\Vr\-neek.  or  other  causes  of  asymmetrj*  of  the  '  Hysteria. 

head    and    shoulders,  such    as    SprengePs  I 

shoulder  I 

Inequality  of  the  lengths  of  the  lower  limbs  is  one  of  the  commonest  causes  of  latenil 
cur\'ature  :  therefore  it  is  very  important  to  find  out  at  once  if  the  legs  are  ecpial.  The 
most  reliable  and  easy  method  of  determining  this  is  to  get  the  patient  to  stand  up  witli 
both  knees  straight  and  without  resting  a  hand  upon  anything.  The  observer  then  stoo[)s 
in  front  of  the  patient  and  places  his  thumbs,  with  their  extremities  upwards,  exactly 
upon  the  prominence  of  each  anterior  superior  spine.  The  eye  can  then  detect  even  a 
slight  difference  in  the  level  of  the  two  spines.  This  method  is  far  more  reliable  than 
measurement  from  the  anterior  superior  spines  to  the  malleoli.  Moreover,  the  latter 
method  does  not  show  shortening  due  to  flexion  and  adduction  of  the  hip-joint.  Further. 
the  foot  may  be  fixed  in  a  position  of  talipes  equinus,  which  may  make  a  short  limb 
apparently  longer  than  its  fellow,  so  that  the  anterior  spine  on  the  corresponding  side 
may  be  elevated.  When  the  anterior  spines  are  on  a  different  level,  the  trunk  leans 
towards  the  lower  spine,  but  in  order  to  maintain  the  erect  position  the  upper  part  of 
the  body  becomes  flexed  to  the  opposite  side.  Thus,  the  spine  in  the  lumbar  region 
develops  a  curve  with  its  convexity  to  the  side  of  the  short  limb.  Lateral  curvature  tlue 
to  a  shortened  limb,  in  its  early  stages,  is  corrected  at  (mce  by  compensating  the  shortened 
limb,  and  it  also  disappears  when  the  patient  sits  on  a  flat  level  surface.  In  the  absence 
of  inequality  of  the  limbs,  muscular  iveakness  is  l)y  far  the  most  conunon  cause  of 
lateral  curvature.    The   spine  does  not  become  straight  when  the  patient  sits  on  a  flat 
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level  nurtace  ;  but  in  the  early  stages  ot  the  deformity  the  shape  can 
what  by  muscular  elfort. 

Agymmetry  of  the  cheat  Tollowing  upon  empyema  or  fibroid  lung 
The  shrivelled  side  is  generally  less  resonant  on  percussion,  and  there 
pulmonary  disease. 

Scoliosis  secondary  to  wry-neck  is  usually  slight,  and  limited  to  the 
regions.  In  growing  youths  the  carrying  of  heavy  weighlt  yKith  one  armoi 
is  a  common  and  important  cause  of  scoliosis,  and  it  is  therefore  neces: 
question  of  occupation  and  habits.  For  instance,  nursery -maids  and 
very  apt  to  develop  lateral  curvature  as  the  result  of  carrying  burdens  u 

The  lateral  curvature  due  to  rickets  is  recognized  by  the  unusually 
the  first  or  second  year,  and  the  signs  of  rickets  in  other  parts,  es| 
of  the  lower  end  of  the  radius.  The  direction  of  the  primary  cur\-e  is  bc 
by  the  pressure  of  the  arm  of  the  nurse  who  carries  the  baby  too  exdu 
Actual  paralysis  of  the  spinal  muscles  is  a  rare  cause  of  scoliosis,  and  i 
by  the  wasting  of  the  spinal  muscles,  especially  when  this  is  more  m 
The  sinking  of  the  muscles  due  to  rotation  of  the  spine  must  not  be  mi: 
There  is  usually  paralysis  of  other  muscles,  especially  those  of  the  leg. 
seen  in  the  various  priniarj'  muscular  atrophies  (p.  513).  and  in  Frie 
ataxy  (p.  512). 

Peripheral  neuritis  as  a  cause  is  nearly  always  due  to  diphtheria  oi 
historj-  may  indicate  this,  or  there  may  have  been  other  posl-diph 
notably  that  of  the  soft  palate,  with  nasal  voice  and  regurgitation  of  fluii 
Cultivations  should  bc  taken  from  the  throat,  and  the  Klebg-L5fl 
XXI' I II.  Pig.L.  p.G14)  may  bc  found  if  sought  early  enough.  Oecasioi 
muscles  may  also  be  jiaralyzed   in  these  ca.ses,  and  this  is  a  contribi 

ANTCRO-POSTERIOB  CUBVATUBES. 

Ttiese  niay  take  the  form  of  (1)  Kyphosis,  (2)  Lordosis. 

1.  Kyphosis  or  'hump-back,'  means  a  bending  forwards  of  the 
back  on  to  the  lower.  The  curve  may  be  {a)  Angular,  and  limited  to 
the  back  ;    or  it  may  be  (b)  Diffuse,  or  even  general,  extendmg  from 

{a).  Angular  Kyphosis. — The  causes  of  angular  kyphosis  are: — (i) 
of  the  vertebra" :   (ii)  Growth  of  the  spine  ;   (iii)  Hydatid  disease  of  til 

(i).  Caries  is  by  far  the  commonest  cause,  and  it  is  very  importai 
disease  Iteforc  the  deformity  becomes  well  marked.     Unfortunately, 
for  a  long  tinic  as  stomach-ache  or  intercostal  neuralgia,  because  the 
the  abdomen  and  the  intercostal  regions.     During  its  active  stages  it  i 
it  from  its  classical  synipt<inis  and  signs.     The  patient  avoids  all  jerky 
with  a  stooping  gait,  and  grasps  with  the  hands  any  convenient  article 
spine  is  tender  on  percussion,  also  on  pressure  upon  the  head  or  shouldi 
of  the  back  is  noticed  when  the  |>atient  attempts  to  stoop.      In  later  cases,  paralysH  of 
tile  legs  may  complicate  the  deformity.     In  the  quiescent  stages,  the  diaf^osis  n  based 
on  the  characteristic  local  deformity  and   rigidity.     Skiagrams,   especially    those  taken 
from  si<le  to  side,  may  alTonI  material  help  by  sjiowing  evidence  of  destruction  of  the  bodies 
of  the  vertebrae  (Fig.  19.'>.  p.  4fiO).     In  sonic  cases,  lateral  curvature  may  complicate  or 
follow  caries,  and  then  the  diagnosis  is  not  easy.     The  disea.se  may  have  affected  the 
bodies  of  the  vertebra;  unevenly,  leading  to  some  lateral  deviation,  which  is  usually  rathff 
abrupt  and  associated  with  the  kical  rigidity  characteristic  of  caries. 

(ii).  (ironrth  of  the  spine  is  a  rare  cause  of  angular  curvature.  Itapidly  developed 
curvature  in  a  patient  after  niiddle  age  may  be  due  to  secondary-  carcinoma  in  the  bodies 
of  the  vertebra-,  and  bearing  this  jtossible  cause  in  mind,  the  surgeon  should  go  carefully 
into  the  history,  and  examine  every  ]>ossiblc  source  of  primary  carcinoma,  particularly 
the  breast.  Primary*  or  secondar%-  sarc<mia  may  also  lea<l  to  deformity  of  the  spitie,  and 
in  some  cases  an  ^--ray  examination  nuiy  give  evidence  of  the  development  of  new  bone 
in  the  gn>wth.  or  of  the  absorption  of  the  vertebnp. 
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(iii).  Hydatid  dUtase  is  a  very  rate  cause  of  spinal  oiirvature,  and  it  is  usually  not 
timited  to  the  spine. 

{b).  Diffuxe  Kyphosis. — Tlie  back  may  be  bent  forwards  in  a  unirorni  (■tir\'e  extending 
from  the  coccyx  to  the  cranium.  This  variety  is  common  in  rickets,  owin);  to  the  premature 
assumption  of  the  sitting  position  when  the  bones  are  soft  and  the  muscles  of  tlie  buck  are 
weak.  When  the  patient  is  lying  prone,  the  deformity  can  easily  be  corrected  by  raising 
the  legs.  Moreover,  there  arc  other  signs  of  rickets,  such  as  enlargement  of  the  lower  end 
of  the  radius,  beading  of  the  ribs,  and  delay  in  the  eruption  of  teeth.  A  similar  deformity 
arises  from  muacular  weakness  due  to  other  causes,  such  as  idiocy  and  congenital  spastic 
paraplegia.  In  all  of  these  there  is  an  entire  absence  of  rigidity  of  the  spine.  An  extensive 
and  uniform  curve,  affecting  the  cervico -dorsal  region,  is  common  during  adolesrence,  and 
is  due  to  miiscidar  weakness,  la/.y  habits,  and  the  cnrrying  of  heavy  weights.     In  its  early 


stages  the  deformity  is  easily  reducible,  and  as  u  ruU-  is  I'ompensAlcd  by  ii  niurkcil  lunliisis 
in  the  lumbar  region,  and  s<»nc  tilting  backwards  of  the  occiput.  It  is  Dtleii  associiited 
with  lateral  curvature,  and  in  some  cases  may  Iw  j>iirtly  due  to  shortness  i>r  sight.  The 
<iindilion  is  distinguished  from  caries  by  ttie  diffuscness  of  the  eiirvHtiire.  tlic  aliscn<-c  of 
pain  and  local  tenderness,  and  ttie  corni>arntive  sujipleiicss  of  tlu'  back. 

Kyphosis  due  to  spottdj/lilis  deformans  or  to  osteHis  dr/ormiins  (Figs,  nil  ami  (14)  is  of 
a  more  uniform  character  without  complicating  lor<losi-i.  and  the  dcformily  is  irri-iiucible. 
Tliere  is  generally  evidence  of  the  diseas<?  in  other  parts,  such  as  ostco-iirthrilis.  or  the 
))cnding  (if  the  legs,  and  increase  of  the  size  of  the  head.  wlil<'l)  arc  diii'  to  ostcil  is  deformans. 
I'ortcrs  carrying  heavj'  weights  on  the  upi>cr  part  fif  the  Imck  pri'iiintiiri'ly  develop  the 
kyphosis  which  is  usually  associated  with  old  age.  They  frctpicntly  havi'  a  bursa  over 
the  seventh  dorsal  spinous  process  {Fig.  (I.?). 
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that  due  to  pulmonary  stenosi§  is  purely  systolic,  with  its  maximum  intensity  in  tht  second 
left  intercostal  space  close  to  the  stemimi :    that  due  to  patent  septum  vcntriculorum  is 
also  systolic,  but  has  its  maximum  intensity  lower  down  the  sternum.  UNUally  between 
the  two  third  spaces  or  fourth  ribs;    whilst  the  bruit  of  patent  ductus  art<.'nosus  is  not 
purely  systolic,  but  continues  through  both  systole  and  dia<itolc,  with   its    maximum 
intensity  at  the  time  of  the  second  sound,  and  it  is  best  heard  in  the  third  left  intercostal 
HjMice.  about  half  an  inch  out  from  the  sternum  ;  all  these  bruits  may  or  may  not  l>e  ncconi- 
panied  by  a  corresponding  thrill,  the  latter  ({enerally 
beinff  least  marked  with  patent  septum  ventriculwrum. 
Kxtreme    CLfBBiNG    of    tue    Fingers    and    of   the 
toes  accompanies  the  cyanosis  in  most  cases  (Fig.  4fl. 
p.  111).     In  addition   to  these   three  types  of   con- 
f^enilal  heart  disease,  there  are  other  cases  in  which 
extreme  r>-anoRis,  with   or  without  clubbing  of  the 
fingers,  occurs  without  any  deltnite  bruits,  and    the 
<liagnosis  of  the  nature  of  the   lesion   can   only   be 
guessed  at.    There  may  or  may  not  be  transposition 
(if  the  great  vessels  or  of  the  viscera  at  the  same  time. 
Sumetimes  there  is  a  single  large  vessel,  the  pulmonary 
artery  coming  oR  from  the  aorta  ;   or  there  may  be 
only  one  ventricle,  or  a  single  auricle.     It  is  almost 
impossible    to    decide    between    the    various   (wssible 
lesions,  unless  there  is  one  of  the  definite  bruits  just 
described.     .Anomalous  cases  seldom  sur\'ive,  but  sonic 
eases   of  pulnionarj-   stenosis   or   patent   septum    ven- 
triculorum  reach  adult  life,  and  patent  ductus  arteri- 
osus often  gives  little  inconvenience  to  (he  patient  at 
all.     It  is  to  be  remembered  that  patent  foramen  ovale  >       ht    m  ri 

is  quite  undiagnosable,  that  it  causes  no  symptoms,       piiinienur)'  ■■imiiB'ir  v.\u,  evin^me  i-yuuooit. 
and  H  present  in  a  large  percentage  of  normal  [people. 

Cyanosis  developing  in  children  or  adults  who  have  hitlierto  been  healthy,  is  generally 
dMe  eitber  to  larj-ngeal  or  tracheal  obstruction,  to  lung  lesions,  cardiac  failure,  obstruction 
to  the  superior  vena  ca\-a,  or  to  some  alteration  of  the  bl<MMi  itself,  such  as  is  found  in 
sfrienomegalic  polycj'thffimia,  metha-moglobinR-niia.  sulph-lnririoglobintemia,  or  the  later 
stages  of  diseases  associated  with  extreme  loss  of  fluid  from  the  tissues,  especially  cholera 
maligna.  The  differential  diagnosis  is  usually  easy  up  to  a  certain  point  :  not  a  little. 
cyanosis  may  result  from  taking  certain  drugs  either  in  large  quantities  at  a  time,  or  in 
leas  quantities  continually — veronal,  trional,  sulphonal,  and  acetanilidc  in  particular. 
TT»e  urine  in  these  cases  often  reduces  Fehling's  solution,  and  may  contain  methu-moglobiii. 
fccognisable  by  the  spectroscope.  The  diagnosis  depends  on  a  knowledge  of  the  drug  that 
is  being  taken.  Cases  of  panerealilia  often  exhibit  a  peeulisr  cyanotic  hue.  The  fact  of 
larffitgtal  olutruelion  is  generally  obvious  from  the  stridor,  and  frou)  the  way  in  which  the 
laijmx  moves  forcibly  up  and  down  with  resjiiratinn.  The  cause  of  the  obstruction  may 
be  less  easy  to  determine.  In  a  child,  a  digital  examination  of  the  back  of  the  mouth 
should  not  be  omitted,  lest  there  be  a  pitsl-pbartjngeal  abscess  or  a  foreign  body  :  in  the 
abaence  of  this,  the  most  probable  eatisc  is  diphthfria ;  though  it  may  be  dillicult  to  dia- 
gnose forthwith  between  laryngitis  icith  intermiUrnt  spaum,  laryngismus  Htridiiliis,  nnitv 
9b*tnietive  laryngitis,  And  diphtheria.  Swab bings  should  be  taken  front  the  throat  as  far  bock 
as  possible,  and  examined  bacteriologically.  The  barilbisof  diphthtTia  {Plate  XXl'III,  Fig. 
L.  p.  614)  may  be  found  on  direct  examination  of  films  stained  by  Neisser's  method  ;  but 
scHnetimes  they  cannot  be  found  until  cultivations  have  been  made,  and  this  takes  upwanis 
of  twenty-four  hours.  If  there  has  been  no  obvious  cause  for  catarrhal  laryngitis,  such 
HH  the  inhalation  of  irritant  gases  or  a  recent  attack  of  acute  brtmehitis  affecting  the  large 
tulies.  it  is  l>etter  to  assume  that  the  ctmdition  is  diphtheria  until  it  is  proved  not  to  be  si>. 
The  occurrence  of  other  cases  in  the  same  house,  or  in  the  neigh bourhoo<l.  may  assist  the 
iliagnosis.  Another  condition  which  may  simulate  diphtheria  from  the  extreme  dysjina'a 
and  cyanosis  that  result  is  the  inhalation  of  a  foreign  body,  such  as  a  button,  sniall  shell, 
piece  of  food,  a  tooth,  and  so  on  ;  or  obstruction  to  the  trachea  by  a  bulging  easeous 
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sumctimes  caused  similar  symptoms,  due  to  acute  cedenia  of  the  larynx,  and  potataium 
iodide  may  do  tlie  same  in  those  wlio  arc  particularly  prone  to  iodism.  Knee-jerks  should 
l>r  tested,  and  the  pupils  examined,  lest  acute  attacks  of  dyspnoea  with  cyanosis  simulating 
liini'n^al  obstruction  are  due  to  the  laryngeal  crises  of  Inbex  dcTsalia. 

(Iratclha  of  the  lung,  particularly  if  they  give  rise  to  pleuritic  eHusion  or  to  obstruction 
<if  a  bronchus,  may  cause  progressive  cjanosis  ;   the  diagnosis  is  not  as  a  rule  easy  in  the 
earlier  stages,  but  if  there  is  evidence  of  progressive  interference  with  the  structures  within 
the  thorax,  with  ultimate  stenosis  of  the  superior  vena  cava,  and  the  results  of  this,  namely. 
irHema  of  the  face  and  amis,  together  with  c>-anosis  of  these  parts  out  of  proportion  to 
uny  siniilar  change  in  the  legs,  the  diagnosis  lies  between  growth,  aneurysm,  and  mediastinal 
fibrosis.    The  or-rays  will  sometimes  be  of  material  assistance  in  deciding.     A  rare  but 
very  alarming  complication  of  thoracic  aneurysm  is  for  the  latter  to  open  suddenly  intn 
tilt'  siiperior  vena  cava  ;    the  result  is  acute  dyspnira.  extreme  cj-anosis  of  the  face  and 
hands,  and  bloated -looking  swelling 
of  the  head.  face.  neck,  arms,  and 
up|H-r  i>art  of  the  chest  and  back 
(Fisi.liO).  The  diagnosis  is  suggested 
at  once  by  the  suddenness  of  the 
■mset     of    the    graver    symptoms  ; 
though  these  have  also  been  pro- 
duced in  rare  eases  by  such  lesions 
iks  sudden  tuemorrhage  into  the  media- 
Htiniim  or  Ihitmun  gland,  or  similar 
hiemarrhage    into    an     inltalhoracic 
Mirtoma  or  otl-.er  new  growth. 

Phthisis,  in  the  later  stages, 
particularly  when  it  advances 
rapidly  and  leads  to  generalized 
caseous  bronchopneumonia,  causes 
extreme  cyanosis  in  some  instances. 
Tlie  diagnosis  will  genemlly  have 
iH-en  made  long  previously,  ffom 
the  symptoms,  such  as  hs-moptysis. 
ciiugh.  and  wasting  :  front  the  nb- 
ui>rnial  physical  signs  which  stftrlcd 
:ti  the  apices  of  the  lungs  and  were 
lir<>j,Tessive :  and  from  the  disco\ery 
iif  tubercle  bacilli  and  elastic  lilires 
ill  the  sputum,  though  there  are 
many  cases  of  miner's  phthisis  {Fig. 
'(>).  or  pneumonoconiosis,  in  which 
the  lung  trouble  may  be  extensive, 

yet     tutercle      bacilli     cannot      l;e  f,g_ ;(,,    ,.ki-,LT.iiii  of  ,i  1:1*  t>r  i,iiii..r,  |iiiiiiL~i^  in  ;.  nun  nt»-  .v.. 

found  ;  there  is  doubt  as  to  whether  "''J' '""'  '"'^"  '\u"^ri!','. ''"'  ''i''-'",',!;"''' "''".'~-  ''""''; ."""™' '"'"".' 
this  condition  is  always  tulx-rculous  »  iti>i>'ui  usiinuini.*  «itii  Hriutmu  i<ui  oitinKii  •inntuiiU'  iiiii^nu.' 
iind  not  sonietimcB  syphilitic.  ""    '■      *        "  ™  '""".^,^1,' l,'^  "i"'r!"rft"'MfiiH /m/ubi/.i 

Pneumothorax,  when   it  conies 
itii  suddenly  in  a  patient  who  has  hud  no  synijitoms  hitherto,  leiuls  to  acute  dyspnira 
ami  cv'Hnosis.  which  presently  pass  off;    the  jihysical  signs  are  pulhognoiiioiiic.  iind  the 
cause  is  generally  tubercle. 

Embolism  of  the  lung,  if  the  artery  occluded  is  of  large  sixe,  may  cause  sudden  death, 
so  that  the  patient  hardly  has  time  to  became  cyanosed  :  when  the  cinholus  blocks  a 
smaller  vessel,  lividity,  dyspntra,  intrathoracic  pain,  and  hicmoptysis  are  the  mo:>t  promi- 
nent symptoms  ;  the  diagnosis  is  suggested  by  the  suddenness  of  the  onset  in  a  case  jti 
which  there  is  a  cause  for  embolism,  jtarlicularly  thrombosis  of  a  \'cin  such  us  the  femoral 
or  iliac,  or  a  recent  surgical  operation  in  the  neiglilHiurhood  of  a  large  vein  Mich  a^  Iticisc 
in  the  abdomen,  or  otitis  media  with  lateral  sinus  thromlHisis.  or  a  cardiac  ksion  such  us 
infective  endocarditis  of  the  right  side  of  the  heart.     There  may  be  110  abnornml  physicul 
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a  the  resultant  infarct  may  lie  detected  by  tlie  impairment  o 
note,  the  dellcient  vesleular  niurmur.  and  the  development  of  a  rub  over  it. 

In  childhood,  the  commonest  lunf^  affection  to  produce  extreme  cvanosis 
pneumonia  ;  the  diafcnoKJH  la  generally  obvious,  though  it  is  not  always  easy  ti 
whether,  in  a  case  in  which  there  is  some  evidence  of  larynftitis  at  the  sami 
C}-anosis  is  due  mainly  to  the  laringeal  obstniction  or  to  the  intiapulmon 
Each  may  eause  extreme  sucking  in  of  the  intercostal  spaces  and  convulsive 
of  the  chest  as  a  whole  ;  but  the  best  measure  of  the  degree  of  laiynKeal  ob 
the  violence  of  the  up-and-<lown  movements  of  the  larynx  itself.  There  may 
he  empyema  associated  with  Iironchopneumonia  :  but  the  degree  of  cyanosis  w 
to  distinguish  between  these  two  ;  needling  of  the  chest  will  be  resorted  to  wl 
ground  for  supposing  that  empyema  may  be  present.  Severe  bronehitU  and 
in  middle  age  often  lead  to  marked  cyanosis  and  orthopnces,  owing  no  doubt  to 
of  the  right  side  of  the  heart  to  which  the  lung  trouble  gives  rise.  The  ove 
condition  of  the  chest,  its  small  difference  between  maximun)  inspiratory  and 
expiratory'  girths,  the  deficiency  of  the  vesicular  murmur,  the  rhonchi  all   o 


Fill.  ;i.  -TcnnliiiitiDn  d(  u  iiuw  of  Ivlur  iiiii^uniiniin  li.r  \ftir  lDlkntt.1  iif  rniiij-rrDii. 

perhaps  non-eonsonating  rales  at  the  bases,  would  indicate  the  diagnosis,  | 
if  the  patient  has  inelasticity  of  the  skin  of  the  back  of  the  hands,  and  has  su: 
similar  attacks  for  wmie  years  past.  eN)>eeialIy  in  the  winter.     The  chief  diffiei 
to  determine  whether  the  cause  of  the  cyanosis  is  pulnu>nary  or  cardiac  (sec  belo 
pneumonia  as  a  cause  of  acute  cyanosis  is  diagnosed  chiefly  by  a  history'  of  su( 
Ihc  continuanct;  of  pyrexia  for  a  week  or  ten  days  and  ending  by  crisis  {F^.  'i'%^  |>.  if..;. 
the  rapid  resjti  rat  ion- rate  in  pniportion  to  the  temperature,  the  viscid  rusty  sputum,  ind 
herpes  labialis.     Occasionally  the  pyrexia  terminates  by  lysis  or  in  some  other  atypinl 
way  {Fig.  71  f.  instead  of  by  crisis  ;  or  it  may   rise  again  ofter  the  crisis,   particular!)' 
when  empyema  follows  {Fig.  71).      Sometimes  the  diagnosis  is   made  when  no  abnor- 
mal physical  signs  can  1h'  <leteeted  ;  but  if  over  a  large  portion  of  a  lobe  there  is  at  Ihr 
sanic  time  inipairment  of  note,  with  bronchial  breathing,  bronchophony,  pectoriloquy, 
without  rales  at  the  height  of  the  malady,  but  with  fine  crepitations  at  the  b^inning  nt 
the  attack,  and  with  rcdux  crepitations  us  the  bronchial  breathing  disappears  after  the 
crisis,  the  diagnosis  will  be  obvious,  especially  if  during  the  fever  there  is  a  great  deficiency 
«>r  complete  absence  of  chlorides  from  the  urine. 

Aalhma  is  sometimes  ^'cry  difTicuIt  t<i  distinguish  from  bronchitis  and  emphysemk 
because  it  ultimately  gives  rise  to  both  the  latter  (p.  5:i3).  It  may  produce  extreme  cyttnosti 
during  an  attack. 
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Cardiac  causes  Tor  extreme  cyanosis  include  any  ot  tlic  conditions  which  lead  to  chronic 
failure  of  the  right  tide  of  the  heart.  These  may  be  classed  into  one  or  other  of  four  main 
groups,  namely  :  primary  valvular  disease  of  the  heart ;  arTection  of  the  muscle  of  the  heart 
or  pericardium  :  failure  of  the  heart  as  the  result  of  chronic  lung  lesions,  especially  cmphy- 
Nema,  bronchitis,  fibroid  lung  and  brunch icctaxis  ;  and  cardiac  failure  when  the  heart  is 
unable  to  maintain  the  hi^h  blood-pressure  due  to  granular  kidney  or  arteriosclerosis. 
When  a  late  stage  in  the  failure  ot  compensation  has  been  reached,  it  is  often  dilTicult  to 
determine  whether  the  primary  condition  is  kidney,  heart,  lungs,  or  arteries  ;  the  differential 
diagnosis  between  these  is  considered  on  page  14. 

Cyanosis  due  to  splenomegalic  polycythtemia  {Plate  XXIX.  p.  684)  is  slowly  pn>;;rcssivc, 
and  the  diaf^osis  is  arrived  at  by  finding  in  the  patient  a  big  spleen  with  Poi.vcvtii^mia 
(p.  532),  and  no  other  very  definite  lesion. 

Cyanosis  due  to  insptssation  of  the  blood  as  the  result  of  loss  of  fluid  from  the  tissues 
in  fevers,  such  as  cholera,  dysentery,  yellow  fever  or  typhus,  is  a  late  symptom  in  a 
disease  that  will  generally  have  been  diagnosed  upon  other  grounds. 

Methcemt^lobinamia  and  sulph-bamoglobit>temia  are  diseases  which  have  been  groii[)ed 
together  under  the  term  enterogenous  cyanosis.     Both  arc  exceedingly  rare.     The  tint  of 
the  skin  by  itself  suggests  the  diagnosis,  being  altogether  different  from  that  of  ordinary 
cyanosis,  and  yet  not  to  be  mistaken  for  pigmentary  affections  such  as  Addison's  disease, 
argyria,  ochronosis,  or  luemochromatosis.     There  is  no  polycythecmia.     The  diagnosis  is 
established  by  spectroscopic  examination  of  the  patient's  blood,  a  suitably  diluted  s)>ecinien 
exhibiting  a  well-defined  absorption  band  in  the  red  (Fig.  H5,  p.   80)  in  addition  to  the 
two  l>ands  of  oxyhEenioglobin  between  the  D  and  K  lines  (Fig.  30,  p.  8<)) ;  the  distinction 
between    sulph  -  htemoglobin    and 
methKmoglobin  is  not  easy  except 
in  the  hands  of  experts  in   blood 
chemistry  and  spectroscopy.    Some 
lAses   arise    without    any   obvious 
external  cause,  and  are  to  be  dis- 
tinguished   from    those    in    which 
the     blood -changes     arc     directly 
attributable  to  the  effect  of  taking 
chlorate  of  potash,  aniline  deriva- 
tives, and  possibly  other  drugs. 

Herbert  Frriicli. 

CVSTINUBIA  is  the  term  used 
to  denote  the  presence  of  cvstin 
(C,,II.,NSO.^)^  in  the  urine.  The 
latter  is  usually  pale,  turbid,  and 
oily  in  appearan<«  when  passe<l. 
slightly  acid  in  reaction,  with  an 
aronialic  odour  resembling  sweet- 
briar  ;  after  standing,  alkaline  dc- 
c(>m|K>sitiim  leads  to  the  formation 
of   sulphuretted   hydrogen    and    a 

change    in    colour  from  yellow   to        ^.^    -■■_,.,         ^  ,         i.     i     ii'ii  -mr,        i.- 

green.    The  cvstin   forms  a  light-  iiii,T.i*>.^--":  iDiiiiri-—  ii»i  i,pia'.''.i.iii  ]ii,".-. 

yellowish  deposit,  which  consists  of 

cok>urlcss  microscopic  hexagonal  plates  (Fig.T2).  The  condition  is  hcrcditxiv.  unci  iiii-ri'ly 
indicates  a  i>eculiarity  of  metabolism.  The  cn.sluls  have  occiisiiiimlly  ^ivcn  rise  lo  ciihnli, 
which  are  of  a  light  fiiwn  colour  when  first  juissed  or  removed,  chiinpiri;,'  l<>  irreiii  when  tlicy 
are  exposed  to  the  air.  Cystin  is  not  dissolved  on  hculiiif;  the  urine  ()r  liy  adding  iicclic 
acid,  but  it  is  by  mineral  acids  and  by  nnmioniu  :  frcmi  the  latter  it  ciin  lie  rcciivered  by 
evaporation  :  a  chemical  test  that  has  been  rccomineniiecl  is  tn  IhijI  sdiiic  urine  with 
acetate  of  lead  and  caustic  potash  ;  if  cvstin  be  present,  a  dark  pri'ci|)itiit('  shouI<l  form. 
MS  the  result  of  the  formation  of  lead  sulphide.  The  l>cst  evidence  of  the  conilition.  how- 
ever, is  the  discovery  of  the  typical  crystals  in  the  iirine  inieniiicopically.         Ilrrtirrl  Freiirh. 

a  .  .  .  ^^ 
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DEAD  FINGERS. — Most  individuals  are  familiar  with  dead  fingers  arising  in  perfectlr 
normal  persons  who  have  spent  more  than  the  usual  length  of  time  in  a  swimming  bath  or 
in  the  sea  ;  sometimes  all  the  fingers  of  both  hands  will  go  absolutely  white  under  time 
circumstances  ;  even  the  whole  hand  may  go  dead-white,  but  more  often  it  is  the  flngm 
only.     The  toes  may  be  affected  in  a  similar  way. 

Very  similar  deadness  of  the  fingers  results  from  exposure  to  cold  on  land,  though  the 
amount  of  cold  required  on  shore  is  much  greater  than  that  which  produces  dead  fingn 
in  the  water.  The  degree  of  cold  required  to  produce  this  deadness  of  the  fingers  is  much 
greater  in  the  case  of  some  individuals  than  in  that  of  others,  and  the  more  inured  the 
individual  is,  as  the  result  perhaps  of  his  occupation  or  other  circumstances,  the  less  easflr 
do  his  fingers  go  dead  with  cold.  This  being  so,  it  becomes  a  difficult  point  to  decide  jut 
where  deadness  of  the  fingers  ceases  to  be  a  physiological  phenomenon  and  begins  to  be 
evidence  of  a  pathological  change.  At  the  other  end  of  the  chain  one  has  JRaynaud'adiaeaK, 
which  is  one  of  the  most  characteristic  of  maladies,  the  patient's  fingers  going  dead  on  the 
least  exposure  to  cold,  and  sometimes  often  in  quite  warm  weather.  This  phase  of  locil 
syncope  often  passes  on  quickly  to  one  of  local  asphyxia,  in  which  the  fingers  and  generally 
also  the  toes,  from  being  white,  go  more  or  less  purple  or  even  quite  black  {Fig.  125,  p.  258) 
and  remain  in  this  deeply  cyanotic  state  for  hours,  days,  or  even  weeks,  unless  artiiictal 
measures  are  resorted  to  to  restore  the  circulation.  In  the  most  severe  cases  some  portions 
of  the  affected  tissues  fail  to  recover  their  circulation  properly,  and  die  in  patches,  with  the 
result  that  indolent  ulcers  develop,  healing  slowly  to  form  depressed  scars,  and  thus  simo- 
lating  to  a  minor  extent  the  effects  of  frost-bite.  Even  extensive  gangrene  and  loss  of 
fingers  results  sometimes. 

A  very  similar  condition  in  which  dead  fingers  may  be  a  symptom  results  from 
ergotism  (p.  259) ;  and  deadness  of  the  fingers  may  be  one  of  the  phenomena  of  pellagn 
(p.  225),  although  here  erythema  is  commoner  than  acute  pallor.  Fortunately  both  pellagn 
and  ergotism  are  exceedingly  rare  in  this  country. 

Between  the  physiological  dead  fingers  of  exposure  in  cold  water  or  to  ooki 
atmospheres,  and  the  pathological  deadness  resulting  from  Raynaud's  disease  as  the  result 
of  exposure  to  temperatures  which  ought  not  to  cause  deadness  of  the  digits  in  nomal 
persons,  one  meets  with  varying  degrees  of  precisely  similar  changes  to  which  it  is  difficult 
to  give  an  exact  name.  For  instance,  an  apparently  healthy  individual  complains  thit 
whenever  he  is  getting  up  on  a  winter*s  morning  he  finds  one  or  other  of  his  fingers,  gener- 
ally a  ring  or  little  finger,  goes  dead  and  white,  and  it  is  not  until  he  comes  down 
to  breakfast  and  gets  into  a  warm  room  with  a  fire  that  the  circidation  becomes  restored 
in  it ;  what  name  is  one  to  give  to  this  ?  There  is  no  generalized  syncope  of  all  the  flngcn 
such  as  one  meets  with  in  Raynaud's  disease  ;  and  yet  the  patient  suffers  ttom  his  dead 
fingers  without  any  cause  which  should  be  adequate.  The  complaint  is  £Eurly  conunon; 
generally  it  is  no  indication  of  disease.  Four  things  in  particular  need  to  be  thought  of, 
however,  before  the  trouble  is  put  into  the  category  of  personal  idiosyncrasy,  namely: 
(1)  Cervical  rib  ;  (2)  Aileriosclerosis  ;  (3)  Occupation  ;  (4)  Blue-brain. 

Deadness  of  the  ring  or  little  fingers  may  be  one  of  the  earliest  symptoms  in  the  case 
of  a  person  who  has  a  cervical  rib  (Fig.  186,  p.  443).  Later,  more  generalized  neurotic 
symptoms  in  the  arm  and  hand  may  be  expected,  or  even  atrophy  of  the  muscles  supplied 
from  the  ulnar  part  of  the  brachial  plexus.  Although  the  rib  dates  from  birth,  it  is  renuuk- 
able  how  it  often  produces  no  symptoms  until  adult  life  is  reached  ;  it  may  produce  no 
symptoms  at  all  even  then  ;  when  it  does  so  the  patient's  attention  is  seldom  drawn 
directly  to  the  neck,  but  nearly  always  to  something  being  the  matter  with  the  hand  or 
forearm,  especially  the  ulnar  aspect  of  the  latter  and  the  little  and  ring  fingers.  If  one 
realizes  that  the  cervical  rib  or  the  fibrous  band  which  joins  the  end  of  a  buttress  cervical 
rib  (Fig.  187,  p.  443)  to  the  first  rib,  is  liable  to  interfere  with  the  lower  trunks  of  the  brachial 
plexus,  one  can  imagine  the  various  vasomotor  and  other  nervous  symptoms  that  may 
result  ;  and  if  the  possibility  occurs  to  one,  the  diagnosis  is  established  by  means  of  the 
a?-rays.  Only  when  in  place  of  any  bony  rib  there  is  but  a  fibrous  cord  representing  it  will 
the  ;r-rays  fail  to  show  either  the  entire  rib,  or  more  commonly  perhaps  a  stump  representing 
the  vertebral  end  of  such  a  lib,  sufiicient  nevertheless  to  indicate  the  cause  of  the  ner\'e 
symptoms  in  the  hand  and  arm. 

Arleriosclerosis  or  atheroma,  or  both,  may  involve  the  vessels  supplying  the  hands 
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and  produce  in  the  latter  various  symptoms  of  deficient  circulation,  including  dead  fingers. 
The  patient  will  generally  be  past  middle  life,  and  as  a  rule  there  will  be  other  indications 
of  arterial  degeneration,  especially  raised  blood-pressure,  though  when  atheroma  rather 
than  arteriosclerosis  is  the  cause  the  arterial  affection  may  be  extensive  though  the  blood 
preiiKure  is  not  raised.  The  condition  in  the  arms  and  hands  comes  on  as  a  rule  spasmodic- 
ally, or  in  paroxysms  when  the  arms  and  hands  are  used,  and  the  remarks  made  on  page 
440  in  regard  to  intermittent  claudication  apply  here  just  as  they  do  in  the  case  of  the  leg. 
Dead  fingers  from  this  cause,  however,  are  not  met  with  frequently. 

Occupation  as  a  cause  for  dead  fingers  is  familiar  in  two  classes  of  persons  in  particular, 
namely  first,  those  whose  hands  are  immersed  for  many  hours  a  day  in  waters  of  different 
temperature,  especially  if  there  are  chemical  ingredients  such  as  carbonate  of  soda  in  the 
waters.  Dead  fingers  are  in  this  way  one  of  the  troubles  which  washerwomen  are  apt 
to  suffer  from  (p.  444).  The  nature  of  the  patient's  employment  may  suggest  this  cause 
if  inquir\'  is  made  as  to  exactly  how  the  particular  individual  carries  on  his  work.  The 
other  group  of  persons  who  are  liable  to  develop  dead  fingers  in  one  liand  or  the  other  as 
the  result  of  their  occupation,  are  those  who  carry  heavy  loads  upon  one  shoulder  in  such 
a  way  as  to  depress  that  shoulder  and  push  the  head  far  over  towards  the  opposite  side. 
Apparently  what  liappens  is  that  the  pushing  asunder  as  it  were  of  the  shoulder  and  the 
neck  throws  much  strain  upon  the  fibres  of  the  brachial  plexus,  and  in  some  individuals 
this  strain  leads  to  degenerative  changes  which  extend  down  the  nerve  of  the  arm  into  the 
hand.  Pains  may  be  the  most  prominent  result,  and  these  pains  are  generally  most  severe 
in  the  region  of  the  shoulder  and  the  upper  arm,  especially  in  the  parts  supplied  by  the 
circumflex  nerve.  In  other  cases,  besides  the  pain,  or  without  pain,  muscular  atrophy 
results.  In  a  few  instances  vasomotor  phenomena  predominate,  and  dead  fingers  or  even 
a  condition  similar  to  that  of  Raynaud's  di^ase  has  resulted.  That  occupation  is  the 
probable  cause  will  be  suggested  by  the  symptoms  being  so  much  more  pronounced  in 
one  hand  than  in  the  other,  for  it  very  rarely  happens  that  the  man  will  carry  weights  first 
on  one  shoulder  and  then  upon  the  other,  so  as  to  affect  both  brachial  plexuses  alike. 

Blue-brain  is  a  descriptive  term,  coined  by  Sir  James  Goodhart  to  cover  a  very  extensive 
class  of  case  in  which  all  sorts  of  peripheral  phenomena  of  a  functional  type  have  their  root, 
in  his  opinion,  not  in  a  peripheral  cause  but  in  a  central  one  ;  and  as  the  individuals  generally 
have  what  is  called  a  poor  circulation,  with  a  tendency  to  blueness  of  the  ears  and  hands,  a 
liability  to  chilblains  and  other  phenomena  of  that  kind,  he  considers  that  they  also  have 
a  corresponding  tendency  to  poorness  of  the  circulation  in  the  cerebral  centres  ;  just  as 
they  have  blue  extremities,  so  they  have,  as  he  says  '  blue-brain.'  The  patients  are  not 
all  women,  though  the  majority  are  ;  they  have  aches  here  and  pains  there  ;  the  abdominal 
aorta  is  often  unduly  pulsatile  ;  the  right  kidney  is  often  movable ;  there  is  suffering  at 
the  monthly  periods  ;  the  knee-jerks  are  exaggerated  ;  the  patients  are  of  the  nervous, 
neurotic,  neurasthenic,  or  even  actually  hypochondriacal  type.  Amongst  tlic  many  symp- 
toms that  they  may  complain  of,  deadness  of  the  fingers  on  the  slightest  provocation 
may  be  one  ;  the  condition  may  then  simulate  Raynaud's  disease,  and  it  is  a  question 
whether  in  Ravnaud's  disease  itself  the  vasomotor  anomalv  is  not  central  rather  than 
peripheral.  Every  practitioner  has  met  with  dead  fingers  in  patients  for  whom  they  can 
recognize  at  once  that  the  term  *  blue-brain '  fits  as  an  appropriate  label ;  for  a  full 
description  of  the  types  of  case  in  question  he  should  read  Sir  James  Goodhart's  original 
article  upon  the  subject.  Herbert  Fretich, 

DEAFNESS. — This  is  the  most  constant  symptom  of  disease  of  the  ear.  It  may  be 
present  in  one  or  both  ears,  and  may  vary  from  a  slight  deficiency,  which  may  be 
unnoticed  by  the  patient,  to  a  complete  loss  of  hearing.  Tlie  causes  of  defective  hearing 
are  many.  In  some  cases  it  can  be  easily  relieved  ;  in  others  the  prognosis  may  be  abso- 
lutely hopeless. 

The  organ  of  hearing  consists  of  two  main  parts.  The  first  is  a  conducting 
|)ortion  consisting  of  the  external  auditory-  meatus,  tympanum,  drum,  and  ossicles — the 
function  of  which  is  to  collect  the  sound  waves  and  transmit  the  vibrations  to  the 
endolymph  of  the  internal  ear.  The  second  portion  contains  the  labyrintli  —cochlea, 
vestibule,  and  semicircular  canals — in  which  are  situated  the  terminations  of  the  auditory 
iier\-e.     Deafness  may  be  caused  by  a  lesion  either  of  the  conducting  jwrtion  of  the  auditory 
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apparatus,  or  of  the  internal  ear,  which  contains  the  receptive  mechanism.  The  latter- 
labyrinthine  or  nerve  deafness — is  the  more  serious  and  usually  the  more  severe,  but  the 
former  is  much  the  commoner.  Rarely,  deafness  may  be  due  to  some  disease  of  the 
auditory  nerve  or  to  some  tumour  of  the  brain  involving  the  fibres  of  the  nerve  in  their 
intracerebral  course. 

Tests  for  Hearing. — In  the  examination  of  a  deaf  patient,  a  careful  investigatioi 
of  the  sense  of  hearing  is  necessarj^  :  (a)  To  estimate  the  severity  of  the  deafness ;  (6)  To 
ascertain  ivhether  the  lesion  is  situated  in  the  conducting  apparatus,  or  in  tlie  labyrinth 
or  auditory  nerve.  Before  carrying  out  these  tests  it  is  well  to  examine  the  extenal 
auditory  meatus  with  a  speculum,  to  make  sure  that  the  deafness  is  not  due  to  the  presence 
of  a  plug  of  cerumen,  in  which  case  elaborate  hearing  tests  are  unnecessary.  The  following 
are  the  tests  u^ally  applied  : — 

1 .  The  whispered  Voice  Test, — This  consists  in  noting  the  distance  at  which  whispered 
words  are  heard.  Vowel  sounds  are  usually  heard  better  than  consonants.  The  examiner 
must  cultivate  a  whisper  of  uniform  intensity,  and  the  patient's  eyes  sliould  be  covered 

to  avoid  the  possibility  of  '  lip  reading.'  Each  ear 
must  be  tested  separately,  the  other  external  audi- 
tory meatus  being  covered  by  a  finger. 

2.  The  Watch  Tm<.— Here  the  distance  is 
measured  at  which  the  ticking  of  a  watch  is  heaid. 
The  same  precautions  must  be  taken  as  in  the 
voice  test.  The  obser\'er  must  first  measure  the 
distance  at  which  it  can  be  heard  by  a  normal 
person.  Supix>se  this  to  be  30  in.,  and  tlie  patient 
hears  it  at  a  distance  of  12  in. ; 
the  patient*s  hearing  is  then 
described  as  \%,  Instead  of  a 
watch,  Politzer's  acoumeter  (Fig. 
73),  an  instrument  producing  a 
uniform  tapping  soimd,  may  be 
used. 
The  results  obtained  by  these  tests  by  no  means  always  coincide. 
Sometimes  the  whispered  voice  may  be  heard  remarkably  well  while  the 
watch  is  almost  inaudible.  This  is  more  likely  to  be  the  case  when  the 
onset  of  the  deafness  is  late  in  life.  More  rarely  the  watch  is  heard 
more  easily  than  the  voice. 

3.  Tuning-fork  Tests  are  of  the  greatest  importance,  since  it  is  chiefly 
by  these  that  labyrinthine  or  ner\c  deafness  can  l>e  distinguished  from 
deafness  due  to  a  lesion  of  the  external  or  middle  ear.  In  the  latter 
case  the  sound  waves  are  obstructed  on  their  way  to  the  re€H?i:t:ve 
apparatus,  and  cannot  be  heard  when  the  fork  is  near  to,  but  not  in 
contact  with,  the  ear  ;  whilst  if  the  base  of  the  fork  is  applied  to  the 
mastoid  process,  forehead,  or  chin,  the  vibrations  are  heard  readily, 
because  they  are  now  conveyed  to  the  normal  receptive  mechanism 
directly  through  the  bone.  In  nerve  or  labyrinthine  deafness,  on  the 
other  hand,  though  the  vibrations  are  transmitted  by  the  bone,  the  sound  is  heard  poorh' 
or  not  at  all,  for  the  receptive  apparatus  is  at  fault,  and  is  unable  to  respond  properly 
to  the  stimulus  of  the  sound  waves,  whether  thev  reach  it  via  the  external  and  middle  ear, 
or  through  the  bone. 

The  tuning-fork  used  should  be  one  which  vibrates  256  times  per  second  (C).  It 
should  have  a  flat  foot-piece  (Fig.  74),  so  that  it  can  be  applied  conveniently  to  the  bone, 
and  it  may  with  advantage  be  fitted  with  a  contrivance  to  prevent  the  occurrence  of  over- 
tones. In  addition,  tuning-forks  vibrating  64  times  per  second  and  1024  times  per  second 
should  be  at  hand,  for  testing  the  perception  for  high  and  low  tones.  In  an  elaborate 
investigation,  still  higher  pitched  tuning-forks  may  be  necessary.  The  following  are  special 
tests  used  in  testing  bohe  conduction  in  a  deaf  patient : — 

1.  Rinne^s  Test. — The  tuning-fork  is  struck  lightly,  and  the  flat  foot-piece  is  held 
steadily  against  the  mastoid  pnK'css.     Directly  the  patient  ceases  to  hear  the  sound,  he 


Fig.   73. — rolitzer'ti  Qcoumetcr. 


Fij.  71.— Tuniie-fort 
with  fooC-pter«. 
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raises  his  hitnd.  and  the  fork  is  then  held  close  to  the  external  auditory  meatus.  IT  the 
gound  is  heard  again,  the  result  is  positive  ;  if  it  is  inaudible,  the  result  is  negative.  The 
test  may  also  be  carried  out  by  holding  the  fork  opposite  the  external  auditory  nientus 
jlisl,  and  then,  when  it  is  no  longer  audible,  applying  it  to  the  mastoid.  A  useful  modiflca- 
tiatn  of  this  test  is  for  the  examiner  to  wait  imtil  the  fork  is  no  longer  heard  by  the  patient 
thn>ui!h  the  mastoid,  and  then  to  transfer  it  to  his  own  mastoid.  In  this  way  the  bone 
conduction  of  the  patient  is  compared  with  the  bone  conduction  of  a  normal  individual. 

2.  n'rber's  Tett. — This  is  especially  useful  in  unilateral  deaftiess.  The  vibrating  fork 
It  applied  by  the  flat  foot-piece  to  the  middle  of  the  forehead.  The  patient  is  then  asked 
in  which  ear  the  sound  is  heard  best.  If  the  deafoess  is  in  the  external  or  middle  ear,  the 
MMnd  will  be  best  heard  on  the  deaf  side  {positive} ;  if  due  to  a  lesion  of  the  intemnl  ear 
MiuHitorv'  ner\'e,  it  will  be  heard  in  the  good  ear  (negative).  Great  care  has  to  be  exercised 
JB  this  test  tn  get  the  correct  reply  from  the  patient,  as  there  is  often  unwillingness  to 
idnit  hearing  in  the  affected  ear. 

3.  Uellf"!!  Teal. — The  air-pressure  is  increased  in  the  external  uutlitory  meatus  by 
nans  of  a  Si^le's  speculum.  The  vibrating  fork  is  then  applied  to  the  mastoid,  or  to 
the  miilille  of  the  forehead.  In  a  normal  person,  Imne  conduction  is  <IiTuiniKhed.  When 
it  is  unafTpctcd  it  Ls  generally  considered  that  the  foot  of  tlic  stapes  is  fixed. 

Tile  hearing  of  high  or  low  tones  is  ascer- 
tuned  by  using  tuning-forks  of  a  rapid  or  low 
late  of  vibration.  Galton's  whistle  {Fig.  7.~i), 
whidi  produces  verj'  higli  notes,  is  also  used  for 
this  purpose.  By  means  of  this  instrument  a 
notr  as  high  as  50,000  vibrations  per  secon<l 
an  be  produced.  If  notes  of  more  than  20,000 
ot  23.000  vibrations  are  not  heard,  the  auditor^- 
wn'e  is  probably  affected.  ''"■'■  ''••'•■'<"■"'>  niiwir. 

To  sum  up,  labyrinthine  deafness  is  indi- 
raled  when  bone  conduction  is  diminished  markedly,  i.e..  wfien  Kinne's  test  in  jxisitive  and 
Wrtjer's  is  negative.  Generally  speaking,  in  this  form  of  denfness  the  |)erce))tioi)  of  high- 
pitrhed  sounds  is  diminished.  It  must,  however,  be  remembered  that  in  old  people  the  per- 
nption  of  high  notes  is  generally  diminished  considerably  without  any  alTectinn  of  tl)c  ner\'c. 
Dealhesa  due  to  some  error  in  the  conducting  apparatus  is  indicated  when  Imne  con- 
rfuetion  is  good,  i.e.,  when  Rinne's  test  is  negative  and  Weber's  jtosilive.  There  is  also 
liiiely  to  be  poor  perception  of  low-pitched  notes. 

In  carrying  out  these  tests,  however,  it  must  be  remembered  that,  in  a  ))utient  over 
fifty,  bone  conduction  is  normally  diminished,  so  that  the  tests  arc  often  inconclusive  in 
an  elderly  patient. 

DealBca  due  to  a  Lertoo  o(  the  Sound-conducting  Apparatus.-  -When  this  is 
the  case,  either  the  external  or  the  middle  ear  may  be  at  fault.  Examination  with  the 
Speculum  will  readily  reveal  the  presence  of  a  plug  of  cenimen,  polypi,  or  a  foreign  bodif. 
Such  as  a  mass  of  wool,  which  is  not  infrequently  inserted  and  forgotten  by  the  patient. 

The  cause  of  middle-ear  deafhess  will  be  diagnosed  by  considering  other  symptoms 
which  may  be  present,  such  as  pain  and  tinnitus,  together  with  an  examination  of  the 
tympanic  membrane,  and  of  the  nose  and  nasopharynx.  Deafness  is  niurc  or  less  marked 
in  all  infiammatoT}/  diaeaaes  of  Uie  middle  ear,  acute  or  chronic,  suppurtiUve  or  non-suppiiraliiv. 
It  must  be  remembered  that  there  is  not  necessarily  a  correspondence  between  the  intensity 
of  the  deafness  and  the  condition  of  the  membriine.  The  latter  may  be  destroyed  and 
heuring  may  remain  fotrly  good,  while  with  a  smaU  perforation,  or  in  chronic  iinn-su|)purative 
otitis  media,  with  but  little  alteration  in  the  appearance  of  the  membrane,  the  deafness 
may  be  profound. 

Catarrh  of  the  Euataehian  lube,  or  obstruction  to  this  pas.sage  by  the  presence  of  iidruniiln 
or  riilarged  Uinaila,  is  a  common  cause  of  deafness,  especially  in  children. 

In  some  cases  of  middle-ear  deafhess,  especially  in  oto»cleroais,  where  the  fiKit-jilatc  of 
the  stapes  is  fixed,  the  patient  may  hear  ordinary  speech  better  in  a  noisy  ]>hicc  than  in  a 
quiet  room.  This  is  known  as  paracusia  WiUiaii.  It  is  generally  explained  by  supjfosing 
that  the  more  extensive  vibrations  caused  by  the  loud' noise  loosen  the  joints  between  the 
ossicles,  which  are  otherwise  abnormally  stiff. 
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In  disease  of  the  conducting  apparatus,  the  patient,  though  deaf,  not  infrequently 
hears  his  own  voice  very  loudly,  and  also  noises  in  the  nasopharynx  such  as  occur  oi 
swallowing.    This  is  known  as  auiophonia, 

Hypercesthesia  acustica  is  a  term  applied  when  sounds  produce  an  actual  painful  sem- 
tion  in  the  ear.  It  may  be  present  in  acute  inflammation  of  the  middle  ear,  fevers,  and 
migraine. 

Nerve  or  Labyrinthine  Deafness  may  be  due  to  a  lesion  of  the  auditory  nerve  itsdt 
which  may  be  involved  in  a  growth  of  the  temporal  lone^  or  may  show  degeneratire 
changes  in  tabes.  It  may  also  result  from  a  definite  intracranial  lesion  such  as  a  tumtnn 
of  the  mid-brain  or  pons,  A  diagnosis  in  these  cases  will  be  made  from  the  coexistence  of 
other  nervous  symptoms  associated  with  cerebral  tumour.  In  labyrinthine  deafness  the 
following  actual  pathological  changes  have  been  found  :  (1)  Degenerative  changes  in  the 
organ  of  Corti  ;  (2)  Hemorrhage  ;  (3)  Organized  inflammatory  products  ;  (4)  Rise  ii 
pressure  in  the  endolymph. 

The  following  are  the  chief  causes  of  labyrinthine  deafness  : — 

1 .  Extension  from  disease  of  the  middle  ear,  suppurative  (pyo-labyrinthitis)  or  non- 
suppurative (occasionally  in  otosclerosis). 

2.  Apoplectic  deafness  or  Meniere^s  disease,  which  may  be  due  to  haemorrhage  or  s 
sudden  rise  of  intracranial  pressure. 

3.  Following  the  specific  infectious  fevers,  especially  mumps,  but  also  influenza, 
typhoid,  measles,  scarlet  fever,  and  others. 

4.  Syphilis.  In  the  acquired  disease,  deafness  may  occur  at  almost  any  stage.  The 
onset  is  usually  sudden,  the  trouble  is  usually  unilateral,  and  may  have  all  the  characters 
of  Menicre^s  disease.  In  congenital  syphilis  the  deafhess  usually  begins  between  the  ninth 
and  sixteenth  years.  Eustachian  obstruction  and  retracted  membranes  are  frequently 
present,  but  the  deafness  progresses  and  is  labyrinthine  in  character.  Other  signs  of 
congenital  syphilis  will  be  present  to  assist  in  the  diagnosis. 

Deafness  may  follow  an  injection  of  salvarsan.  It  may  appear  after  an  inter%'al  uf 
several  days,  or  as  long  as  three  months.  The  short  interval  is  usually  after  an  intravenous 
injection,  the  longer  when  the  drug  has  been  injected  into  the  muscles.  The  deafhess  is 
more  or  less  absolute  and  has  the  characters  of  nerve  deafhess.  By  some  this  is  regarded 
as  due  to  the  drug  ;  others  regard  the  lesion  as  due  to  the  liberation  of  a  large  quantity 
of  endotoxin  consequent  upon  the  destruction  of  the  spirocha^tes. 

5.  In  Bright's  disease,  leukaemia,  pernicious  and  other  anaemias.  A  haemorrhage  is 
fretjuently  the  cause  of  the  trouble  here. 

G.  Certain  drugs  cause  transient  deafness  of  labyrinthine  character ;  notably  quinine, 
and  sodium  salicylate;  possibly  alcohol  and  tobacco.  Mercury  and  lead  also  are  stated 
to  cause  deafness  sometimes. 

7.  Traumatic.  Labyrinthine  deafness  may  follow  blows,  fells,  or  fracture  of  the  bast 
of  the  skull. 

8.  Occupations,  such  as  caisson  workers,  or  workers  in  a  continuous  loud  noise  (boiler- 
makers'  deafness). 

9.  Meningitis,  especially  cerebrospinal  meningitis  ;    and  occasionally  in  epilepsy. 
Deafness  may  also  occur  in  hysterical  individuals.     This  may  usually  be  recognized 

by  the  manner  and  aspect  of  the  patient,  and  by  the  absence  of  abnormal  physical  signs 
on  examination. 

Lastly,  it  must  be  remembered  that  deafness  may  be  complained  of  by  a  malingerer ; 
the  fraud  is  usually  exposed  by  contradictory  replies  to  hearing  tests  with  the  eyes  bandaged, 
or  by  speaking  into  the  chest-piece  of  a  binaural  stethoscope  with  the  tube  to  the  sound 
ear  plugged  with  wool.  The  probability  is  that  the  patient  will  say  he  hears  words  spoken 
into  the  stethoscope,  but  on  removing  this  and  covering  the  sound  ear  with  the  finger,  he 
will  say  that  he  hears  nothing.  Philip  Turntr. 

DEFORMITY  OF  THE  CHEST.— In  the  differential  diagnosis  of  alterations  in  the 
form  of  the  chest,  it  must  be  remembered  that  many  slight  deviations  from  its  tj'pical 
form  are  not  produced  by  disease.  A  long  narrow  chest  {alar  chest),  or  one  flattened 
anteriorly  (flat  chest)  is  often  found  in  persons  predisposed  to  phthisis  ;  but  these  also  occur 
in  individuals  who  are  never  affected  by  this  disease.     A  long  neck  and  sloping  shoulders 
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also  associated  with  this  condition,  while  a  short,  thick  neck  with  high  shoulders  is 
ISound  in  persons  subject  to  apoplexy.    The  alterations  in  the  form  of  the  chest  which  may 
•result  from  disease  may  be  considered  under  the  following  headings  : — 
(1 ).  DeformUies  the  result  of  rickets  ; 

(2).  General  changes  in  the  form  of  the  chest :    (a)  The  barrel-shaped,  (6)  Unilateral 
enlargement,  (c)  Unilateral  shrinking  ; 

(3).  Local  changes :   (a)  Bulging,  (b)  Retraction. 

Rtdiets. — ^Thc  following  deformities  of  the  chest  in  an  infant  are  due  to  rickets  : — 
The  chest  is  somewhat  pear-shaped  on  transverse  section,  and  a  long  vertical  groove 
is  often  seen  on  each  side  of  the  sternum.  Beading  of  the  sternal  ends  of  the  ribs 
takes  place,  giving  rise  to  the  rickety  rosary.  The  pigeon  chest,  in  which  the  ribs  are 
flmltened  on  each  side  in  front,  so  that  the  sternum  becomes  unusually  prominent,  making 
the  chest  appear  somewhat  triangular  on  transverse  section,  is  always  due  to  rickets 
(Pig.  78).  Harrison^s  sulcus,  a  horizontal  groove  in  the  lower  part  of  the  rickety  chest,  is 
due  to  the  sinking  in  of  the  ribs  above  the  attachment  of  the  diaphragm.     This  groove  is 
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F%g.  75*. — Filtrois  of  the  left  luiijr — man,  aged  30  jears.  Fig.  8<).— Kmnhysfematous  chost. 

CYKTOMETIUC   TRACINGS   OP    VaRIOI'S    FORMS   OP   CHteT. 

Transrerse  •section*  of  various  fomis  of  ches't  at  the  level  of  the  sterno-xiphoid  articulation,  n^diiccd  from 
cyrtomctric  traciiMw.  Tlie  dotted  lines  indicate  the  natural  shape  at  the  same  age.  The  lij:ui-e-5  r»»i»rese!it  tlie 
ni«^«urenB<»nt<  in  inches.    (.Saivyer*»  Phifsical  Signs,  1908.) 


exaggerated  because  the  lower  ribs  are  pushed  out  by  the  increase  in  size  of  the  abdominal 
viscera.  All  these  deformities  are  associated  with  other  signs  of  rickets  in  the  child, 
which  make  the  diagnosis  easy. 

General  Changes. — (a).  The  Barrel-shaped  Chest  is  found  in  patients  suffering 
from  pulmonary  emphysema  (Fig.  80).  The  chest  is  enlarged  in  all  directions  and  gives 
the  appearance  which  is  assumed  by  the  normal  chest  only  after  deep  inspiration.  The 
antero-posterior  diameter  is  greatly  increased.  The  shoulders  are  higher  and  scjuarer 
than  in  health,  the  intercostal  spaces  are  enlarged  and  bulging,  the  dorsal  curve  of  the  spine 
exaggerated.  The  movements  of  the  chest  during  respiration  are  extremely  restricted  ; 
there  is  elevation  of  the  chest  as  a  whole  during  inspiration,  but  very  little  real  expansion. 
The  neck  appears  abnormally  short.  The  apex  beat  of  the  heart  cannot  he  felt.  On 
percussion  the  note  over  the  lungs  is  hyper-resonant,  the  cardiac  dullness  is  greatly  dim- 
inished and  often  obliterated,  and  the  upper  level  of  the  hepatic  dullness  is  lowered.  Tlie 
breath-sounds  upon  auscultation  are  enfeebled,  and  expiration  is  markedly  pmlonged. 
If  bronchitis  be  present  also,  adventitious  sounds  are  heard,  especially  sonorous  and  sihihint 
rhonchi  and  coarse  bubbling  rales.     The  heart-sounds  are  difficult  to  hear. 
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Whenever  any  loss  of  symmetry  in  the  two  sides  of  the  chest  is  found,  the  vertebnlj 
cohmm  must  be  examined  carefully,  as  the  alteration  may  be  due  to  spinal  curvature. 

(b),  A  Unilateral  Enlargement  of  the  chest  can  be  produced  by  an  extensive  f£nutfi| 
effusion  ^  a  large  empyema,  pneumoU^orax,  and  when  an  intrathoracic  tumour  affects  the  grate] 
part  of  one  side  of  the  chest.  The  cause  of  the  enlargement  is  ascertained  by  the  pbyfliotj 
examination  ;  thus  witli  pleuritic  effusion,  either  serous  or  purulent,  the  movements 
the  affected  side  during  respiration  are  restricted,  while  thove  of  the  opposite  side  are 
genited  :  dullness  is  found  over  the  effusion,  while  above  it  the  note  is  usually  of  higher! 
pitch  than  normal,  and  often  skodaic  :  vocal  fremitus,  breath-sounds,  and  voice-sounds 
diminished  or  absent  over  the  dull  area.  At  the  upper  level  of  the  fluid  sgophony  inaybij 
present,  and  the  breath-sounds  frequently  tubular.  The  presence  of  fluid  is  further 
firmed  by  finding  the  heart  pushed  over  to  the  opposite  side,  and  the  liver  depressed  whei ; 
the  right  pleura  is  involved.  When  a  pneumothorax  is  present,  there  is  usually  a  histon'rf 
a  sudden  onset,  accompanied  by  a  severe  pain  in  the  chest ;  the  affected  side  does  notniofc 
as  freely  as  the  other  with  respiration  :  the  heart  is  displaced  towards  the  opposite  side^ 
and  vocal  fremitus,  breath-,  and  voice-sounds  are  diminished  or  absent,  though  the  affected 
side  of  the  chest  is  fully  resonant ;  if  serum  or  pus  be  present  in  addition  to  air.  the 
note  is  dull  or  greatly  impaired  at  the  base  of  the  lung,  with  hyper-resonance  but  absenee 
of  breath-sounds  above.  When  much  fluid  is  present,  the  note  changes  considerably  witk 
the  position  of  the  patient.  The  metallic  tinkling  of  Laennec  is  sometimes  heard  overt 
pneumothorax  :  coughing  is  generally  required  for  its  production  ;  it  resembles  the  sound 
which  occurs  when  ''  a  drop  of  water  falls  on  the  surface  of  a  fluid  contained  in  a  half-flHed 
decanter."  The  bell  sound  or  *  bruit  d'airain  '  is  very  characteristic  of  a  pneumothom ; 
to  hear  it.  auscultation  is  performed  over  a  portion  of  the  pneumothorax,  and  a  coin  placed 
on  another  portion  is  struck  with  a  second  coin  ;  the  sound  has  a  ringing  metallic  quality 
like  that  of  the  tinkling  of  a  small  bell,  or  like  the  ring  that  accompanies  hammering  upon  a 
blacksmith's  anvil.  Hippocratic  succussion  may  also  be  obtained  when  the  observer's  caf 
is  applied  to  the  chest  while  the  patient's  body  is  shaken  or  jolted. 

{€).  Shrinking  of  the  whole  of  one  side  of  the  chest  is  due  to  contraction  of  one  hn^ 
either  as  the  result  of  a  previous  compression  by  a  large  pleuritic  effusion,  and  especially 
by  an  empyema,  or  on  account  of  fibrosis  of  the  lung  {Fig.  70).  The  history  of  the  patient 
often  indicates  the  cause  of  the  contraction  of  the  lung  ;  a  large  effusion  may  have  been 
aspirated,  or  an  empyema  may  have  been  drained  by  surgical  means,  leaving  the  scar  of 
the  operation.  In  other  cases  the  empyema  may  have  burst  into  the  lung,  and  there  may 
be  a  histor>'  of  a  large  amount  of  pus  having  been  expectorated.  With  fibrosis  of  the  lunj; 
the  affected  side  is  retracted  and  shnmken,  the  intercostal  spaces  are  very  narrow,  and 
the  ribs  may  even  overlap.  The  shoulder  is  lower  on  the  affected  side,  and  the  vcrtebial 
column  is  deviated  towards  the  diseased  lung.  The  heart  is  draMrn  over  to  the  affected 
side,  in  which  there  is  very  little  movement  during  respiration.  If  the  left  lung  be  affected, 
the  heart  will  be  less  covered  by  lung  than  normally,  and  so  there  may  be  a  large  area  over 
which  cardiac  pulsation  is  visible.  The  note  over  the  contracted  lung  is  impaired,  while 
on  the  opposite  side  it  is  hyper-resonant.  The  breath-sounds  are  deflcient  or  absent,  and 
may  be  tubular  or  cavernous,  while  at  the  base  there  may  be  numerous  coarse  bubbling 
rales,  especially  if  there  is  bronchiectasis.  Vocal  fremitus  may  be  decreased  or  exaggerated. 
The  expectoration  is  generally  copious,  semi-piirulent,  and  often  foetid.  There  is  oflen 
marked  clubbing  of  the  tips  of  the  Angers. 

Local  Changes. — (a)  The  cause  of  bulging  of  any  portion  of  the  chest  wall  may  be 
diflicult  of  diagnosis,  though  sometimes  it  is  obvious,  as  when  an  empyema  points  externally : 
even  this  is  sometimes  mistaken  for  a  localized  abscess  of  the  chest  wall,  unless  a  careful 
examination  reveals  the  sign  of  fluid  within  the  chest.  In  pulmonary  emphysema,  bulging 
is  often  present  in  the  supraclavicular  and  infraclavicular  regions.  Bulging  may  also  be 
due  to  an  intrathoracic  tumour^  to  an  aneurtfsm  of  the  aorta^  or  to  a  tumour  or  abscess  of  tht 
chest  ivall.  The  most  common  situation  on  the  chest  wall  for  an  aneurysmal  swelling  is 
to  the  right  of  the  sternum  in  the  first,  second,  and  third  intercostal  spaces  ;  it  may  erode 
the  upper  part  of  the  sternum  an<l  so  produce  a  swelling  there,  while  in  rare  instances  it 
may  produce  a  prominence  to  the  left  of  the  sternum  ;  a  bulging  to  the  left  of  the  vertebral 
column  may  be  due  to  an  aneurysm  of  the  descending  thoracic  aorta.  The  expansile 
chanictcr  of  the  pulsation  suggests  the  diagnosis.     A  tumour  or  abscess  of  the  chest  waH 
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may  occur  in  any  situation.  The  praecordia  becomes  prominent  in  children  in  cases  of 
pericardial  effusion,  or  when  the  heart  is  enlarged  ;  the  situation  of  the  prominence 
indicates  its  cardiac  origin.  An  enlargement  of  the  liver  (p.  366)  may  also  produce  a  promi- 
nence of  the  ribs  under  which  it  lies  ;  a  hepatic  abscess,  a  subdiaphragmatic  abscess,  or 
an  empyema,  sometimes  point  over  the  lower  part  of  the  chest  in  front,  while  a  psoas 
abscess  may  point  over  the  lower  ribs  posteriorly.  A  prominence  over  the  spinal  column 
in  the  dorsal  region  may  be  due  to  spinal  caries,  or  to  a  malignant  nexv  growth  of  the  spine. 
An  angular  curvature  of  the  spine  is  most  commonly  due  to  spinal  caries,  and  any  swell- 
ing which  is  associated  with  it  may  be  produced  by  an  abscess  arising  from  the  disease. 
Bulgings  which  give  an  impulse  on  coughing,  and  which  wax  and  wane  with  respiration, 
suggest  hernia  of  the  lung,  sometimes  of  considerable  size  in  marasmic  children  sufTcring 
from  whooping-cough,  or  in  emaciated  phthisical  subjects  with  incessant  cough. 

(6).  Retraction  or  localized  shrinking  of  the  chest  wall  occurs  in  any  condition  in  which 
there  is  a  portion  of  lung  contracted  by  disease.  When  present  over  one  or  both  apices 
of  the  lungs,  as  shown  by  retraction  in  the  supra-  and  infraclavicular  regions,  it  is  nearly 
always  due  to  phthisis.  Unilateral  shrinkage  is  also  found  with  fibroid  conditions  of  the 
lungs  which  are  not  tuberculous,  or  after  the  absorption  of  a  pleuritic  effusion  or  the 
removal  of  the  pus  from  an  empyema.  j.  E.  II.  Sawyer. 

DELIRIUM  occurs  in  an  overwhelmingly  large  proportion  of  cases  in  the  course  of 
some  well-known  disease,  commonly  pyrexial,  and  beyond  the  fact  that  the  condition 
itself  in  such  diseases  is  a  symptom  of  somewhat  serious  import,  nothing  need  be  said  as 
regards  the  diagnosis.  There  are,  however,  a  few  prognostic  points  worthy  of  mention 
in  connection  with  such  cases.  Thus,  in  typhoid  during  the  height  of  the  fever,  in  measles, 
and  in  scarlet  fever,  |he  delirium  is  commonly  in  proportion  to  the  pyrexia  in  its  violence, 
and  can  usually  be  controlled  by  controlling  the  pyrexia,  if  nccessar\'  :  in  the  later  stages 
of  typhoid,  a  low  muttering  delirium  is  of  very  serious  import.  In  pneumonia,  on  the 
other  hand,  some  degree  of  delirium  is  an  almost  constant  factor,  no  matter  what  the 
temperature  may  be,  and  its  significance  depends  upon  the  previous  (alcoholic)  history  of 
the  patient,  upon  the  violence  or  severity,  and  duration  or  persistence  of  the  mental 
phenomena.  In  rheumatic  fever  (unless  due  to  salicylates,  vide  infra)  delirium  is  of 
*»xtremely  grave  significance,  being  commonly  associated  either  with  hypeq)yrexia  or  with 
definite  intracranial  inflammation,  neither  of  which  is  at  all  common.  In  influenza,  too, 
it  is  a  symptom  causing  great  anxiety. 

The  difficulties  of  diagnosis  arise  chiefly  when  we  are  called  to  a  case  of  delirium  of 
M'hich  we  have  no  previous  knowledge,  where  in  fact  our  services  are  sought  prinuirily 
because  the  patient  has  ^  gone  off  his  head  and  is  talking  nonsense,"  and  we  nuist  consider 
to  what  different  factors  this  may  be  due.  The  following  table  embraces  causes  ordinarily 
met  with  : — 


Delirium  due  to  intrinsic  brain- 
cell  changes  or  to  pure  nerve 
influences 

Delirium  due  to  poison  arising 
in  the  body  (autogenetic) 

Delirium  due  to  niierohio  activi- 
ties 


Delirium  due  to  chemical  agents 
introduced  from  without 


I      Mania  or  lunacy  in  all  its  forms 

Pain,  occasionally  so  severe  as  to  prod  ice  it 
{     Shock,  ditto 

(     l'ra»mia 

Diabetes.         Aiiu-inia.         Polycytliirmia  ? 
(      Iin(>ending  death  from  any  cause. 

'      Fevers  of  any  kind,  known  and  unknown  as  to  tlieir 
I  spe?ino  micTobie  origin 

Belladonna,  hvoscvamus,  and  their  allies  ;  alcohol 
and  other  less  common  intoxicants,  an:esthcti/.in<; 
suhstances,  and  hypnotics.  Lead,  and  other  metals 
occasionally.  Kxceptionally,  it  arises  \'rnn\  almost 
any  poison  or  drujr,  most  typically,  periiaps,  from 
artificial  salicylate  of  sodium. 


As  with  all  other  tables  of  diagnostic  problems,  the  diUiculties  are  much  (greater  on 
|)aper  than  in  practice,  for  in  almost  every  case  there  is  some  one  overwhelming  and  out- 
standing fact  in  the  history  which  settles  the  matter  off-hand.  It  is  ^rclL  however,  to 
have  some  fixed  order  of  procedure  laid  down,  which  may  take  the  following  lines  : — 

1.  Make  strict  inquiries  as  to  anything  unusual  having  been  taken  or  applied  lately. 
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Medicines  containing  belladonna,  drops  put  into  the  eyes,  or  some  strange  or  unusual 
vegetable  eaten,  are  the  most  likely  things. 

2.  Inquire  as  to  the  recent  health  of  the  individual  bearing  on  the  urinary  secretion, 
anaemia,  etc.  ;  also  inquire  about  incidents  that  might  have  caused  shock,  and  incidents 
suggestive  of  a  simple  idiopathic  mental  disorder. 

3.  Take  the  temperature  ;  if  materially  raised  it  suggests  some  form  of  microbic 
influence,  although  in  some,  such  as  rabies,  the  pyrexia  may  not  be  great. 

4.  Note  the  pupils ;  if  dilated  and  fixed,  they  suggest  belladonna  or  perhaps 
alcohol — delirium  tremens  can  hardly  occur  without  a  definite  history  of  '  soaking,*  or 
an  accident ;  contracted  and  immovable  pupils  suggest  uraemia  ;  unequal  pupils,  general 
paralysis  of  the  insane. 

5.  Test  the  urine  ;  this  will  go  far  in  clearing  up  urinary  causes.  Further  details 
must  be  sought  under  the  appropriate  headings. 

6.  Note  the  skin,  whether  dry  or  sweating,  whether  flushed  or  pale  ;  in  poisoning  by 
belladonna,  etc.,  it  is  often  dry  and  flushed  ;  if  connected  with  other  dangerous  chemical 
poisons,  it  is  commonly  pale  and  sweaty.  Fred.  J.  Smith, 

DIACETURIA — or  the  passage  of  diacetic  acid  in  the  urine — occurs  under  precisely 
similar  circumstances  to  Acetoxuria  (p.  3).  The  following  is  the  usual  clinical  test 
for  diacetic  acid  : — ^To  one  inch  of  urine  in  a  test-tube  add  liquor  ferri  perchloridi  (B.P.) 
drop  by  drop.  For  a  moment  a  white  precipitate  of  iron  phosphate  forms,  and  then,  if 
aceto-acetic  acid  be  present,  the  liquid  becomes  deep  purple-red,  this  colour  being  dis- 
charged on  warming.  If  carbolic  acid,  salol,  or  salicylates  are  being  taken,  the  urine 
contains  phenyl  compounds  which  give  a  similar  reaction  with  ferric  chloride,  but  the 
colour  due  to  these  does  not  disappear  on  warming.  Jlerberl  French. 

DIARRHCEA. — It  is  important  to  remember  that  diarrhoea  is  a  symptom  and  not  a 
disease  in  itself,  and  in  every  case  one  must  try  to  discover  what  the  underlying  cause 
of  the  looseness  of  the  bowels  is.  In  order  to  do  this  it  may  be  necessar}%  in  addition  to 
routine  physical  examination  in  the  ordinary  way,  to  employ  one  or  all  of  the  following 
special  methods:  (1)  Digital  examination  of  the  rectum;  (2)  Inspection  of  the  lower 
colon  by  the  sigmoidoscope  ;  (3)  Investigation  of  gastric  digestion  by  test  meals  (see  p. 
319)  ;  (4)  Examination  of  the  stools  by  the  naked  eye  and  by  the  microscope.  Most  of 
these  methods  require  no  special  description,  or  have  been  dealt  with  in  other  articles, 
but  some  account  must  be  given  of  the  examination  of  the  stools. 

Various  ^  test-diets  *  for  the  investigation  of  the  intestinal  functions  have  been  proposed,  but 
it  is  sufTicient  to  let  the  patient  inchide  the  following  articles  in  the  dietary  for  about  forty-eight 
hours  before  the  stool  is  examined,  viz  :  (1)  Milk  ;  (2)  Eggs  ;  (3)  Meat  in  some  form  ;  (4)  Farin- 
aceous foods,  e.g.,  bread,  potatoes,  rice  ;  (5)  Green  vegetables  and  stewed  fruit ;  (6)  Fats,  e.g., 
butter,  bacon,  fat,  ham,  etc.  The  choice  and  amount  of  the  individual  articles  may  be  left  to  the 
patient^s  taste. 

In  order  to  examine  the  stools  a  portion  the  size  of  a  walnut  should  be  rubbed  up  with  normal 
saline  solution  to  a  fluid  consistency,  and  examined  with  the  naked  eye  against  n  dark  background. 
Normally  one  sees  a  homogeneous  fluid  made  up  of  very  small  dark -grey  particles.  In  pathological 
conditions  one  may  recognize  mucus,  pus,  blood,  parasites,  the  remains  of  connective  tissue  in  the 
form  of  ycllowish-wliite  shreds,  brown  muscle  fibres,  and  the  residue  of  potatoes  in  the  form  of 
glossy  granules. 

For  microscopical  examination  one  prepares  three  specimens.  The  first  is  examined  as  it  is ; 
to  the  second  one  adds  a  few  drops  of  30  per  cent  acetic  acid,  and  heats  a  little  to  dissolve  fat ;  to 
the  third  is  added  a  little  iodine  solution. 

A  normal  stool  shows  in  the  first  preparation  a  few  muscle  fibres,  some  yellow  lumps  of  lime 
salts,  and  a  few  empty  potato  cells.  In  the  second  preparation,  a  few  fatty  crystals  ;  in  the  third 
a  very  few  violet-tinted  starch  grains.  In  pathological  conditions  one  may  find  in  the  first' prepara- 
tion many  well-preserved  muscle  fibres,  numerous  fat  droplets  and  fatty  crystals,  and  abundance 
of  potato  cells  ;  in  the  acetic  acid  preparation,  numerous  masses  of  crystals  of  fatty  acids  ;  in  the 
iodine  prci)aration,  an  excess  of  starch.  * 

In  order  to  test  for  Bile,  mix  some  of  the  stool  with  concentrated  corrosive  sublimate  solution 
and  allow  to  stand  for  twenty-four  hours.  Normally  it  turns  red  from  the  presence  of  urobilin  ; 
greenish  particles  show  the  presence  of  unaltered  bilirubin  ;  absence  of  green  or  red  colouring 
shows  that  bile  is  not  present  at  all. 

Reaction  of  the  Stool. — A  drop  of  the  stool  prepared  as  above  by  rubbing  up  with  water  is 
applied  with  a  glass  rod  to  a  piece  of  moistened  litmus  paper.  The  reaction  can  easily  be  seen  on 
the  other  side  of  the  paper.  A  normal  stool  is  nearly  neutral  ;  marked  alkalinity  indicates  putre- 
faction ;    acidity  shows  carbohydrate  fermentation. 
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Test  for  '  Occult '  Blood. — The  patient  must  have  eaten  no  red  meat  for  two  or  three  days. 
A  portion  of  the  stool  the  size  of  a  hazel-nut  is  rubbed  up  with  2  c.e.  of  distilled  water  in  a  mortar 
and  placed  in  a  test  tube.  Add  half  its  volume  of  glacial  acetic  acid,  and  shake.  Then  nearly 
fill  the  tube  with  ether,  and  reverse  several  times.  To  about  one  inch  of  the  resultin<]r  yellow, 
translucent,  ethereal  solution,  add  :  (a)  a  few  drops  of  glacial  acetic  acid,  (b)  one  inch  of  freshly 
prepared  saturated  solution  of  benzidin  in  rectified  spirit,  (c)  one  inch  of  liq.  hydrog.  psrox.  Shake, 
and  pour  a  few  drops  on  to  a  porcelain  slab.     If  blood  be  present,  a  blue  colour  appears. 

DIARRHOiA    IN    INFANCY    AND   EARLY   CHILDHOOD. 

1.  Acute. — ^The  acute  diarrhceas  of  infancy  are  either  dyspeptic  or  infective  in  origin. 
The  infective  diarrhoeas  are  usually  spoken  of  as  *  summer  '  or  *  epidemic  ^  diarrhoea.  It 
is  often  impossible  to  distinguish  sharply  between  the  simple  dyspeptic  and  the  infective 
variety,  but  it  may  be  said  that  the  greater  the  signs  of  toxsemia  (collapse,  sinking  in  of  the 
fontanelle,  inelasticity  of  the  skin,  etc.)  the  more  likely  is  it  that  the  case  is  one  of  infection. 
High  body  temperature  and  epidemic  prevalence  of  the  disease  are  also  in  favour  of  such 
a  diagnosis.  Dyspeptic  diarrhoea  may  be  due  to  mal-digestion  of  any  of  the  constituents 
of  milk.  Examination  of  the  stools  may  enable  one  to  distinguish  which  constituent  is 
at  fault,  thus  : — 

Stools  containing  white  tough  particles,  insoluble  in  alcohol  and  ether  mixture  = 
casein  indigestion. 

Green  slimy  stools  containing  small  granular  masses  soluble  in  alcohol  and  ether 
mixture  =  fat  indigestion. 

Frothy  sour  stools  =  sugar  indigestion. 

Green  stools  are  of  no  special  diagnostic  value,  as  they  merely  indicate  that  the 
contents  have  been  hurried  unduly  through  the  intestine. 

If  the  stools  contain  visible  blood  and  mucus,  and  are  passed  with  much  pain  and 
straining,  ocii/e  colitis  may  be  diagnosed,  but  not  until  intussusception  has  been  excluded 
(see  Blood  per  Anum,  p.  75). 

2.  Chronle. — Chronic  diarrhoea  in  infancy  may  follow  upon  an  acute  infective  diarrhoea 
or  be  dyspeptic  from  the  outset.  The  history  and  a  consideration  of  the  points  mentioned 
above  will  determine  the  diagnosis  in  most  cases,  but  it  must  be  remembered  (1)  That  an 
intestinal  catarrh  set  up  by  an  infection  may  lead  to  mal-digestion  and  persistent  chronic 
diarrhoea  in  consequence  ;  and  (2)  That  a  dyspeptic  diarrhoea  predisposes  to  the  develop- 
ment of  intestinal  infections.  The  two  classes  may  therefore  pass  into  each  other  and 
an  exact  differential  diagnosis  be  impossible. 

There  is  a  special  form  of  chronic  diarrhoea  in  early  life  which  follows  a  very  j prolonged 
course,  and  to  which  the  term  '  coeliac  disease '  or  *  the  coeliac  affection  '  is  applied.  It 
usually  starts  in  the  second  or  third  year  of  life,  and  is  characterized  by  the  passage  of 
stools  which  are  not  very  frequent  but  are  bulky,  pale,  and  extremely  offensive,  containing 
much  undigested  fat  and  free  fatty  acids.  The  abdomen  is  tumid  and  tympanitic,  and  the 
child  wasted  and  stunted  in  growth  and  development.  This  form  of  diarrlura  is  very 
apt  to  simulate  abdominal  tuberculosis,  and  indeed  is  usually  diagnosed  as  such  ;  but  in 
abdominal  tuberculosis  enlarged  glands  or  a  rolled-up  and  thickened  omentum  can  usually 
be  felt,  or  there  is  ascites  or  evidence  of  tuberculosis  elsewhere.  Sometimes,  however,  a 
diagnosis  is  only  possible  after  watching  the  progress  of  the  case.  If  the  stools  in  a  case  of 
chronic  diarrhoea  contain  visible  mucus  and  blood,  and  are  passed  with  much  straining, 
special  involvement  of  the  large  bowel  may  be  diagnosed  (chronic  colitis).  Tlu*  history 
will  u.sually  point  to  the  preceding  occurrence  of  an  attack  of  acute  colitis. 

DIARRHCEA    IN    ADULTS. 

1.  Acute. — The  history  is  of  great  importance.  It  may  elicit  sonic  indiscretion  of 
diet  (the  eating  of  unripe  fruit,  etc.),  or  the  consumption  of  some  toxic  article  of  food 
(ptomaine  poisoning)  or  irritant  drug  (e.g.,  arsenic).  In  such  cases  vomiting  is  often  present 
as  well.  In  toxic  cases  there  is  great  depression,  and  a  feeble  and,  perhaps,  irregular  pulse. 
If  there  be  fever,  one  should  think  of  an  infective  cause,  such  as  typhoid  fever,  or  dysentery. 
In  the  case  of  typhoid,  enlargement  of  the  spleen  is  an  early  eontirmatory  sign,  but  is  some- 
times absent ;  spots  should  also  be  looked  for.  The  presence  of  leueopenia  may  be  of 
help,  and  the  pulse-rate  is  low  in  [proportion  to  the  temperature.  The  agglutination 
reaction  is  not  usually  obtainable  until  the  end  of  the  first  week.     In  dysentery  there  will 
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be  tenesmus,  with  blood  and  mucus  in  the  motions.  In  the  amccbie  form,  the  Amceba  coli 
may  be  found  in  the  stools  (see  Fig.  25,  p.  77).  In  the  specific  form,  the  blood  serum 
agglutinates  Shiga's  bacillus.  Similar  symptoms  to  those  of  dysentery  are  produced  by 
acute  colitis,  especially  of  the  ulcerative  form. 

Appendicitis  may  begin  with  acute  diarrhoea,  and  the  possibility  of  this  should  be 
borne  in  mind. 

In  pernicious  ancemia,  exophthalmic  goitre,  and  Addison*s  disease,  periodic  attacks  of 
acute  diarrhcca  are  apt  to  occur.  The  other  characteristic  signs  and  symptoms  of  these 
affections  will  be  present.  (See  AXiEMiA,  p.  24  ;  and  Pigmentation  of  the  Skin,  p. 
528). 

Finally,  it  should  be  remembered  that  even  although  diarrhcea  is  due  to  a  new  growth 
in  the  bowel,  it  may  begin  acutely,  and  a  rectal  examination  should  never  be  omitted. 

2.  Chronic — Chronic  diarrhoea  in  the  adult  may  be  the  result  of  several  causes,  of 
which  the  following  are  the  chief  : — 

Impaired  Gastric  Digestion  (gastrogenic  diarrhoea). — The  looseness  tends  to  occur  in 
bouts,  with  intervals  of  freedom.  The  stools  contain  fragments  of  connective  tissue  and 
show  under  the  microscope  an  excess  of  unaltered  muscle  fibres.  A  test  meal  reveals 
absence  or  great  diminution  of  gastric  juice  (achylia). 

Impaired  Pancreatic  Digestion  (pancreatic  diarrhoea). — The  stools  are  pale  or  white 
in  colour,  ver\'  offensive,  and  show,  on  cooling,  solidified  fat  masses  ;  microscopically  they 
exhibit  excess  of  fat  globules  and  fatty  acid  cr\'stals  along  with  undigested  muscle  fibres 
and  starch  granules. 

iMcal  Conditions  in  the  Colon  : — 

(a),  Fcecal  Impaction  (paradoxical  diarrhoea). — This  variety  is  commonest  in  elderly 
|)ersoiis.  Rectal  examination  reveals  retained  faeces,  and  faecal  masses  may  perhaps  be 
felt  through  the  abdominal  wall.     A  thorough  evacuation  arrests  the  discharges. 

(6).  New  Growth. — There  is  nothing  absolutely  characteristic  about  this  form  of  diar- 
rhoea, but  the  motions  are  often  explosive  and  tend  to  occur  in  the  early  morning.  Blood 
may  be  present  in  the  stools,  but  not  always.  Digital  examination  of  the  rectum  or  the 
use  of  the  sigmoidoscope  will  reveal  a  growth.  It  should  be  noted  specially  that  neither 
a  sudden  beginning  of  the  symptoms  nor  the  youth  of  the  patient  excludes  the  possibility 
of  growth. 

(r).  Chronic  Catarrh  of  the  Colon  or  Rectum. — The  diarrhoea  in  this  variety  tends  to 
be  in  the  early  part  of  the  day  ('morning  diarrhoea'),  the  stools  are  \yell-dige8tcd  and 
may  or  may  not  show  visible  mucus.  Examination  with  the  sigmoidoscope  will  show  a 
catarrhal  condition  of  the  mucous  membrane  if  the  disease  affects  the  pelvic  colon.  In 
cases  in  which  the  chief  seat  of  the  affection  is  higher  up,  it  may  only  be  possible  to  arrive 
at  a  diagnosis  by  the  method  of  exclusion. 

(d).  Ulcerative  Colitis. — The  stools  are  frequent,  usually  small,  often  passed  with  some 
straining,  and  contain  visible  mucus,  blood,  and  shreds.  The  sigmoidoscope  reveals  ulcera- 
tion of  the  mucous  membrane.  The  ulceration  may  be  dysenteric  or  non-dysenteric  in 
nature,  but  the  history  will  usually  enable  one  to  make  the  distinction. 

Catarrh  of  the  Small  Intestine. — The  stools  are  usually  copious,  fluid,  free  from  visible 
mucus  or  blood,  unless  the  colon  be  involved  as  well,  and  show  under  the  microscope 
impaired  digestion  of  all  the  food  constituents  and  the  presence  of  bile-stained  particles 
of  mucus.     Sometimes  the  diagnosis  can  be  arrived  at  only  by  exclusion. 

If  catarrh  of  the  small  intestine  be  diagnosed,  one  has  to  determine  its  cause.  The 
chief  things  to  think  of  are  :  cardiac  disease  or  cirrhosis  of  the  liver  producing  chronic 
venous  stasis  in  the  bowel  ;  phthisis  or  other  forms  of  tuberculosis ;  chronic  nephritis  ; 
alcoholism  and  the  ingestion  of  irritants  (e.g.,  arsenic,  antimony). 

Lardaceous  Disease  is  a  rare  cause  of  chronic  diarrhoea  nowadays,  and  is  not  likely  to 
occur  unless  there  be  signs  of  waxy  disease  elsewhere,  e.g.,  in  the  spleen,  liver,  or  kidneys. 
There  may  be  a  history  of  prolonged  suppuration  or  tertiary  syphilis. 

Tropical  Diseases. — The  two  chief  tropical  diseases  causing  chronic  diarrhoea  are, 
besides  chronic  dysentery  already  mentioned,  sprue  and  hill  diarrhoea. 

In  sprue  the  pale,  frothy,  and  copious  stools  are  characteristic,  besides  the  presence  of 
i\  painful  stomatitis  involving  the  tongue  and  lining  membrane  of  the  mouth.  It  should 
always  be  thought  of  as  a  possibility  in  the  case  of  a  patient  who  has  lived  in  the  East. 
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Hill  diarrhceOj  which  is  closely  allied  to  sprue,  is  met  with  chiefly  in  Europeans  on 
their  going  to  the  hills  after  living  in  the  tropical  lowlands.  The  diarrhoea  tends  to  occur 
chiefly  in.  the  early  morning,  the  stools  being  copious,  pale,  and  frothy.  The  diarrharu 
is  accompanied  by  much  flatulence  and  distention. 

Nervous  Causes, — If  all  the  above  causes  of  a  chronic  or  recurring  diarrhoea  can  be 
excluded,  one  may  be  dealing  with  a  case  of  nervotAS  diarrhoea,  which  is  characterized  by  a 
tendency  for  the  bowels  to  act  directly  after  a  meal  (lientery)  or  on  excitement  or  under 
emotional  influences.  A  good  many  cases  of  so-called  ^  morning  diarrhoea  *  are  of  this 
type,  though  in  many  there  is  a  catarrhal  basis  as  well.  The  history,  the  presence  of  other 
evidences  of  nervous  irritability,  and  the  fact  that  the  general  health  and  nutrition  arc 
well  maintained,  all  yield  conflrmatory  evidence.  Frequent  action  of  the  bowels  may 
accompany  tabes  dorsaliSy  either  in  a  late  stage  when  sphincter  trouble  has  arisen,  or  earlier 
in  the  form  of  rectal  crises  analogous  to  the  more  familiar  gastric  crises  of  this  disease. 

Robert  Hutchison, 

DIAZO-REACTION. — The  diazo-reaction  of  Ehrlich  is  obtained  in  certain  urines 
on  testing  them  with  the  following  solutions  : — 

(1)  Sodium  Nitrite    ...     0*5  gram   '      (2)  Siilphanilie  Acid       -         -     O*.*!  gram 
Distilled  Water  -         -         -     100  c.c.  Hydrochloric  Acid   -         -     0*5  c.e. 

Distilled  Water         -         -    100  c.c. 

A  strong  solution  of  ammonia  is  also  required,  and  all  should  be  freshly  prepared. 
To  a  drachm  of  sulphanilic  acid  solution  add  a  drop  of  sodium  nitrite  solution,  mix  with 
a  drachm  of  the  urine,  and  add  ammonia  to  excess.  A  normal  urine  turns  brownish - 
yellow  ;  when  the  reaction  is  positive  the  mixture  turns  deep  red,  and,  most  characteristic 
of  all,  the  froth  produced  on  shaking  the  test  tube  is  rosy  red. 

It  is  often  regarded  merely  as  an  obsolete  test  for  typhoid  fever  ;  but  it  occurs  in 
many  other  conditions — it  is  an  indication  of  abnormal  protein  metabolism,  leading  to 
the  elimination  of  certain  aromatic  substances  which  react  in  this  way  to  diazo  compounds. 
The  following  are  some  of  the  conditions  under  which  the  diazo-reaction  has  proved 
positive  : — Many  fevers,  such  as  diphtheria,  er>'sipelas,  measles,  pneumonia,  scarlet  fever, 
typhoid,  typhus  ;  cachectic  states,  such  as  advanced  phthisis,  cancer,  cirrhosis,  syphilis. 
malaria,  grave  anaemias  ;  and  as  the  result  of  poisoning  by  certain  drugs,  such  as  chrysarobin. 
guaiacol,  carbolic  acid,  or  opium. 

Clearly  a  reaction  which  occurs  under  so  many  difTcrent  circumstances  can  have  hut 
a  limited  value.  There  are  some  who  say  that  it  has  no  value  at  all  ;  others,  however. 
find  it  of  clinical  use  in  the  following  respects:  (1)  It  is  never  normal  ;  (2)  It  is  more 
constantly  present  in  cases  of  typhoid  than  in  any  other  fever,  so  that,  other  things  beinj; 
ec|nal,  the  presence  of  the  diazo-reaction  may  help  in  diagnosing  typhoid  fever,  though 
the  converse  is  not  true  ;  (3)  In  cases  of  phthisis  a  iK)sitive  diazo-reaction  is  a  sign  of  ill- 
omen,  whilst  should  the  diazo-reaction  disappear  after  it  has  been  present,  this  is  evidence 
of  material  improvement,  even  though  the  physical  signs  remain  the  same. 

Herbert  Fnneh. 

DILATATION  OF  THE  HEART.— (See  Eni.ak(;k.mi:nt  of  tiik  Hi: aht    j).  206.) 


DILATATION  OF  THE  STOMACH  presents  itself  clinically  under  two  totally 
different  aspects  :   (1)  Acute  ;   (2)  Chronic, 

Acate  Dilatation  of  the  Stomach  is  genenilly  a  serious  complication,  or  often  rather  a 
fatal  catastrophe,  arising  in  the  course  of  some  other  condition,  especially  :- 

After  0{)eration8,  notably  laparotomy,  per-      In   the   course   of  acute    levers,   especially 

formed  for  whatever  cause  lobar  pneumonia 

After  alnlominal  injury  In    the    eoiu'sc    of    chronic    heart    failure, 

es|)eeially  in  had  cases  ol  mitral  j^tcnosis. 

The  diagnosis  is  generally  easy  ;  it  is  the  relief  of  the  acute  dilatation  that  is  so  difhcult. 
The  blown-up,  drummy  abdomen,  the  constant  effort  to  bring  up  wind,  sometimes  in  vain. 
sometimes  with  copious  and  recurrent  eructations,  often  with  ominous  hiccough,  are 
familiar  and  much  to  be  dreaded.  Sometimes  shortly  before,  s<mietinu's  just  after,  death, 
immense  quantities  of  blackish  brown  or  dull  greenish  brown  fluid  flow  from  the  mouth 
and  nostrils,  and  the  wonder  is  how  it  can  all  be  coming  fn)m  one  stomach.  The  dilatation 
Itself  is  of  the  nature  of  acute  paralysis  of  the  gastric  walls,  and  the  final  outflow  of  fluid 
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—  which  gushes  out  rather  than  is  vomited — is  caused  by  the  pressure  of  the  gas  associated 
with  it,  and  not  by  active  contractions  of  the  stomach  musculature. 

Chronic  Dilatation  of  the  Stomach  is  due  to  totally  different  causes,  which  may  be 
divided  into  two  main  groups,  namely  : — 

1.  Those  associated  with  stenosis  at  or  on  either  side  oj  the  pylorus  due  to  : — 

Cicatricial  fibrosis  of  an  old  simple  gastric  ulcer 

Cicatricial  flbrosis  of  an  old  duodenal  ulcer 

Adhesions  around  or  near  the  pylorus,  the  result  of  former  local  peritonitis  due  to 
such  causes  as  :  Former  gastric  ulcer  ;  Former  duodenal  ulcer  ;  Gall-stones.  In 
many  cases  adhesions  are  found  without  any  ascertainable  cause. 

Carcinoma  of  the  pylorus                        '  Rarities,  such   as  calcified  retroperito- 

Carcinoma  of  the  duodenum  neal  cyst ;  hydatid  cyst  at  the  portal 

Carcinoma  of  the  gall-bladder  fissure  ;   huge  renal  tumour. 
Carcinoma  of  the  head  of  the  pancreas 

2.  Dilatation  without  obstruction  : — 

Atony.     Over-distention  by  gas  or  excess  of  food  or  drink. 

In  the  consulting  room  the  two  most  suggestive  signs  of  dilatation  of  the  stomach  are  : 

(1)  A  gastric  succussion  splash,  audible  or  palpable  over  a  much  wider  area  than  normal. 
The  mere  presence  of  succussion  is  not  ah  indication  of  dilatation,  for  a  normal  stomach 
containing  fluid  and  gas  gives  marked  succussion.  The  point  to  determine  is  the  area  over 
which  the  succussion  is  heard ;  and  if  it  extends  right  across  the  epigastrium  and  down  to 
the  umbilicus,  or  below  it,  when  the  patient  is  lying  down,  dilatation  is   almost  certain. 

(2)  Visible  gastric  peristalsis  over  an  unduly  large  area  (p.  521).  The  most  important 
symptom  when  there  is  pyloric  stenosis  is  the  vomiting  at  ifelatively  long  intervals  of  larger 
quantities  of  material  than  were  consumed  at  the  last  meal,  especially  if  remains  of  a  meal 
taken  the  day  before  can  be  recognized  in  the  vomit.  A  very  important  point  to  remember, 
however,  is  that  even  a  marked  degree  of  pyloric  stenosis,  with  extensive  dilatation,  may 
be  present  in  a  patient  who  never  vomits  at  all.  This  has  been  proved  again  and  again 
by  bismuth  and  a;-ray  examinations  followed  by  operation.  It  is  by  the  x-T&ys  that  the 
diagnosis  is  made  best,  especially  by  a  series  of  examinations  after  the  original  bismuth 
meal.  If  the  bismuth  is  taken  at  11  a.m.,  none  should  be  seen  in  the  stomach  at  6  p.m. 
Very  often  in  these  cases,  however,  the  black  shadow  is  still  obvious  in  the  stomach,  even 
at  11  a.m.  on  the  following  day — after  twenty-four  hours,  and  in  some  instances  for  longer 
still.  It  is  generally  easy  to  see  the  active  peristaltic  waves  of  the  stomach  at  the  same 
time,  and  thus  distinguish  between  the  dilatations  due  to  obstruction,  and  atonic  dilatation 
in  which  the  stomach  wall  has  sagged  down  and  remains  motionless  when  seen  with  the 
a!-rays  after  bismuth.  Skiagraphy  is  infinitely  superior  to  any  other  method  of  diagnosis 
in  these  cases,  and  is  replacing  diaphany,  lavage,  inflation,  and  gastric  juice  analyses  where- 
ever  available.  At  the  same  time  it  is  often  possible  to  detect  such  difliculties  as  hour- 
glass stomach,  or  to  distinguish  ulcer  from  carcinoma.  Once  dilatation  from  stenosis  has 
been  demonstrated  in  this  way,  operative  measures  are  indicated,  for  medicinal  treatment 
cannot  cure  the  mechanical  stasis.  The  further  details  of  the  diagnosis  are  arrived  at  by  the 
surgeon  ;  even  when  the  abdomen  has  been  opened,  however,  it  is  often  exceedingly 
difficult  to  decide  whether  a  given  hard  mass  at  the  pylorus  is  malignant,  or  due  to  inflam- 
matory matting  round  an  old  simple  ulcer,  and  it  may  remain  in  much  doubt  which  of 
the  two  is  present  until  one  flnds  that  the  patient  survives  for  years  after  his  gastro- 
enterostomy, and  thus  demonstrates  tliat  what  was  thought  at  the  time  to  be  a  carciiioma 
must  after  all  have  been  not  malignant,  but  the  result  of  inflammatory  matting  round  a 
simple  chronic  ulcer.  Herbert  French, 

DIPLOPIA,  or  double  vision,  may  be  either  monocular  or  binocular ;  that  is  to  say, 
an  object  may  be  seen  double  with  one  eye,  or  single  with  each  eye  separately,  and  only 
double  when  both  eyes  are  open.  To  distinguish  between  the  two  conditions  it  is  necessary 
that  each  eye  should  be  closed  in  turn.  If  with  either  eye  the  object  is  still  seen  double, 
the  diplopia  is  monocular  and  due  to  that  eye  alone  ;  if,  on  the  other  hand,  the  object 
is  seen  double  only  when  both  eyes  are  open,  the  diplopia  is  binocular,  and  due  to  some 
disturbance  of  the  balance  of  the  two  eyes. 
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HoDoealar  Diplopia  may  be  due  to  :  (1)  Dislocation  of  the  lens  ;  (2)  Incipient 
cataract  :   (8)  Double  pupillary  apertures  ;   (4)  Low  degrees  of  astigmatism. 

In  a  case  of  monocular  diplopia  it  is  necessary  to  examine  the  eye  by  light  reflected 
u|K)n  the  pupil  from  an  ophthalmoscope  mirror  in  a  dark  room.  Diplopia  from  a  dislocated 
or  displaced  lens  will  only  occur  when  the  edge  of  the  lens  is  in  the  pupil,  some  rays  passing 
outside  the  lens  direct  to  the  macula,  and  other  rays,  passing  through  the  edge  of  the  lens, 
being  deflected  to  a  different  part  of  the  retina.  In  these  circumstances  the  edge  of 
the  lens  will  be  seen  in  the  pupil  as  a  dark  crescentic  opacity  of  unmistakable  form  and 
appearance.  Other  symptoms  which  may  serve  to  conflrm  the  diagnosis  are  increased  or 
irregular  depth  of  the  anterior  chamber  (the  space  between  the  iris  and  the  cornea),  and 
tremor  of  the  iris  during  movements  of  the  eye. 

Early  cataract  usually  leads  rather  to  the  appearance  of  multiple  images,  than  of 
tw^o  only,  a  candle  or  light  being  seen  as  Ave  or  six.  This  polyopia  is  due  to  the  fact  that 
the  lens  is  broken  up  by  cortical  cracks  and  opacities  into  sectors  of  varying  refractive 
power,  very  often  set  in  slightly  different  planes.  These  cracks  and  sectors  of  the  lens 
will  be  seen  easily  as  black  radial  opacities  on  illumination  by  an  ophthalmoscope  mirror, 
or  as  opaque  white  stride  when  the  eye  is  illuminated  from  the  front  by  a  lens. 

The  presence  of  two  pupillary  apertures  will  be  at  once  apparent  on  a  careful  cxaminii- 
tion  of  the  eye.  They  may  be  congenital,  or  due  to  accident  or  operation.  In  cases  of 
diplopia  due  to  multiple  pupillary  apertures,  the  double  vision  is  most  evident  when  the 
object  looked  at  is  not  in  accurate  focus. 

Should  none  of  the  three  conditions  mentioned  above  be  found,  it  is  most  likely  that 
the  diplopia  is  due  to  a  law  error  of  refraction.  In  this  condition  letters  and  test  types 
are  often  seen  accompanied  by  faint  ^  ghosts  ^  placed  either  above  or  to  the  side  of  the 
real  letters,  and  in  some  cases  overlapping  them.  This  cause  of  monocular  diplopia  can 
only  be  determined  by  a  careful  examination  of  the  refraction  of  the  eye.  The  diplopia 
is  cured  by  the  wearing  of  suitable  glasses. 

Blsoeolar  Diplopia  may  be  either  (1)  Physiological  or,  (2)  Pathological. 
Physiological  diplopia  occurs  unnoticed  in  all  normal  binocular  vision.  It  is  evident 
that  as  the  two  eyes  view  any  given  object  from  different  standpoints,  the  retinal  images 
must  differ  as  do  the  two  views  taken  by  a  stereoscopic  camera.  The  diplopia  is  not 
apparent,  however,  as  the  two  dissimilar  images  are  combined  by  the  higher  visual  centres 
of  the  brain  to  form  a  single  solid  conception  of  the  object  viewed.  The  amount  of 
dis-similarity  of  the  retinal  images  gives  the  impression  of  space  and  distance,  near 
objects  causing  images  more  unlike  than  those  formed  by  things  remotely  placed.  The 
dis-similarity  of  the  two  retinal  images  in  normal  binocular  vision,  giving  the  idea  of 
space,  is  termed  in  psychology  *  disparateness  '  or  *  disparation." 

When,  however,  owing  to  some  failure  in  the  centre  which  controls  the  mental  fusion 
of  the  two  ocular  images,  they  are  not  combined,  or  when  some  disturbance  of  the  accurately 
balanced  muscular  mechanism  upsets  the  automatic  fixation  of  both  eyes  upon  the  same 
object,  pathological  or  obvious  diplopia  results. 

Pathological  Diplopia. — Before  discussing  the  various  forms  and  causes  of  this  con- 
dition it  is  necessary  to  have  a  clear  idea  of  the  visual  process  of  localizing  objects  in  space 
— ^projection,  or  orientation. 

In  normal  binocular  vision,  looking  at  an  object  means  that  both  eyes  are  so  turned 
that  the  image  of  the  object  looked  at  falls  upon  the  central  most  acute  area  of  the 
retina,  the  macula  or  yellow  spot,  in  each  eye,  and  objects  other  than  that  directly 
looked  at  form  images  upon  the  retina  which  are  more  or  less  j)criplieral.  From  our 
experience  of  such  sensations  and  their  locality  on  the  retina  we  are  able  accurately 
to  determine  the  relative  positions  of  objects  in  space.  The  inia^je  of  any  object  will 
always  fall  upon  corresponding  areas  of  the  retina?  of  the  two  eyes.  These  areas,  thoujjh 
always  corresponding,  are  not  in  the  true  sense  of  the  word  symmetrical.  The  iniatje 
of  an  object  to  the  right  of  the  eyes  falls  upon  the  nasal  side  of  the  ri^ht  and  the 
temporal  side  of  the  left  retina  ;  but  the  corresponding  areas  are  in  normal  circum- 
stances always  stimulated  simultaneously,  and  from  these  retinal  images  is  derived  the 
idea  of  the  position  of  the  object  in  space. 

If  the  normal  relative  position  of  the  two  eyes  is  upset  in  any  way  the  image  of  an 
object  no  longer  falls  upon  two  usually  corresponding  areas,  erroneous  ideas  of  projection 
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arc  formed,  \yith  consequent  diplopia,  and  it  is  from  an  examination  of  this  diplopia 
we  can  ascertain  the  displacement  of  the  eye  and  its  probable  cause. 

For  example.  Fig,  81  represents  diagrammatically  a  condition  in  which  the  left 
is  lookinfc  at  or  fixing  the  object  O,  while  the  right  eye  is  pointing  abnormally  ini 
a  convergent  strabismus.     In  consequence  of  the  abnormal  position  of  the  right  eye, 
image  of  the  object  O  does  not  fall  upon  the  yellow  spot  on  the  macula,  /,  but  upon  a 
internal  to  it,  a.     In  ordinary  circumstances,  with  proper  fixation  of  the  two  eyes, 
object  whose  image  fell  upon  n  would  be  to  the  right  of  the  object  O,  hence  under  the 
ing  abnormal  conditions  the  right  eye  erroneously  pn)jects  the  object  O  to  the  position  0*^ 
and  a  diplopia  results  in  which  the  right  of  the  two  images  seen  belongs  to  the  right 
and  the  left  to  the  left  eye.     This  is  termed  a  homonymous  diplopia.     Fig.  82  shows  ill 
similar  manner  the  formation  of  a  crossed  diplopia  in  a  divergent  squint  or  strabis 
These  two  figures  illustrate  the  formation  of  a  diplopia  in  lateral  deviations  of  the  eyes. 


Fig.  HI. — Ilonionjinous  double  images. 


Fig.  82. — Crossed  double  iinaf^en. 


iiioment's  consideration  will  show  that  deviation  in  a  vertical  or  oblique  plane  will  equafif 
cause  diplopia,  owing  to  the  disturbance  of  the  normal  corresponding  areas  of  the  tn 
retime. 

It  will  be  seen  from  the  figures  that,  in  lateral  deviations,  a  convergent  squint  causa 
homonymous,  and  a  divergent  squint  crossed,  diplopia.     In  ocular  paralyses  the  diplopii 
will  increase  if  the  two  eyes  are  carried  in  the  direction  of  the  usual  action  of  the  paralyttA 
muscle.     As  an  example,  Fig,  81  may  be  chosen  as  a  diagrammatic  representation  of  t 
paralysis  of  the  right  external  rectus  muscle.     The  more  the  eyes  are  turned  to  the  rigi* 
the  greater  will  be  the  convergence,  owing  to  the  inability  of  the  right  eye  to  turn  to  the 
right  to  the  same  extent  as  the  left  ;  the  greater  therefore  will  be  the  diplopia  as  the  image 
of  the  object  O  falls  farther  and  farther  round  on  the  nasal  side  of  the  right  retina,  the 
object  being  projected  farther  and  farther  to  the  right.     It  will  also  be  seen  from  this  con- 
sideration that  in  a  case  of  diplopia  from  a  muscular  paralysis  when  the  eyes  arc  earned 
as  far  as  possible  in  the  direction  of  the  usual  action  of  the  paralyzed  muscle,  the  farthest 
displaced  image  always  belongs  to  the  paralyzed  eye. 

The  two  images  arc  not  equally  distinct.  That  in  the  unaffected  eye  falls  upon  the 
macula  and  is  seen  most  distinctly  ;  this  is  called  the  real  image.  That  falling  upon  the 
retina  of  the  affected  eye  is  more  peripheral,  and  therefore  not  so  definite;  it  is  termed 
the  false  or  apparent  image. 

With  the  above  considerations  in  view,  and  with  a  knowledge  of  the  individual  actions 
of  the  ocular  muscles,  it  is  easy  to  elucidate  cases  of  simple  paralysis  of  one  or  more  ocular 
muscles,  but  for  convenience  of  reference  the  chart  giving  the  position  of  the  images  in 
paralysis  of  the  various  ocular  muscles  is  reproduced  (m  the  following  page. 

Binocular  diplopia  may  be  caused,  as  suggested  above,  by  paralysis  of  ocular 
muscles,    but    it    may    also    arise    from    the    bodily    displacement    of    one    eye   from 
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orbital  growth^  abscess^   or  hemorrhage.      It  may  also  occur   after   some .  operations  for 
Unoiomy. 

Cases  of  displacement  of  the  eye  from  local  causes  can  usually  be  distinguished  from 
those  of  ocular  paralysis  by  the  indeterminate  character  of  the  diplopia,  which  is  accom- 
panied by  more  or  less  fixation  of  the  eyeball,  and  by  proptosis. 

Fig,  88. — To  Illustrate  the  Behaviour  of  the  Double  Images 
IN  Paralysis  of  the  Ocular  Muscles. 

I^ft-«ided  Right-sided 

Paralysis.  Psralysid. 

The  dotted  line*  represent  the  apparefU  image. 

External  Rectus, 

Diplopia  appears  in  looking;  toward  the  paralyzed  side. 
The  lateral  separation  of  the  images  increases  as  the  paralyzed  eye 
is  abducted. 

Internal  Rectus. 

Diplopia  on  looking  towards  the  sound  side. 

The  later  separation  of  the  images  increases  in  adduction  of  the  para- 
lyzed eye. 


t 


• 


Superior  Rectus,  • 

f  Diplopia  on  looking  up.  \ 

f  The  vertical  distance  between  the  images  increases  as  the  paralyzed  ^ 

»  eye  is  elevated  and  abdueted.  • 

'  The  obliquity  increases  in  adduction. 

The  lateral  separation  of  the  images  diminishes  when  the  eyes  are 
turned  laterally  in  either  direction. 

Inferior  Rectus. 

Diplopia  on  looking  down. 

Tne  vertical  distance  between  the  images  increases  as  the  paralyzed 
eye  is  depressed  and  abducted.  ^ 

^  The  obliquity  increases  in  adduction.  g 

%  The  lateral  separation  of  the  images  diminishes  when  the  eyes  are         &    /. 

*  turned  laterally  in  either  direction.  #    '' 


t 


Superior  Oblique. 

Diplopia  on  looking  down. 

The  vertical  distance  between  the  images  increases  as  the  paralyzed       I      \ 
eye  is  depressed  and  adducted.  |        \ 

f        I  The  obliquity  increases  with  the  abduction.  \ 

f  The  lateral  distance  between  the  imager  diminishes  when  the  eyes  ♦ 

^  are  turned  laterally  in  either  direction. 


« 


Inferior  Oblique. 

.  Diplopia  on  looking  up.  ^ 

%  The  vertical  distance  between  the  images  increases  as  the  paralyzed  f 

Ik       I      eye  is  elevated  and  adducted.  I      ^ 

♦      I  The  obliquity  increases  with  the  abduction.  I     ^ 

The  lateral  distance  between   the   images   increases   as   the  eye   is  I 

elevated  and  abducted.  I 

Isolated  paralyses  of  individual  ocular  muscles  or  groups  of  muscles  are  nearly  always 
nuclear  in  origin  ;  basal  growths  rarely  cause  ocular  paralyses  of  any  extent  on  one  side 
only,  the  affection  sooner  or  later  becoming  bilateral. 

In  some  rare  cases  of  convergent  or  divergent  s(]uint  with  absence  of  binocular  vision 
and  good  vision  in  each  eye,  there  may  be  the  power  of  alternate  fixation  with  more  or  less 
evident  diplopia.  As  a  rule,  however,  the  individual  has  the  power  of  suppressing  the 
image  of  the  squinting  eye,  obtaining  monocular  vision.  Herbert  L,  Eason. 

DISCHARGE  FROM  THE  EAR.— (See  Otorrhcea,  p.  421.) 
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DISCHARGE,  NASAL.—  A  discharge  from  the  nose  may  be  acute,  subacute,  or  chronie;] 
and  it  may  consist  of  clear  fluid  almost  like  water,  of  mucus,  muco-pus,  pus,  food  reginp* 
tated  through  the  nose,  or  blood.  For  the  differential  diagnosis  of  the  causes  of  hapiiHV-| 
rhage  from  the  nose,  see  Epistaxis,  p.  220. 

Regurgitation  of  Food  through  the  Nose  may  be  due  to  a  congenital  conditioi,| 
especially  cleft  palate  ;    to  acquired  perforation  of  the  palate,  especially  syphilitic  \  topotf-{ 
diphtheritic  paralysis  ;    or  to  much  rarer  neuro-muscular  lesions,  such  as  bulbar  paralym, 
pseudobulbar  paralysis,  or  myasthenia  gravis,  all  of  which  are  discussed  elsewhere. 

Serous,  Mucous,  and  Muoo-Puruient  Discharges  differ  from  each  other  chieflf 
in  degree,  for  that  which  may  begin  as  serous  may  later  become  muco-purulent  and  thai 
purulent,  as  is  seen  during  the  course  of  a  common  cold.  A  watery  discharge  is  sonietima 
spoken  of  as  cor^^za,  though  for  the  latter  to  be  typical  there  should  at  the  same  time  be 
watering  of  the  eyes  ;  it  is  generally  acute  in  onset,  and  the  diagnosis  of  its  cause  is  not 
diflicult  as  a  rule.     It  may  be  due  to  the  following  different  conditions  : — 


Coninioii  cold,  early  stage 

( Mi  ere  coi  ctis  caio  rrhalin) 
Lncliryniation 
Hay  fever  {coryza  e  feno) 
Meask^s 
lodisni  or  hronii^m 


Arsenic 

Local  irritants  such  as  snuff, 
ammonia  vapour,  sulphur 
dioxide,  chlorine,  and  other 
irritating  gases 

Fog 


Some    cases    of  spasmodic 

asthma 
Some    cases    of    trigeminal 

neuralgia 
Neurosis 


The  differential  diagnosis  of  these  conditions  needs  little  discussion,  a  careful  inquiiy 
into  the  circumstances  of  the  case  generally  pointing  to  its  nature  at  once.  Meada 
probably  presents  the  greatest  difficulty,  for  the  cor^'za  precedes  the  macular  eruptioo, 
and  the  patient,  generally  a  child,  may  seem  to  be  suffering  merely  from  a  severe  cold, 
when  in  reality  it  is  in  the  most  infectious  stage  of  measles.  Examination  of  the  bucctl 
mucous  membrane  for  Koplik\s  spots  (Plate  VIII)  may  sometimes  serve  to  distinguish  thii 
malady  as  long  as  two  days  before  the  eruption  appears.  These  spots  are  individually 
small,  with  a  whitish  centre  the  size  of  a  pin's  head,  surrounded  by  a  purplish  red  blush: 
in  many  cases  they  are  not  single,  but  collected  into  groups  of  from  two  or  three  to  thirty 
or  more  :  a  common  place  to  find  them  is  on  the  inner  aspect  of  the  checks  in  much  the 
same  position  as  that  in  which  one -expects  to  find  brown  pigmentation  in  Addison's 
disease  ;  but  they  should  be  looked  for  also  on  the  gums,  the  inner  aspects  of  the  lips 
and  on  the  hard  and  soft  palate. 

The  corj'za  resulting  from  iodide  or  bromide  of  potassium  or  from  arsenic  may  be  very 
severe,  and  the  patient  generally  complains  of  constantly  catching  cold,  when  in  reality 
the  symptoms  are  due  to  the  drug. 

The  term  influenza  is  sometimes  applied  to  severe  febrile  colds  associated  with 
running  of  the  eyes  and  dripping  at  the  nose,  but  it  is  often  inaccurate  to  apply  the  term 
influenza  here,  for  the  symptoms  are  more  often  due  to  the  Micrococcus  catarrhalis. 
Bacteriological  detection  of  the  Bacillus  influenzce  in  the  discharge  is  essential  if  influenza 
is  to  be  diagnosed  with  accuracy. 

Kxcessivc  secretion  by  the  lachr\'mal  glands  apart  from  emotion  may,  in  some 
instances,  lead  to  constant  dripping  of  water  from  the  nose  as  the  result  of  neurosis. 

One  rare  form  of  water\-  discharge  from  the  nose  is  the  escape  of  cerebrospinal  fluid ; 
this  fluid  is  perfectly  transparent,  like  water,  and  it  may  be  difficult  to  recognize  its  tnie 
nature  unless  there  is  a  clear  history  of  the  commonest  cause  for  the  symptom,  namely, 
an  injur>'  to  the  head  leading  to  fracture  through  the  base  of  the  skull,  involving  one  of 
the  anterior  fossa?.  The  fluid  may  drip  steadily,  at  the  rate  of  a  certain  number  of  drops 
per  minute,  and  if  it  is  collected  in  a  test-tube  it  may  be  found  to  reduce  Fehling's  solution. 

A  Purulent  Discharge  from  the  nose  may  result  from  that  which  has  been  in  the  first 
place  serous,  mucoid,  or  nuico-purulent  ;  or  it  may  have  been  purulent  from  the  beginning. 
If  it  is  acute  and  bilateral,  it  is  probably  due  to  a  local  infection  by  some  pyogenic  micro- 
organism, and  even  when  it  may  seem  to  be  due  to  nothing  more  than  a  common  cold, 
not  a  few  different  organisms  may  be  diiscovered  bacteriologically.  Staphylococci,  strepto- 
<^cci,  and  pneumococci  (see  Plate  XXVIII,  p.  614)  are  associated  not  at  all  infrequently 
with  the  Micrococcus  catarrhalis.  Influenza  bacilli  may  be  found.  In  rare  cases,  especially 
when  the  punilent  discharge  persists  longer  than  it  ought  if  it  were  the  result  merely  of  a 
cold,  and  especially  in  cases  in  which  it  is  so  acrid  as  to  produce  superficial  excoriation  and 
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soreness  of  the  edges  of  the  nostrils  and  the  upper  lip,  diphtheria  bacilli  will  be  found  more 
often  than  might  be  expected.  Nasal  diphtheria^  indeed,  is  not  altogether  unconunon, 
but  it  is  difficult  to  recognize  except  by  bacteriological  examination  of  the  nasal  dischai^. 
The  same  applies  to  two  very  much  rarer  purulent  lesions  of  the  nose,  namely  those  due 
to  gonococci  and  to  glanders.  There  may  be  a  urethral  infection  or  a  vaginal  discharge  to 
point  to  the  diagnosis  in  the  former  case,  the  patient  having  transferred  gonococci  directly 
from  the  genital  source  to  the  nose  by  means  of  the  fingers  or  a  towel.  Purulent  rhinitis 
due  to  glanders  is  fortunately  rare,  though  when  it  does  occur  it  may  escape  recognition 
entirely  in  its  curable  stage,  unless  the  patient's  occupation  as  a  groom  or  horse-dealer 
suggests  the  source  of  the  infection,  or  unless  bacteriological  methods  are  resorted  to  in 
all  eases  of  nasal  discharge  that  are  not  perfectly  straightfor%vard. 

Chronic  purulent  nasal  discharges  are  for  the  most  part  due  either  to  lesions  of  the 
mucous  membrane  or  to  the  emptying  into  the  nose  of  purulent  collections  from  the 
antrum  of  Highmore,  frontal,  ethmoidal,  or  sphenoidal  sinus,  or  from  necrosis  of  the  nasal 
bones.  The  diagnosis  may  be  obvious  enough,  but  very  often  it  is  by  no  means  easy.  It 
is  essential  that  both  nasal  cavities  should  be  inspected  directly  in  a  good  light  by  means 
of  a  speculum  and  mirror  ;  the  various  kinds  of  chronic  rhinitis  may  be  recognized  in  this 
way  ;  in  chronic  atrophic  rhinitis  the  amount  of  discharge  is  usually  small,  the  cavities  of  the 
nose  are  relatively  spacious,  the  smell  offensive  (oza^na),  and  there  are  generally  crust-like 
deposits  upon  the  mucous  membrane.  Chronic  hypertrophic  rhinitis  may  also  produce 
a  ver>'  offensive  smell,  a  considerable  purulent  discharge,  and  difficulty  or  even  inability 
to  breathe  through  the  nose  owing  to  the  bulging  of  the  inflamed  mucous  membrane. 
There  may  or  may  not  be  polypi  at  the  same  time,  and  perhaps  adenoids  and  enlarged 
tonsils  owing  to  the  necessity  for  breathing  through  the  mouth.  Membranous  rhinitis  is 
not  a  distinctive  variety,  it  being  more  or  less  an  accident  whether  the  inflamed  mucous 
membrane  produces  a  membranous  exudate  or  not ;  the  discovery  of  membrane  would 
suggest  diphtheria,  but  bacteriological  examination  alone  can  determine  whether  the 
lesion  is  diphtheritic  or  not.  Syphilis  is  responsible  for  a  large  number  of  the  cases  of 
ozsena  and  chronic  rhinitis,  especially  of  the  atrophic  form,  but  it  is  not  responsible  for 
all,  and  the  diagnosis  as  to  whether  the  lesion  is  syphilitic  or  not  will  rest  upon  concomitant 
signs  elsewhere,  upon  the  history,  and  upon  the  result  of  Wassermann's  reaction.  Necrosis 
of  the  nasal  bones,  if  it  occurs  spontaneously,  is  often  syphilitic,  but  it  may  also  result 
fn>ni  an  injury-,  such  as  a  blow  ;  the  deformity  which  follows  the  falling  in  of  the  bridge 
of  the  nose  is  chanicteristic. 

Tuberculous  rhinitis  is  rare.  There  is  a  variety  of  nose  affection  called  rhinitis  caseosa, 
but  this  is  acute  and  not  tuberculous  ;  the  appearances  might  at  first  suggest  that  the 
nost»  was  filled  with  a  yellowish  diphtheritic  membrane,  but  on  cultivation  no  diphtheria 
bacilli  are  to  be  found  ;  what  micro-organism  is  the  cause  of  the  cheesy  exudate  in  these 
cases  is  not  known  ;  if  left,  the  underlying  mucosa  is  apt  to  ulcerate,  but  under  simple 
antiseptic  treatment  cure  results  in  a  week  or  a  little  more.  Rhinoliihs,  although  they 
may  cause  persistence  of  a  nasal  discharge,  are  not  in  themselves  a  primary  condition, 
but  rather  the  result  of  preceding  rhinitis.  Endothelioma,  carcinoma,  or  sarcoma  affecting 
the  nose  are  not  common  except  as  the  result  of  direct  spread  to  its  interior  from  the  lip, 
jaw.  cheek,  or  forehead.  Sometimes,  however,  considerable  nasal  discharge  may  result 
fn>ni  the  growth  of  a  semi-malignant  tumour  known  as  recurrent  fibroma  or  fibrosarcoma 
arising  from  the  external  periosteum  of  the  basi-sphenoid  bone,  thus  obstructing  the  back 
of  the  nose,  and  detected  by  a  digital  examination  via  the  mouth. 

A  foreign  body  inserted  into  the  nose  by  a  child  or  by  an  insane  person  may  produce 
ilamage  associated  with  a  purulent  discharge,  which  may  persist  even  after  the  foreign 
UmIv  has  been  detected  and  removed. 

Lupus  of  the  nose  is  hardly  ever  primarj-,  and  although  it  may  destroy  the  margins 
and  lead  to  a  purulent  discharge  from  the  nostrils,  the  diagnosis  is  generally  clear  from 
the  a[)ple-jelly  de|)osits  in  the  adjacent  skin  of  the  cheeks.  RodctU  ulcer,  on  the  other 
hand,  though  starting  in  the  skin,  may  spread  deeply  into  the  nose,  causing  destruction  of 
cartilage  and  bone,  with  pain  and  purulent  discharge.  Whereas  lupus  starts  in  early  adult 
life,  n)dent  ulcer  begins  at  or  after  middle  age.  Histological  examination  may  be  required 
to  distinguish  it  from  epithelioma^  though  the  latter  is  likely  to  fungate  more  and  to  have 
advanced  more  rapidly  than  rodent  ulcer  does  ;    the  latter  may  have    existed  for  years 
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obsen'ation  only  when  the  infection  has  tracked  its  way  through  into  the  subcutaneous 
tissHie  so  as  to  point  above  the  eye  or  in  the  angle  between  the  latter  and  the  nose. 

Suppuration  in  connection  with  the  ethmoidal  or  sphenoidal  sinuses  can  be  little  more 
than  guessed  at  unless  special  skill  has  been  acquired  in  the  direct  examination  of  these 
air-cells.  If,  however,  there  is  a  purulent  discharge  from  the  nose  coming  apparently 
from  high  up,  in  a  patient  who  has  neither  antral  disease  nor  infection  of  the  frontal  sinus, 
and  in  whom  local  conditions  of  the  mucous  membrane  of  the  nose  itself  can  be  excluded, 
infection  of  the  sphenoidal  or  of  the  ethmoidal  cells  is  to  be  suspected.        Herbert  French, 


DISCHARGE  FROM  THE  NVPLE.  -Discliarges  from  the  nipple  may  be  divided 
into  three  classes  : — (1)  Sormal  discharges ;  (2)  Normal  discharges  at  abtwrmal  times  ; 
(:i)  Abnormal  discharges. 

Normal  IMfleliarges. — It  is  quite  natural  for  a  woman  during  the  period  of 
pregnancy  and  lactation  to  have  a  discharge  of  milk  from  the  breast.  It  is  usually  of 
KHiall  amount,  except  when  the  child  is  put  to  the  breast,  but  (xx'asionally  the  flow  at  other 
times  may  be  sufficient  to  be  distressing. 

Normal  Diadiarges  at  Abnormal  Times.-  Milk  may  come  from  the  breast  at  other 
times  than  during  pregnancy  and  lactation.  In  infants  it  may  be  found  as  the  result  of 
undue  stimulation  on  the  part  of  the  nurse,  and  it  has  been  noted  in  the  breasts  of  both 
sexes  at  the  time  of  puberty.     No  great  importance  attaches  to  it. 

Ataormal  Disdmrges. — Blood  or  Blood-stained  Discharge,  This  is  a  very  significant 
sign  and  should  not  be  neglected,  for  it  almost  always  indicates  the  presence  of  some 
abnormal  condition  in  the  breast  which  requires  c*areful  investigation.  The  commonest 
is  some  growth  involving  the  larger  ducts  in  the  neighbourho<Ml  of  the  nipple.  This  may 
be  either  innocent — a  duct  papilloma  ;  or  malignant — duct  carcinoma^  scirrhous  carcinoma^ 
or  sarcoma.  It  behoves  one  therefore  never  to  neglect  such  a  significant  sign.  When  a 
well-marked  lump  is  felt  the  diagnosis  can  usually  be  made  without  difliculty,  and  for  this 
the  reader  is  referred  to  the  article  on  Swelling.  Mammary  (fi.  685).  Difhculty  arises  when 
there  is  no  obvious  swelling.  In  these  cases  the  breast  must  be  palpated  carefully  with 
the  flat  of  the  hand  and  also  with  the  tips  of  the  fhigers,  s|)ecial  attention  being  given  to 
the  part  immediately  subjacent  to  the  nipple.  If  no  swelling  can  be  made  out,  and  the 
bleeding  remains  a  persistent  sign,  it  may  become  necessary'  to  make  an  incision  into  the 
breast  for  diagnostic  purposes,  recognizing  the  fact  that  a  papilloma  may  l>e  so  delicate 
as  to  escape  detection  with  the  finger.  Probably  the  commonest  cause  of  bleeding  is  a 
duct  carcinoma  (columnar-celled  carcinoma)  ;  after  that  duct  papilloma  and  scirrhous 
carcinoma,  and  last  of  all  sarcoma. 

A  purulent  discharge^  or  pus  mixed  with  milk,  generally  indicates  acute  suppurative 
mastitis  ;  the  other  signs  of  inflammation  or  abscess  are  well  marked  as  a  rule,  so  that  there 
is  no  difficulty  at  arriving  at  a  diagnosis.  (*hronic  mastitis  seldom  causes  a  discharge 
of  pus  from  the  nipple,  but  the  symptom  is  met  with  sometimes  when  the  lesion  is  tubercu- 
lous ;  the  discovery  of  tul>ercle  bacilli  in  the  disc*harge  will  distinguJNh  this  from  eareinoina. 
with  which  it  is  often  confused. 

A  discharge  of  serum  will  suggest  chronic  interstitial  nmstitis  with  cyst  formation, 
but  the  symptom  is  ran*. 

Hydatid  fluid  has  been  recorded  as  escaping  through  the  nipple  fn)ni  a  hydatid  cyst 
of  the  breast,  but  it  is  so  rare  as  to  be  a  pathological  curiosity.  The  nature  of  the  fluid 
would  be  recognized  by  the  flnding  of  booklets  in  it  {Fig.  18.  p.  49).  (ivorft.'  K.  (iash\ 

DISCHARGE,  URETHRAL.  Any  inflammatory^  process  in  the  urethni  causes  a 
<!ischarge.  Although  most  commonly  the  result  of  infection  by  the  gonoeoeens.  by  no 
means  every  urethritis  is  of  this  nature,  and  bacteriological  examinations  show  that  other 
organisms  l>esides  the  gonococcus  may  produce  a  urethral  discharge  and  the  same  sym- 
ptoms as  an  acute  gonorrhcra.  Further  than  this,  a  purulent  diseharge  may  occur  in 
which  no  micro-organisms  can  be  found  :  for  instance,  when  the  urethni  has  been  injured  or 
subjected  to  irritation  by  the  injection  of  strong  solutions,  or  when  it  contains  a  fon»ign  body. 
such  as  a  calculus  or  a  retained  catheter.  It  is  stated  that  a  urethral  discharge  may  be 
associated  with  gout  and  rhmmatism  :  but  although  a  few  cases  of  the  former  have  come 
under  my  care,  I  liave  been  unable  to  prove  that  the  small  amount  of  discharge  was  not 
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the  remains  of  a  former  uncured  urethral  infection,  or  that  it  was  directly  due  to  the 
source  as  the  arthritic  symptoms. 

There  is  no  doubt  that  an  acute  urethritis  may  be  caused  by  other  organisms  thM 
the  gonococcus,  and  sometimes  there  is  considerable  trouble  in  completely  curing  it 
These  cases  may  cause  complications  in  the  genito-urinary  organs  similar  to  those  die 
to  the  gonococcus,  such  as  prostatitis,  epididymitis,  or  cystitis.  They  may  arise  by  tl» 
infection  of  the  urethra  by  septic  instrumentation,  or  after  connection  with  a  wonw 
subject  to  leucorrh(ra.  A  careful  bacteriological  examination  should  always  be  made: 
more  than  once  the  reputation  of  a  wife  has  been  at  stake  until  it  was  proved  that  tk 
husband's  urethritis  was  of  staphylococcal  and  not  gonorrhoea!  origin.  An  acute  urethiilii 
may  accompany  a  ha^matogenous  urinar^*^  infection  ;  for  instance,  an  acute  pyelitis  dv 
to  bacillus  coli  may  be  followed  by  acute  cystitis,  prostatitis,  and  urethritis  in  whidi  M 
other  organism  but  Bacillus  coli  can  be  found. 

Gonorrhoeal  Urethritis  is  due  to  the  infection  of  the  urethra  by  the  gonococcin  of 
Neisser  {Plate  XXVIII,  Fig.  R,  p.  614).  In  form  it  is  a  diplococcus  with  flattened  sur&cci 
approximating  each  other  ;  it  stains  readily  with  basic  aniline  dyes,  but  difTers  from  oUkt 
diplococci  in  being  decolorized  by  Gram's  stain.  The  gonococcus  is  seen  in  a  stained 
specimen  to  be  intracellular,  penetrating  not  only  the  leucocj'tes  but  also  the  epitbeM 
cells  found  in  a  smear  preparation,  and,  though  the  cocci  may  be  found  also  between  the 
cells,  their  appearance  in  the  cells  is  strong  evidence  of  their  specific  nature. 

In  any  case  presenting  a  purulent  discharge  from  the  urethra,  it  is  necessar>%  in  order 
that  appropriate  treatment  may  be  carried  out,  to  ascertain  the  extent  of  the  infectioii. 
not  only  in  the  urethra  itself,  but  also  in  the  other  organs  of  the  genito-urinar\'  appantw. 
For  the  purposes  of  clinical  investigation,  the  urethra  is  divided  into  anterior  and  posterior 
[K)rtions,  separated  by  the  membranous  urethra,  the  anterior  comprising  the  bulbous  and 
penile  urethra,  and  the  posterior  the  prostatic  portion.  A  urethritis  is  also,  according  to 
its  clinical  aspect,  acute  or  chronic,  the  acute  form  being  characterized  by  a  thick,  creamy, 
purulent  discharge,  with  pain,  and  the  chronic  by  a  thin,  gre>ish,  mucopurulent  dischaigr. 
Acute  gonorrhoea  affects  not  only  the  superficial  layers  of  the  urethral  mucous  membranr. 
but  also  the  sub  epithelial  tissues  and  the  glandular  elements,  causing  a  leucocytic  infil- 
tration. The  tendency  of  the  inflammation  is  to  spread  backwards  along  the  canal,  so 
that  the  prostatic  urethra  may  become  infected,  even  in  the  acute  stage,  though  roost 
frequently  this  occurs  at  a  later  period  ;  the  prostatic  and  the  ejaculatorv^  ducts  may 
become  infected,  and  the  inflanmiation  may  spread  to  the  seminal  vesicles,  epididynies. 
or  testes.  In  the  acute  stages  of  the  disease,  the  infection  of  the  anterior  urethra  is  accom- 
panied, as  a  rule,  by  redness  of  the  external  meatus,  scalding  pain  during  micturition, 
and  painful  erections  ;  occasionally  all  pain  is  absent,  especially  in  patients  previoush* 
infected  with  gonorrha»a.  If  the  anterior  urethra  be  irrigated  with  sterile  water  or  saline 
solution,  the  urine  passed  immediately  afterwards  will  be  quite  clear  ;  or  without  irrigating, 
if  the  urine  be  passed  into  two  glasses,  the  first  portion  will  be  turbid  from  admixture  with 
the  urethral  discharge,  whilst  the  second  |)ortion  remains  clear. 

\Vhen  the  jK)Sterior  urethra  becomes  infected  in  the  acute  stages,  the  symptoms  are 
much  more  severe.  Micturition  is  more  painful  and  greatly  increased  in  frequency,  both 
(lay  and  night,  the  patient  often  being  obliged  to  pass  urine  ever\'  half-hour.  Even  after 
irrigating  the  anterior  urethra  the  urine  passed  will  be  turbid  with  pus  that  lias  aeetimii- 
lated  in  the  prostatic  portion  or  passed  backwards  into  the  bladder,  and  the  terminal  urinf 
may  be  tinged  with  blood.  In  these  circumstances  it  may  be  necessary  to  eliminate  aciik 
prostatitis  or  prostatic  abscess,  either  of  which  may  complicate  an  acute  posterior  urethritis. 
In  either  condition,  micturition  may  be  very  painful,  or  there  may  be  acute  retention : 
the  temperature  will  be  niised,  and  in  cases  of  abscess  there  is  often  a  rigor  ;  upon  rectal 
examination,  the  prostate  is  found  much  swollen,  hot  to  the  touch,  and  extremely  tender, 
whilst  with  an  abscess  a  soft  fluctuating  area  may  be  felt.  An  acute  posterior  gonorriioro 
is  practically  always  accompanied  by  infection  of  the  bladder,  and  the  diagnosis  between 
it  and  cystitis  is  practically  impossible. 

I'nder  suitable  treatment  an  acute  urethritis  may  remain  confined  to  the  anterior 
urethra  and  clear  up,  but  in  less  favourable  easi^s  a  slight  discharge  remains.  If  this 
continues  for  longer  than  six  weeks  after  the  initial  onset,  it  is  spoken  of  as  chronic  gonor- 
rho'a  or  gleet.    The  discharge  is  small  in  amount,  thin  and  watery,  or  may  be  so  slight  as 
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only  U  be  present  in  the  morning  after  a  long  period  of  freedom  from  urination,  or  as 
filaments  in  the  urine.  There  is  no  pain  or  increased  frequency  of  micturition,  and  there 
is  no  difference  in  the  subjective  symptoms  between  an  anterior  and  a  posterior  infection, 
although  in  most  cases  of  chronic  gonorrhcea  both  are  present. 

In  any  case  of  chronic  urethral  discharge,  examination  should  be  conducted  to 
ascertain  not  only  the  seat  of  infection,  but  also  the  nature  of  the  lesion  promoting  the 
discharge.  Thus,  the  patient  should  be  directed  to  hold  urine  for  at  least  three  hours 
l>efore  he  presents  himself  for  examination,  when  the  anterior  urethra  may  be  irrigated 
thoroughly  by  a  fairly  forcible  stream  of  sterile  water,  the  urinary  meatus  being  alter- 
nately occluded  and  opened  during  the  process,  so  that  the  whole  length  of  the  anterior 
urethra  is  distended  by  the  fluid.  The  washing  is  then  examined  for  any  threads,  which, 
if  present,  must  proceed  from  the  anterior  urethra.  The  patient  is  then  directed  to  pass 
urine  into  two  separate  glasses  ;  if  there  is  turbidity  due  to  excess  of  phosphates,  this  is 
crleared  by  the  addition  of  acetic  acid,  when,  if  any  threads  or  plugs  of  muco-pus  are  present 
in  the  Arst  specimen,  they  probably  arise  from  the  posterior  urethra,  whereas  pus  and 
turbidity  of  the  second  show  that  cystitis  is  present  in  addition.  If  there  be  any  threads 
in  the  posterior  urethra,  or  if  only  a  small  amount  of  discharge  is  present,  it  is  advisable 
first  to  fill  up  the  bladder  with  sterile  fluid  by  direct  Janet  irrigation,  after  which  the 
prostate  is  massaged  by  a  finger  in  the  rectum,  and  the  patient  is  again  directed  to  pass 
the  fluid  from  the  bladder.  Plugs  of  muco-pus  will  be  found  if  chronic  prostatitis  is 
present.  In  any  case  the  threads  from  either  the  anterior  or  posterior  urethra  should 
be  spread  as  a  fllm,  stained,  and  examined  under  a  microscope  for  pus  and  micro- 
organisms. 

If  the  remaining  infection  is  found  to  be  limited  to  the  anterior  urethra,  the  latter 
should  be  examined  under  direct  vision  by  the  endoscope.  A  few  minims  of  a  3  per  cent 
solution  of  cocaine  are  injected  into  the  urethra  and,  with  aseptic  precautions,  the  largest 
sized  endoscope  tube  that  the  meatus  will  admit  comfortably  is  passed  for  about  an  inch. 
The  canal  is  then  illuminated,  and  at  the  same  time  distended  with  air  by  means  of  the 
inflating  bellows  attached  to  the  instrument  ;  each  part  of  the  anterior  urethra  can  then 
be  examined  successively  as  the  endoscope  tube  is  passed  gradually  on  until  the  membranous 
|)ortion  of  the  canal  is  reached.  It  will  be  found  much  better  to  examine  the  urethra  in 
this  manner  than  by  flrst  passing  the  instrument  to  the  full  extent  and  examining  the 
c*jinal  as  it  is  withdrawn,  for  any  infection  of  the  urethra!  glands,  infiltration  of  the  walls, 
or  granular  areas  are  observed  under  aero-distent  ion  before  the  instrument  has  passed 
€)ver  them.  When  the  whole  length  has  been  examined  under  distention,  the  air  is  allowed 
to  escape  by  opening  the  window  of  the  instrument,  and  the  canal  again  examined  from 
behind  forward  by  gradually  withdrawing  the  tube,  normal  urethral  walls  falling  together 
in  a  characteristic  striated  manner,  which  is  altered  into  a  slight  rigidity  by  infiltration, 
whilst  at  the  same  time  glandular  infection  or  ulceration  is  again  seen.  Similarly,  a  definite 
stricture  or  a  small  polypus  which  may  keep  up  a  slight  urethral  discharge  can  be  dia- 
j^nosed  with  certainty,  and  any  local  treatment  for  the  various  lesions  applied.  Hy  careful 
examination  conducted  on  these  lines  we  are  able  to  determine,  not  only  which  part  of 
the  urethni  is  producing  the  discharge,  but  also  the  nature  of  the  lesion,  so  that  appropriate 
treatment  can  be  carried  out.  In  most  cases  in  whioli  a  gleet  remains  in  spite  of  treatment 
with  various  kinds  of  injections,  it  will  be  found  that  there  is  an  infection  of  the  posterior 
urethra  or  prostatic  ducts,  which  no  urethral  injection  except  a  complete  irrigation  into 
the  bladder  will  reach.  There  is  often  no  abnormality  to  be  detectcfi  on  digital 
cxaniiu'ition  of  the  prostate  per  rectum  ;  but  after  urethra!  irrigation  the  secretion 
squeezed  out  from  the  prostate  by  massage  will  usually  sliow  pus  corpuscles  in  addition 
to  the  refractilc  globules  and  epithelium  which  are  contained  in  the  normal  prostatic 
se:*reti(m.  In  other  cases  of  obstinate  chronic  urethritis,  a  distinct  infiltrative  process 
will  be  found  in  the  anterior  urethra,  a  process  which  results  in  rigidity  of  the  urethral 
wall,  and  in  severe  cases  leads  on  to  stricture.  The  urethra!  glands  are  implicated,  and 
their  s<?cretion  gives  rise  to  the  filaments  in  the  urine.  This  infiltration  is  seen  readily 
by  urethrosc»opy,  but  it  may  be  imperceptible  on  the  passage  of  a  sound.  The  urethral 
meatus  is  the  narrowest  part  of  the  canal,  and  a  sound  which  will  completely  fill  the  meatus 
may  still  pass  steadily  through  an  in'iltrated  portion  of  the  urethra,  even  when  its  normal 
c*alibre  is  diminished  considerablv. 
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In  spite  of  all  forms  of  treatment,  a  slight  urethral  discharge  occasionally  persists, 
and  the  physician  may  be  asked  if  any  infection  remains,  or  whether  a  patient  may  be 
allowed  to  marry.  A  chronic  urethral  discharge  may  contain  gonococci  or  may  be  entiidy 
free  from  any  organisms.  Obviously,  if  any  gonococci  are  found,  the  discharge  is  stii 
infectious,  but  there  is  often  difficulty  in  detecting  the  organism  in  these  chronic  casoi 
whilst  in  some  they  may  be  found  if  any  slight  exacerbation  of  inflammation  occun. 
Other  cases  again  show  a  chronic  urethral  discharge  which  resists  all  treatment,  but  which 
contains  a  few  pus  and  epithelial  cells,  though  no  organisms  can  be  found.  That  puscdb 
are  present  in  this  small  urethral  discharge  is  no  detriment  to  marriage,  provided  that  no 
gonococci  can  be  found,  and  in  practice,  if  no  cocci  are  found  after  irritation  of  the  urethn 
by  irritant  injections,  instrumentation,  or  the  free  use  of  alcohol,  on  several  successi\-e 
examinations,  marriage  may  be  permitted. 

A  urethral  discharge  may  in  rare  cases  be  present  in  other  conditions  than  that  produed 
by  gonorrhoia  or  septic  urethritis,  and  as  difficulty  may  arise  if  one  of  these  cases  be  met 
with,  it  is  necessar>'  to  mention  them. 

Herpetic  Urethritis. — ^The  mucous  lining  of  the  urethra  is  undoubtedly  affected  by 
herpes  in  the  same  manner  as  other  mucous  membranes,  frequently  as  a  tertiary  kM 
of  syphilis.  There  is  irritation  of  the  urethra  during  micturition,  and  a  slight  muco-puni- 
lent  discharge  from  the  meatus.  The  small  vesicles  may  be  seen  by  the  endoscope,  and 
may  be  associated  with  herpes  of  the  prepuce. 

Soft  Sores  in  the  Urethra  are  distitictly  uncommon.  They  occur  in  the  terminal 
portion  of  the  urethra,  and  cause  painful  micturition  and  a  profuse,  thin,  purulent  dis- 
charge, which  contains  no  gonococci.  There  may  be  other  sores  on  the  glans  penis,  and 
an  ulcerated  surface  will  be  seen  on  endoscopic  examination.  They  occur  within  a  few 
days  of  infection,  and,  if  extensive,  may  produce  narrowing  of  the  urethra  on  healing. 

Sypliilis  may  affect  the  urethra  either  as  a  hard  chancre  or  as  a  gumma. 

The  Chancre  occurs  in  the  anterior  end  of  the  urethra,  forming  a  firm  indurated  int» 
which  can  be  felt  readily  on  external  palpation.  The  meatus  is  cedematous  and  swoUcn. 
so  that  the  introduction  of  an  endoscopic  tube  is  impossible  ;  there  is  a  thin,  purulent 
and  often  blood-stained  discharge  from  the  meatus.  A  urethral  chancre  must  be 
diagnosed  carefully  from  peri-urethral  infiltration  due  to  urethritis  ;  the  period  of  incuba- 
tion from  the  time  of  infection,  the  presence  of  small,  hard  inguinal  glands,  the  occurrence 
of  secondary  lesions  of  syphilis,  and  Wassermann's  serum  test  will  point  to  the  diagnosis. 

Gummata  of  the  urethra  give  rise  to  a  watery  urethral  discharge  when  they  break  down 
and  cause  ulceration.  They  may  ulcerate  through  the  canal  and  form  fistula?,  but  may 
usually  be  recognized  on  careful  examination. 

Papillomata  of  the  Urethra  may  occur  either  in  the  anterior  or  posterior  portion, 
as  small,  pedunculated  tumours  in  the  canal,  and  frequently  as  a  sequel  to  a  chronic  gonor- 
rhoea. They  may  arise,  however,  in  the  urethra  of  a  patient  who  has  never  had  urethritis. 
They  cause  a  thin,  scanty  discharge,  which  does  not  yield  to  injections  ;  they  are  seen 
readily  through  the  endoscope. 

Carcinoma  of  the  urethra  is  very  rare  as  a  primary-  disease,  and  in  the  few  cases 
recorded  has  been  in  association  with  stricture.  It  forms  a  tumour  in  the  urethra  palpable 
from  the  exterior,  and  causes  painful  micturition  with  a  blood-stained  discharge,  and 
enlargement  of  the  inguinal  glands.  Suspicion  of  carcinoma  should  arise  if  a  hard,  irregular 
tumour  be  felt  in  the  course  of  the  urethra,  without  gonorrhoeal  infection,  in  an  cideriy 
patient,  but  the  final  diagnosis  depends  on  histological  examination  of  a  portion  of  the 
growth. 

Tuberculosis  of  the  Urethra  is  always  secondary-  to  disease  elsewhere  in  the  genito- 
urinary tract,  usually  of  the  prostate  or  seminal  vesicles. 

Foreign  Bodies  in  the  Urethra  may  cause  a  purulent  urethral  discharge  if  they 
remain  in  the  canal  for  any  length  of  time.  They  may  be  introduced  through  tlie  meatus 
by  intent — matches,  pins,  etc.  :  or  a  piece  may  be  detached  from  a  damaged  catheter; 
or  a  small  calculus  may  come  down  from  the  bladder  and  be  arrested.  In  the  latter  case 
the  history  is  usually  clear — sudden  stoppage  of  the  stream  of  urine  during  micturition, 
with  penile  pain  ;   a  calculus  may  hv  felt  from  the  exterior  or  seen  through  the  endoscope. 

R,  II,  Jocelyn  Stcan- 
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IMSCHARGEy  VAGINAL. — In  order  to  recognize  the  varieties  of  pathological  vaginal 
discharges,  it  is  first  important  to  realize  \vhat  the  noinial  secretions  found  in  the  vagina 
consist  of.  The  secretion  normally  present  must  be  a  mixture  of  those  from  the  uterine 
body,  cervix,  and  vrginal  wall.  That  from  the  uterine  body  is  watery  and  small  in  amount, 
whilst  that  from  the  cervix  is  thick  and  mucoid,  but  clear  and  transparent,  like  unboiled 
white  of  egg.  The  vaginal  secretion  is  merely  a  transudation  of  plasma  from  the  vessels, 
inixed  with  desquamated  vaginal  epithelium,  and  in  virgins  looks  like  unboiled  starch 
mixed  with  water.  Naturally  it  is  very  ?mall  in  amount.  The  bulk  of  the  secretion  found 
in  the  vagina  comes  from  the  cervix,  because  there  are  far  more  glands  there  than  in  any 
other  part  of  the  genital  tract. 

The  secretion  from  Bartholin's  gland,  which  is  thin  and  mucoid,  may  be  copious  under 
sexual  excitement,  but  under  normal  conditions  is  absent,  and  so  docs  not  contribute  to  the 
secretions  in  the  vagina.  The  vaginal  mixed  secretions  are  acid  in  reaction,  owing  to  the 
f:resence  of  lactic  acid  produced  by  a  long  bacillus  which  is  found  normally  in  the  vagina. 
On  the  other  hand,  the  unmixed  uterine  secretions  are  alkaline.  Normally,  the  amount 
of  mixed  vaginal  secretion  should  do  no  more  than  just  moisten  the  vaginal  orifice.  When 
the  amount  is  so  great  as  to  moisten  the  vulva  and  consequently  stain  garments,  the 
Kecretion  is  pathological. 

The  composition  of  an  abnormal  secretion  varies  considerably  according  to  the  source 
from  which  most  of  it  comes.  The  commonest  type  is  the  thick  white  or  yellow  discharge 
associated  with  inflammatory*^  changes  in  the  cer\*ix.  It  contains  a  large  proportion  of 
mucus,  many  leucocytes,  masses  of  shed  epithelium  from  the  vagina  ('  squames '),  and 
bacteria  of  various  kinds.  This  is  quite  typical,  and  is  produced  by  cndocervicitis  and 
crnical  erosions  of  the  various  kinds.  When,  however,  there  is  a  corporeal  endometritis 
present  as  well,  the  discharge  becomes  thinned,  white,  or  yellow,  on  account  of  tiie  admixture 
<if  much  watery  secretion  from  the  body  of  the  uterus.  The  yellow  colour  is  due  to  the 
admixture  of  red  blood  corpuscles,  and  in  some  cases  the  fluid  may  become  actually  blood- 
stained. Menorrhagia  accompanies  these  discharges  and  serves  to  distinguish  a  mixed 
corporeal  and  c^r\'ical  endometritis  from  a  simple  cervical  catarrh.  Microscopically  the 
films  made  from  the  mixed  cases  show  proportionately  less  mucus,  but  otherwise  the 
constituents  are  the  same. 

Vaginitis  rarely  exists  alone,  but  when  it  does  occur  the  discharge  is  thick  and  pasty 
if  it  is  a  simple  catarrhal  condition  :  pasty  on  account  of  the  large  admixture  of  des(|uamate(l 
vaginal  squamous  epithelium.  On  the  other  hand,  in  granular  catarrhal  vaginitis  the  dis- 
charge is  much  more  purulent  and  copious  owing  to  the  exudation  of  more  fluid  from  the 
exposed  blood  capillaries.  This  is  the  kind  of  discharge  associated  with  traumatism  of 
the  vagina,  especially  from  the  irritation  of  badly-fitting  pessaries,  and  actual  ulceration 
as  in  decubitus  ulcers  on  prolapsed  portions.  Practically  no  nuicus  is  found  in  such 
discharges  unless  the  cervix  shares  in  the  inflammatory  process. 

There  is  nothing  characteristic  of  gonorrhoea!  discharges  to  the  naked  eye  or  on  simple 
microscopical  examination.  The  detection  of  the  gonococcus  alone  can  decide  the  question. 
This  is  often  a  matter  of  great  difficulty,  because  it  is  only  in  the  few  days  immediately  after 
infection  that  the  gonococcus  can  be  found  free  in  the  vaginal  discharge.  In  chronic  cases 
the  gonococcus  must  be  looked  for  in  two  places,  either  the  interior  of  the  cervix  or  in  the 
urethra  and  Skene's  tubes,  which  open  by  the  sides  of  the  meatus  urinarius.  The  best 
plan  is  to  take  some  discharge  from  within  the  cervix,  after  carefully  wiping  away  discliurges 
from  the  os  uteri  with  sterile  wool,  using  a  Fergusson's  speculum.  This  discharge  should 
he  sprea<i  on  a  glass  slide  and  put  by  to  dry.  A  second  film  on  another  slide  should  then 
he  made,  by  squeezing  the  urethra  from  behind  forwards  and  mopping  up  any  secretion 
thus  made  to  appear  on  the  meatus.  After  drying  in  the  air  the  films  should  be  fixed  by 
passing  through  a  flame,  and  then  stained  by  Gram's  method,  followed  by  neutral  red  as 
a  counter-stain.  In  films  prepared  in  this  way  gonoeocei  are  stained  red  whilst  organisms 
which  retain  Gram's  stain  appear  deep  violet  or  black.  The  gonoeocei  are  usually  found 
in  the  cytoplasm  of  the  polymor|)honuelear  leucocytes  {Plate  A' AT///,  p.  (n4). 

Offensive  smelling  vaginal  discharge  is  associated  with  decomposition,  and  it  nuiy  be 
that  the  discharge  itself  is  decomposing  because  it  cannot  escape  fast  enough  from  the 
passage,  or  that  the  source  of  the  discharge  is  a  decomposing  substance  like  a  sloughing 
fibroid  or  necrotic  carcinoma  of  the  cenijc.     In  the  two  latter  cases  the  discharge  is  copious. 
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tvatorii'.  and  blood -stained,  with  a  horribly  fcctid  smell.  When  the  discharge  itself  is  decom- 
|>osin);,  it  in  usually  thicker  and  purulent,  and  is  conunonly  retained  by  pessaries  or  by 
redundant  folds  of  ^'aginal  mucous  membrane.  In  old  women  a  foul  discharge  may  come 
from  the  interior  of  the  uterus,  a  pyometra  :  in  which  case  pus  can  be  made  to  flow  from 
the  OS  uteri  by  squeezing  the  uterus  or  passing  a  sound.  It  is  due  to  stniU  endomtlrilis. 
the  result  of  infection,  and  is  often  associated  witli  cancer  of  the  body  of  the  uterus. 

Watery  blood-stained  discharge,  not  offensive,  occurs  in  cancer  of  Ihe  body  of  tht  uUnt*. 
in  early  cancer  of  Ihe  ceivLr,  with  mucoit*  pol^t,  placental  polgpi,  and  hydaltdiform  moU. 
The  differential  diagnosis  of  these  conditions  cannot  be  made  from  the  discharge  alone, 
but  must  rest  upon  physical  examination  combined  with  the  use  of  the  microscope  upon 
materials  removed  from  the  uterus. 

Vaginal  coals  may  be  compose:!  of  coagulated  surface  epithelium,  the  result  of 
astringent  injections  or  ap)>lications.  and  are  easily  recognized  with  the  microscope. 
Membranous  flakes  may  be  passed  with  discharge  in  cases  of  membranous  vaginitis.  They 
consist  of  vaginal  epithelium  entangled  in  coagulated  blood  plasma,  and  present  quite  u 
different  appearance  to  casts  of  coagulated  epithelial  layers.  These  membranous  masses 
may  be  seen  lining  the  whole  vagina,  and  are  generally  due  to  special  organisms.  The 
diphtheria  bacillus  {Plate  XXVJIl,  p.  014)  has  lieen  found  to  be  Ihe  causal  agent  in  such 
cases,  and  in  one  investigated  by  the  writer,  the  Bacillus  eolt  communis  was  the  offending 
or;ranisni.  t.  C.  Sfnnf. 

DIZZINESS.~-(Scc  VKHTUiO.  p.  751.) 

DOUBLE  VISION.— {.See  Diplopw.  p.  174.) 

DROP-FOOT.— (■'>ee  Parapleuia,  p.  310  : 
and  Pahalvsih  ok  Onk  RxTRRMrrv,  Lowkr. 
p.  4fl6.) 

DROP-WRIST.— (See  .\tbopiiy.  Mistii.Mi. 
[..  55). 

DHOPSY.-(Sce  OiDKMA.    i>.  411.) 

DWARFISH  (Mlerosomla,  Nuosomla),— For 

purposes  of  diagnosis,  dwarfism  may  be  dividcil  * 
into  two  classes,  namely,  dwarfinn  the  result  of 
iteformily.  and  dtvarfism  idlhout  deformity.  Gener- 
ally speaking,  well-proportioned  dwarfs  owe  their 
defective  stature  to  a  generalized  delay  or  arrest 
of  development,  and  are  therefore  in  a  state  of 
infantilism,  whereas  deformed  dwarfs  are  stunted 
in  growth  only,  though  the  reduction  in  height 
may  he  due  rather  to  the  warping  or  collapse  of 
the  bony  frame-work  than  to  actual  curtailnient 
of  height. 

I.    DWARFISM  THE  BESULT  OF  DEFOBMITY. 

i« iii«'i»mie'^'imr'ril aueS>i»ildiri,r  u^^  '^'*'''  '''"*'  **'  dwarllsm  is  due  mainly  or  solely 

>[!' '''Ml  nnii  Ira  imm,  'P"^*'  ^Tt*',^'''  ''"i  '"  'shortness  of  the  legs.  In  most  cases  the  primary 
aiikW^iTiil^rihEni'L^  Bn'iiM'»arL-iHi.  fault  lies   in  the  skeleton,  but    occasionally    the 

tlwarftsm  has  its  source  in  deficiency  of  the  bruin. 
ami  Mill  more  rarely  is  lirouijhl  ab<iul  by  a  loral  detect  of  development  implicating  the 

.(.  Skeletal    Dwarfism    is  occaKi<uied  by: — 

(I)  Hickcts  ;  (2)  Achondroplasia;  (A)  (t*tcogcnesis  imperfecta:  (4)  Anoiteoplasia  : 
(5)  Oiteoinalaeia. 

BIckely  Dwarfism  (Fig.  83)  is  usually  morierate  in  dcgrce.'and  is  due  partly  to  actual 
^llo^tcn^nl;  of  the  bones  of  the  lower  limbs  and  partly  to  bending  (bow-legs  or  knock-knees). 
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It  nwy  also  be  the  uiittamc  al  aiileru-pusteridr  or  of  Intcrnl  ciinatiire  of  the  spino.  The 
>kull  looks  big  and  is  of  the  square  or  hot-cross-bun  ty[»e.  witli  blllftiDg  fsrehead.  The 
slinpe  or  the  nose  is  not  afTeeted.  There  is  often  a  pigeon  breast  or  u  transverse  groove 
mtinil  the  lower  part  of  the  chest  (rickety  fcirdle.  Harrison's  sulcus),  and  an  hour-)rlaKs  shaiied 
or.  at  times,  beaked  (rostrate)  |>clviK.  The  niuseles  are  well  developed,  and  the  body  is 
xgiiat  and  thickset. 

In  AeboBdrofrissla  (Fig.  80)  the  limbs  are  shorter  Dmn  in  riekels,  and  the  stature 
le-^s.  The  proportions  are  of  the  dachshund  pattern.  The  Nhortening  of  the  limbs  is  chielly 
lit  the  proximal  se);ment.  and  the  body,  thou)ih  aeliially  short,  is  relatively  lon([.  The 
lej,'s  arc  often  bowed,  and  there  may  be  bendinj;  of  the  upper  limb  bones.  The  joints  arc 
u>>ually  pn>niinent.  The  forrhead  is  bulging,  the  bridge  of  the  nose  depressed.  There  is 
t-onspieuous  lordosis,  and  the  pelvis  is  small  am]  coiitraeted.  The  muscles  are  often  dis- 
proportionately bift.  giving  the  aehondroplasie  a  sturdy  appearance  and  a  surprising  degree 
■>f  strength.  The  fingcrN  are  broad,  the  three  middle  flngeni  t>eing  of  eipial  length  anil 
divergently  tu^^■cd. 


Osteogenesis  Imperfecta  (osteo))siiiiiynisis.  fra<;iliias(issiiitii)(/''r>.  kt)  ixImriK 
l.y  brittleness  with  softening.  There  is  not  much  ilwarllnj;.  ixicpl  ii-i  llic  result 
yielding  of  the  bones,  and  the  mitseh's  are  usually  weiik.  The  diM-iise  pniliably  son 
mils  on  into  osteomnlaeia. 

Anosteoplasia,  or  cleido-eranial  ilywKstusis.  With  gemrnl  iui|niirineiil  iif  Imitk-  ) 
ciiiising  nuideratc  dwarfism,  there  is  pronounced  defect  in  tiie  rontiiilioii  of  the  niei 
iMiiies.  The  skull  is  rounded  and  br<iud.  the  face  small,  (he  deiilitinn  delayed  :  tiie  e 
are  rudimentary  or  absent.     The  <lisease  is  often  hiTcdiiiiry. 

In  Osteomalacia  the  dwarfism  is  due  almost  solely  to  the  iTiiinpling  of  I1u>  dee 
Ixine^  :  but  when  the  disease  oeciirs  in  eliiMliooil  llicrc  is  :ilsn  some  diiiiimilioii  of 
from  arrest  of  bone  growth.    The  muscles  are  conspicuoii.sty  iveuk. 
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Diagnosis  of  Skeletal  Dwarfism, — ^Though  osteogenesis  imperfecta,  rickets,  and  adu» 
droplasia  can,  as  a  rule,  be  distinguished  readily  one  from  another,  cases  occur  in  wiuc 
one  of  these  diseases  seems  to  blend  with  another,  or  at  any  rate  to  partake  of  its  chanietcii| 
In  distinguishing  rickets  from  achondroplasia  it  must  be  remembered  that  the  most  (to'l 
acteristic  features  of  rickety  dwarfism  are  the  bending  and  the  post-natal  origin,  and  ■(  I 
achondroplasia  the  shortness  of  the  limbs  (micromelia)  and  the  pre-natal  origin.  'The 
enlargement  of  the  ends  of  the  bones  which  is  so  distinctive  of  rickets  disappears  as  the 
disease  settles  down  and  the  bones  continue  to  grow,  whereas  in  the  h>7>erplastic  fonnof 
achondroplasia  it  remains  throughout  life.  Extreme  softening  must  cause  us  to  suspeit! 
osteogenesis  imperfecta  or  osteomalacia,  even  if  there  are  rickety  enlargements  as  writj 
especially  if  the  bending  continues  to  increase  after  the  age  of  six  years. 

Dwarfism  may  be  due  solely  to  spinal  curvature.  If  a  kyphosis  it  is  usually  the  rfsoltj 
of  tuberculous  disease  (caries)  of  the  spine,  but  is  occasionally  a  local  manifestation  of 
rickets,  or  possibly  of  osteomalacia.  When  of  rickety  origin  there  is  not  only  kyphosis  of  { 
the  dorsal  region,  but  a  compensator^'  lordosis  of  the  dorso-lumbar.  If  it  begins  in  middle 
or  old  age  it  is  usually  osteo-arthritic,  but  as  a  rare  event  it  may  be  due  to  osteomabdi 
(o.  senilis).  In  the  latter  event  the  softening  is  usually  confined  to  the  spine  and  pdvii. 
and  may  take  place  with  extraordinary  rapidity,  and  be  followed  by  gradual  hardeimf 
and  fixation  in  the  deformed  position. 

Scoliosis  is  usually  of  mixed  origin,  the  main  factor  being  an  inherent  laxity  of  tissor 
showing  itself  in  weakness  of  the  back  muscles  and  of  the  spinal  ligaments.  This  hxit\' is 
supplemented  by  faulty  positions  of  standing,  sitting,  etc.,  or  by  the  injudiekms  we  of 
stays.  But  it  is  probable  that  spinal  curvature  of  sufficient  severity  to  produee  dwaifism 
is  invariably  the  result  either  of  rickets  or,  in  rare  cases,  of  a  mild  and  local  form  of 
osteomalacia. 

B,  Cerebral  Dwarfism. — This  fonn  of  microsomia  is  most  pronounced  in  miieneepludft, 
but  hydrocephaly,  porencephaly,  imbecility,  or  any  degenerative  cerebral  afrectkm  of  evhr 
progressive  development  may  be  associated  with  puny  growth.  The  microoeiAalic  dmrf 
is  characterized  not  only  by  the  relative  smallness  of  his  head  (circumference  never  exceed- 
ing 17  ins.),  but  also  by  his  sloping  forehead,  projecting  nose,  and  receding  chin,  giviiv 
him  a  ferret-  or  rat-like  physiognomy.  He  is  usually  quick  of  movement,  and  restlest. 
and  is  either  imbecile  or  idiotic,  according  to  the  degree  of  his  microcephaly. 

C  Dwarfism  from  Pre-natal  Deficiency  of  the  Lower  LImtw. — ^Thls  is  of  two 
kinds  :  phocomelus  and  ectromelus.  In  phocomelus  the  defect  is  in  one  or  both  of  the 
proximal  segments,  leaving  the  hands  and  feet  unalTected,  so  that  the  individual  affectetl 
resembles  a  penguin  or  a  seal  (phoca).  In  ectromelus  there  is  absence  of  part  or  whole  of 
the  limbs  from  the  feet  up. 

If.    DWARFISM   THE  RESULT  OF  DEFECTIVE  GENERAL   DEVELOFMEfiT.     INFANmiSI. 


Well-proportioned  dwarfs  are  not  invariably  of  backward  development,  for  we  meet 
with  men  of  excellent  development,  who,  if  not  actual  dwarfs,  are  so  dwarfish  in  stature 
that  we  have  to  admit  the  possibility  of  the  existence  of  a  true  dwarfism  in  which  there 
is  no  infantilism.  Nevertheless,  generally  speaking,  the  dwarf  of  correct  proportioas  is 
affected  with  infantilism. 

To  Distinguish  Infantilism  from  simple  Dwarfism. — Dwarfism  is  a  defect  of  growth, 
whereas  infantilism  is  a  defect  of  development.     In  determining  whether  development  is 
implicated,  stature,  ossification,  and  sex  development  are  of  great  but  not  decisive  import- 
ance.    Thus  infantilism  may  co-exist  with  gigantism  :   and  the  ossification  in  some  cases' 
of  symptomatic  infantilism  is  not  only  not  delayed,  but  may  be  actually  premature.    It 
is  also  premature  in  progeria.     Moreover,  a  sexually  mature  child  of  five  or  six  does  not 
cease  to  be  a  child  because  its  ossification  and  sexual  condition  resemble  those  of  an  adult. 
Evidently   therefore   neither   height,   nor  sex,   nor  ossification   is  a  cardinal   feature  of 
infantilism.     Indeed,   in   some  cases  of  sexual   ateleiosis  the  presence  of  infantilism  is 
determined  by  the  child-like  stature,  proportions,  and  physiognomy  alone,  the  individual 
being  in  all  other  respects  a  well-developed  human  being. 

The  Forms  of  Infantilism. — Infantilism  may  be  widespread  among  whole  races  or 
nations  (racial   infantilism),  or   may   select   certain    individuals   or   families,    and  occur 
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(rpidemically  or  sporadically  ns  morbiil  intantilism  among  people  of  ordinary  development. 
Morbid  infantilism  is  of  two  sorts,  namely,  symplomalic,  the  result  of  causes  ;  and  essential, 
or  ciyptogenetic. 

A.  SrniptoiiiaUG  Infantilism. 

This  is  seldom  or  never  of  extreme  degree,  has  no  uniform  type  of  pliysiognomy,  and, 
being  an  acquired  condition,  is  never  transmitted.  It  is  best  classified  according  to, the 
nature  of  the  cause  by  which  it  is  produced. 

It  may  be  the  result  of  intoxicalioti  with  the  poison  of  syphilis,  wine,  tobacco,  or  with 
that  of  rheumatic,  scarlet  or  other  fever,  or  with  lead.  Herter  clainis  that  the  intoxication 
may  arise  from  over-abundance  of  the  normal  flora  of  the  intestine  (intestinal  infantilism). 

It  may  be  the  result  of  correlalion,  as  when  it  is  associated  with  kyphosis  or  with 
splenomegtdy,  or  with  hypfrlrophic  cirrhosis  of  the  liver.     I'erhaps  the  best  example  of  this 


form^of  infantilism  is  that  wliicli  is  associated  with  tnicTorepliithj.  In  sotnc  microceplialic 
dwarfs  there  is  not  only  an  impairment  of  growth,  constituting  dwarfism,  but  the  develop- 
ment of  the  whole  body  is  stayed,  apparently  because  it  is  the  custom  for  a  certain  develop- 
ment of  the  body  to  go  with  a  certain  size  of  the  brain,  and  such  customs  arc  liable  to  be 
maintained  even  under  abnormal  conditions.  Dwarfs  with  diminnti\'c  heads  niuy  be  of 
just  proportions  and  of  fairly  good  intelligence,  provided  the  jjrowtli  of  the  body  is  so 
rctanled  that  it  remains  in  keeping  with  the  growth  of  the  brain.  In  thymic  infantilism 
tiiere  Is  fatness  with  ansniia.  and  liability  to  symopal  attacks,  which  often  end  in  death. 
It  may  be  due  to  the  deficiency  of  a  hormone  which  ordinarily  stimulates  ilevclopment. 
There  are  two  forms  :  (a)  thyroid,  and  (6)  Pituitary'. 


UWAUFISM  ]9J 

The  eyes  remind  one  o(  the  obliquely-set  eyes  of  the  Chinaman,  but  it  is  sometimes 
(tifTicuit  to  make  out  the  resemblance.  The  ligaments  are  la\.  and  mongnis  are  liable  to 
berome  krock-kneed  and  to  have  *  double- jointed '  thumbs.  There  is  often  some 
valvular  affection  of  the  heart. 

In  a  given  case  of  intantilisn)  it  may  be  impossible  to  say  how  much  Is  due  t»  correla- 
tion, how  much  to  intoxication,  how  much  to  homionir  deficiency,  and  hnw  much  to  mere 
liu*k  of  nutrition.  This  may  be  said,  e.g.  of  cariiiac,  or  arterial,  of  renal,  and  of  j>Bnereati(' 
infantilism. 

Cardiac  infantilism  exists  when  there  is  some  ilotninalinj;  incapacity  of  the  cunliac 
valves.  Sometimes  there  seems  to  be  a  dehrient  development  of  the  whole  arteriiil 
system,  eonstitutinf;  atinngiophmlie  infantilism  (Fif.  1)1). 

In  pancrtatic  infantilism  there  arc 
imlications  of  pancreatic  ineompctenee. 
The  stools  arc  fatty,  copious  or  frei]iicnt. 
%M\e  an<\  offensive,  Capsides  i)f  io<loforni 
enclosed  in  a  glutoid  envelope  (Sahli's 
capsules)  are  soluble  only  in  the  pan- 
rreatic  secretion,  and  are  therefore  not 
■lissolved  in  this  form  of  infantilism. 
The  infantilism  is  improved  by  pan- 
creatic extract. 

Heiial  infantilism  is  consecutive  to 
<4ir<inic  Bright's  disease,  and  is  suggested 
when  there  are  polyuria,  albiuninurin. 
or  other  symptoms  of  Bri)fht"s  disease. 
and  no  indication  of  a  prior  syphilitic 
ur  other  intoxication. 

B.  EsscdUsI  or  Crjrptogenetlc    In- 


This  is  distinguishe<I  frou)  sympton)- 
atic  infantilism  by  its  pronounced  degr<;e, 
by  its  seemingly  spontaneous  appearance, 
and  occasionally  by  its  heredity.  There 
arc  two  forms  :  alelfio»i»  and  progiria. 

Aleleiosis  {Fig.  02)  is  primary,  spon- 
taneous infantilism.  It  may  begin  at 
any  age  of  progressive  develop  me  lit,  and 
its  characters  are  for  the  most  )>art  thos<- 
normal  to  the  age  of  its  first  appearance. 
It  usually  begins  in  infancy  or  early 
childhood,  and  the  size,  projiortions.  and 
physiogncwny   of   this    time    of    life   arc  pj^  p. .  .p^, 

perpetuated.     It  is  prone  to  be  as.soei-         ""  «'''ii.Mi.  i™i 
ated  with  cryplorehism,  or   with   some         hnir. ' 'nn' mr  i 
corresponding    ill  -  deveIo]>menl    of    the         11!^ 'Si'iiv^  ""'  ""'^'^  "fiiw  ""i"-  <••  H"-  iinniiiiMiin-  m 
ovaries,    causing    divergence    into    two 

varieties,  sexual  and  asexual.  In  axtjuni  alflriiisis  all  the  physical  feiiluresi)f  infniililc 
life  are  stereotyped  ;  but  in  seiunl  iiMeiuxix.  though  the  physiognoniy  and  jiroportions 
remain  infantile  or  childish,  the  onset  nf  puberty  (often  greatly  delayed)  brings  wilh  it 
sonie  accession  of  growth  and  the  addition  i)f  the  primary  and  secondary  sex  <'liiiractcrs 
of  the  adult. 

Frogeria  {Fig.  £8)  is  primary,  spontaneous  infantilism  mingled  with  premature  senility 
(senilism).  Hence,  with  shortness  of  stature  and  other  indications  of  infantilism,  there 
are  baldness,  emaciation,  arterial  sclerosis,  and  general  decrepitu<ie.  Oeath  from  angina 
jK-^-toris  or  other  senile  disease  may  ensue  at  Itl  or  even  earlier.  llnr-tiiigt  liil/or'l. 

DYSARTHRIA.~(See  Spekcu.  Ahnormai.itiks  of,  i>.  620.) 

—(See  Constipation,  p.  121.) 
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DYSMENORRHCEA 


DYSIDROSIS. — (See  Sweating,  Abnormalities  of,  p.  654.) 

DYSMENORRHCEA  owes  its  origin  to  a  variety  of  causes,  which  must  be  diffei 
carefully  in  order  that  treatment  may  be  successful.     The  following  table  presents 
causes  of  the  three  common  varieties : — 


1.  Spasmodic. 
Congenital  malformations 
Deficient  uterine  muscle 
I^ong  conical  cervix 
Stcnosed  external  or  inter- 
nal  OS 
Neurasthenia 


2.  Congestive. 

Endometritis 
Uterine  congestion 
Retroversion  and  flexion 
Uterine  fibroids 
Salpingo-o(^phoritis 
Pelvic  peritonitis 
Small  cystic  ovary 
Neurasthenia 


3.  Membranous. 


The  distribution  of  the  cases  into  these  three  classes  is  often  easy  ;   in  the  fint 
because  spasmodic  cases  are  practically  always  primary,  that  is,  they  commence  with 
onset  of  menstruation  ;    whilst  congestive  and  membranous  cases  are  secondary,  tint 
acquired  as  a  result  of  some  definite  lesion.     Further,  the^iature  of  the  pain  is  often 
ncteristic  of  the  type  of  case,  for  in  spasmodic  cases  the  pain  is  intermittent,  griping, 
•  colicky,'  commencing  at  the  same  time   as  the  blood-flow,  or  only  just  before  it. 
the  congestive  cases,  on  the  other  hand,  the  pain  is  continuous  and  aching,  and 
some  hours   or  days  before  the  flow.      In   typical   cases  also   this  pain  is  relieved 
the  flow.     In  the  membranous  cases  the  nature  of  the  pain  partakes  of  the  characten< 
both  the  former  types,  being  aching  and  continuous  first  ;    then  becoming  colicky 
spasmodic  when  the  uterus  is  attempting  to  expel  the  characteristic  membrane  or  tmiA 
and  being  finally  relieved  when  this  comes  away.     Many  cases  arc  met  with  in  whiditbC] 
pain  partakes  of  the  nature  of  both  the  congestive  and  spasmodic  types.     This  usually' 
means  that  a  woman  who  originally  had  spasmodic  dysmenorrhoea  acquires  some 
which  in  its  turn  gives  rise  also  to  the  congestive  type  of  pain. 

Having  settled  that  a  case  belongs  to  one  of  the  three  main  types,  it  is  not  very 
to  work  out  the  actual  causation.     This  is  more  difficult  in  the  spasmodic  cases  than  in  tte 
congestive,  because  the  latter  depend  upon  well-defined  lesions,  and  the  former  do  not 

Spasmodic  Cases. — The  causation  of  this  type  of  case  is  often  obscure  ;   but  a  bi- 
manual examination,  or  a  recto -abdominal  examination  in  virgins,  will  usually  reveal  a 
condition  of  the  uterus  which  can  only  be  described  as  a  congenital  malformation.    It  maj 
be  small,  but  of  the  adult  type  ;  it  often  has  an  exaggerated  anterior  bend,  the  '  cochleate* 
uterus  of  Pozzi  ;   and,  in  addition,  the  vaginal  portion  of  the  cervix  is  often  too  long,  with 
a  conical  shape,  and  a  very  small  pin-hole  external  os.     Into  such  uteri  the  sound  may 
pass  with  difficulty,  owing  to  stenosis  and  rigidity  of  the  internal  os.    The  underlying  tnie 
cause  of  the  pain,  however,  is  commonly  admitted  now  to  be  imperfect  development  of 
the  uterine  muscle,  in  itself  again  a  congenital  malformation  of  texture  occurring  in  an 
organ  whose  external  form  also  is  malformed      The  muscle  being  imperfect  it  is  also  possible 
that  the  endometrium  is  abnormal  in  these  cases,  unduly  fibrous  perhaps,  and  resistant :  a 
point  which  our  present  knowledge  does  not  prove  or  disprove.     One  proof,  however,  oC 
the  truth  of  these  views  is  the  effect  of  pregnancy  and  labour  on  such  cases.     They  are 
nearly  always  cured,  owing  to  the  great  muscular  development  during  pregnancy,  «nd 
the  extreme  stretching  of  the  lower  segment  during  labour.     Neurasthenia  also  colours 
and  increases  the  pain  in  these  cases  ;   but,  by  itself,  will  not  start  a  spasmodic  any  more 
than  a  congestive  dysmenorrhcea. 

Congestive  Cases. — It  is  unnecessary  to  differentiate  the  congestive  cases  as  tubal, 
ovarian,  or  uterine,  because  the  underlying  cause  in  all  is  uterine  congestion  accompanying 
such  lesions  as  are  shown  in  the  table.  The  differential  diagnosis  of  these  lesions  is  to  be 
made  by  a  careful  consideration  of  the  history,  combined  with  bimanual  examination  of 
the  pelvic  organs  and,  if  necessary,  curettage  of  the  uterus,  which  also  serves  to  cure  the 
cases  of  pure  endometritis.  Cases  due  to  endometritis  are  to  be  recognized  by  the  cardinal 
symptoms  of  this  lesion,  namely,  menorrhagia,  leucorrhcea,  often  blood-stained,  and  chronic 
backache.  These  symptoms  accompany  slight  enlargement  of  the  uterus  without  any  irregu- 
larity in  shape  such  as  would  occur  if  fibroids  were  present.  Simple  retroversion  and  flexion 
can  be  recognized  on  bimanual  examination  ;  the  fundus  will  be  felt  posteriorly,  the  cervix 
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looking  directly  down  the  vagina  in  a  forward  direction.  Salpingo-odphoritis  m  its  typical 
cbronic  fomi  gives  rise  to  irregular  very  tender  swellings  on  either  side  and  behind  the  uterus, 
sometimes  forming  definitely  retort-shaped  swellings,  especially  if  pus  is  present  in  the  tubes, 
giiiition  of  these  swellings  and  of  the  uterus  is  a  very  definite  sign  of  the  disease  ;  whilst 
Uie  hLstor>'  of  one  or  more  attacks  of  acute  illness,  with  pelvic  pain,  will  assist  to  make  the 
dngnosis  certain.  The  small  q^stic  ovary  may  exist  without  obvious  salpingo-oophoritis, 
■uid  without  widespread  fixation.  The  ovary  is  found  to  be  permanently  enlarged  and 
fiaregiilar  in  shape  from  the  projection  of  cysts  from  its  surface.  Neurasthenia  is  included 
^nder  this  heading  because  any  menstrual  pain  is  made  worse  by  it,  and  only  a  very  slight 
Sciion  need  be  present  for  this  nerve  weakness  to  accentuate  any  pain  arising  from  it. 

Membranous  Cases. — The  membrane,  or  cast,  is  of  two  types,  and  is  easily  recognized 
distinguished  from  other  uterine  casts,  such  as  those  formed  by  the  decidua  of  preg- 
y.  The  classical  cast  of  membranous  dysmenorrhoea  is  hollow,  triangular,  not  more 
Miiii  one-eighth  of  an  inch  thick,  and  possesses  three  openings.  This,  however,  is  not  the 
ipninon  form  :  for  in  most  cases  the  cast  is  solid,  and  formed  by  the  mucosa  being  rolled 
itself.  These  casts  contain  connective-tissue  cells  and  uterine  glands  in  a  stroma 
is  crowded  with  leucocytes.  The  solid  cast  may  be  nearly  half  an  inch  thick,  and 
microscopically  as  if  it  were  composed  of  endometrium  into  which  hsemorrhage  and 
jhncocytic  infiltration  had  occurred.  The  glands  in  it  are  broken  up,  and  often  lie  on  the 
^ntside.  These  casts  never  contain  any  compact  masses  of  large  cells  of  the  decidual  type, 
tut  an  occasional  hjrpertrophied  connective-tissue  cell  may  be  found.  Decidual  casts,  on 
Ihe  other  liand,  are  the  result  of  pre^poancy,  and  consist  of  compact  masses  of  large  poly- 
gonal cells  without  any  fibrillated  eonnective  tissue.  They  contain  glands  with  hyper- 
tn^hied  epithelial  linings,  and  often  show  large  hscmorrhagic  foci.  The  occasional  presence 
ia  them  of  chorionic  villi  absolutely  settles  the  diagnosis. 

It  must  not  be  forgotten  that  cases  of  dysmenorrhcea  may  be  mistaken  for  those  of 
abdominal  pain  due  to  other  lesions  unconnected  with  menstruation  ;  and  the  differen- 
tiation of  such  cases  may  be  a  matter  of  considerable  importance.  It  is  conceivable  that 
dvsmenorrhoea  mav  be  mistaken  for  : — 


Appendicitis 

Colic,  intestinal,  renal,  or  hepatic 
Perforated  gastric  ulcer 
Ruptured  tubal  gestation 


Torsion  of  an  ovarian  cyst  pedicle 
Hsemorrhage  from  or  into  a  Graafian  follicle 
Rupture  of  an  ovarian  cyst  or  pyosalpinx 
Dyspepsia  with  flatulent  distention. 


Obviously,  some  of  these  lesions  are  dangerous  to  life,  and  therefore  it  is  essential  that 
they  be  not  overlooked.  The  danger  of  this  occurring  is  increased  if  any  of  these  lesions 
start  at  or  near  the  expected  time  of  a  menstrual  period,  and  would  hardly  arise  at  all  if  u 
menstrual  period  had  taken  place  recently,  or  was  not  expected  for  some  days.  It  will 
be  noted  that  all  these  lesions  are  accompanied  by  sudden  abdominal  pain,  which  might 
perhaps  lead  to  a  suspicion  of  spasmodic  dysmenorrhcea,  but  hardly  of  congestive,  owing 
to  the  character  of  the  pain.  T.  G,  Sievens. 


DYSPAREUNIA,  or  painful  coitus,  may  depend  on  a  variety  of  local  lesions  which 
require  careful  differentiation  for  their  appropriate  treatment,  or  it  may  exist  when  no 
local  lesion  can  be  found  at  all.  It  is  associated  closely  with  vaginismus,  or  painful  spasm 
[>f  the  levator  ani  muscle  on  attempts  at  coitus,  and  the  same  lesions  which  cause  simple 
iyspareunia  may  also  give  rise  to  vaginismus.  It  is  remarkable  that  in  some  women  a 
small  local  lesion  will  produce  no  pain  upon  attempts  at  coitus  which  in  another  will  cause 
9ain  accompanied  by  violent  spasm  of  the  levator  ani.  In  some  cases  pain  arises  because 
rhere  is  a  difficulty  of  penetration  of  the  vaginal  orifice,  whilst  in  otliers  there  is  no  diffi- 
culty, but  pain  is  caused.  The  lesions  which  commonly  give  rise  to  dyspareunia  are  the 
bllowing  : — 


C'r>ngenital  absence  of  the 
lower  part  of  the  vagina 

Unruptured  hymen 

Inflamed  hvmeneal  orifice 

Vulvitis 

Bartholinitis 

I^ukoplakic  >'ulvitis 

Kraurosis  vulve 
D 


Neuritis  of  the  pudic  nerve 
Healed  perineal  lacerations 
Urethral    caruncle 
Urethritis 
Cystitis 

Prolapsed  tender  ovaries  with 
retroverted  uterus 


Chronic  metritis 
Salpingo-odphoritis       with 

adhesions 
Anal  fissure 
Thrombosed  and   inflamed 

piles 
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It  will  be  noted  from  a  perusal  of  tlie  above  that  the  lesions  fall  in 
according  as  the  situation  of  the  lesion  is  at  the  vulva,  the  uterus  and  o' 
passages,  or  at  the  anus  and  reetuni.  Consequently  it  is  necessary  to  cs 
examination  of  any  case  of  dyspareunia  in  order  to  And  out  whet)ier  i 
defined  lesions  are  present. 

The  eommoncst  lesion  is  certainly  inflamtd  hymtneal  remains,  very 
in  origin  and  accompanied  by  redness  and  swelling  of  the  orifice  of  the  ( 
gland.  The  lesion  is  self-evident  on  inspection,  and  the  parts  ate  acute 
least  touch.  T^ukoplakic  vulvilis  is  a  lesion  that  is  obvious  from  I 
appearance  ot  the  labia  minora,  and  causes  pain  on  account  of  the  se 
Assures  which  accompany  it.  Krauroiiia  vulva  causes  actual  contrscti 
orifice,  and  consequently  penetration  is  difficult  and  causes  pain.  T 
growth  from  the  meatus  urinarius,  canmcle,  is  self-evident  and  acut 
unlbritia  is  diagnosed  by  the  issue  of  pus  on  squeezing  the  urethra.  C, 
by  the  presence  of  pus  and  mucus  in  the  urine,  accompanied  by  frequei 
and  it  causes  pain  because  the  bladder  is  painful  in  such  cases  and 
disturbance  caused  by  coitus.  Pudic  neuritis  is  not  a  well-defined  con 
recognized  by  tenderness  along  the  pudic  nerve  just  inside  the  vaginal 
nerve  passes  along  the  inner  side  of  the  ischial  ramus.  In  pml^paed 
backward  displacements  there  is  no  pain  on  penetration  and  no  difficult; 
acute  pain.  The  condition  is  recognized  by  a  bimanual  examination, 
applying  to  salpiiigo-oSphoritis,  bearing  in  mind  that  there  is  usually 
acute  attack  of  pelvic  peritonitis  in  such  cases.  In  chronic  metritit  the 
may  be  normal,  but  the  uterus  though  normal  in  position  is  tender 
consequently  coitus  causes  pain.  Anal  fissure,  thrombosed  and  iniUm 
be  recognized  by  a  careful  examination  of  the  anus  and  rectum  by  the  fii 

In  the  cases  which  occur  without  local  lesions  the  vaginal  entianc 
be  hypertesthctic  as  a  rule,  and  penetration  is  impossible.  Such  cases 
accompanied  by  spasmodic  vaginismus.  The  most  careful  examinatk 
strate  a  lesion  in  such  cases,  and  they  are  usually  termed  '  neurotic ' 
better  term.  Such  cases  do  not  necessarily  mean  absence  of  sexual  di 
trary,  many  such  patients  are  desirous  of  the  consummation  of  marriai 
orifice,  or  even  child-bearing,  docs  not  cure  a  true  cose  of  this  nature  ;  i 
way  a  disorder  of  function  of  the  nerve  centres.  These  cases  must  be 
those  in  which  the  underlying  factor  is  absence  of  sexual  desire  and  tu 
sexual  act.  Unhappy  and  unsuitable  marriages  conduce  to  this  state 
patient  is  liable  to  complain  of  pain  when  dislike  is  really  what  is  mc 
difficulty  in  penetration  in  such  eases. 

DYSPEPSIA.— (See  Indigestion,  p.  315  ;   and  Fi^atvlencf.,  p.  I 

DYSPHAGIA  literally  means  difficulty  in  swallowing,  but  the  te 
indicate  whether  the  difficulty  is  mechanical,  nervous,  or  due  to  pain 
quently  several  entirely  different  groups  of  coses,  to  each  of  which  the  term  dysphagia  hu 
loecn  applied  : — ■ 

1.  Djrspha^a  due  to  Mechanical  Obstruction  to  the  <EMpka<ns.— The  utml 
history  of  progressive  mechanical  obstruction  to  the  cesophagus  is  as  follows  :  tbtte  ii 
little  or  no  pain,  but  the  patient  notices  that  whereas  formerly  he  could  swallow  anythinf 
witl)  ease,  he  is  beginning  to  experience  difficulty  witli  the  more  solid  kinds  of  food,  nidi 
as  meat,  dry  bread,  and  vegetables,  so  that  he  is  obliged  to  live  mainly  upon  pulpy  foods: 
milk  puddings,  gruel,  and  the  like.  Later  he  can  swallow  only  liquids  ;  ultimately  he 
finds  that  even  these  are  apt  to  be  regurgitated  soon  after  they  have  been  swallowed,  and 
there  is  often  a  sense  of  obstruction  at  some  point  between  the  level  of  the  cricoid  cartilage 
and  the  lower  end  of  the  gladiolus,  whicli  latter  corresponds,  as  regards  sensation,  with  the 
cardiac  end  of  tlie  cesophagus.  When  with  tlie  above  histor\-  the  patient  gives  a  definite 
account  of  having  swallowed  some  strong  irritant  or  corrosive  substance,  such  as  an  alkali 
or  a  niineral  acid,  the  diagnosis  of  fibrous  stricture  from  corrosive  injury  is  easy.  When 
similar  obstruction  succeeds  the  swallowing  of  a /orrigii  body,  such  as  a  tooth-plate  (Ftjg.  £4). 
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ha\'c  been  definite  (;astrlc  symptoms  before  dysphagia  set  in.  Secondary  nodules  *n 
naturally  be  looked  for,  especially  in  the  lymphatic  glands  in  the  lower  part  of  the  ned 
Hnd  in  the  liver.  A  history  of  syphilis  and  evidence  of  syphilitic  aortic  re^rj^tstka 
'especially  in  a  man  between  the  ages  of  forty  and  fifty  who  fiad  been  a  hard  nuuHHl 
worker  and  not  teetotal,  would  render  aneurysm  probable. 

When  aortic  aneurysni  can  be  excluded,  much  information  as  to  the  nature  of  u 
iFsophagcal  obstruction  may  tiometimes  be  obtained  from  the  use  of  an  oesopbagOMope, 

and  the  latter  can  be  used  at  the 
Kanie  time  in   facilitating  the 
moval  of  such  things  as  a  foinpi 

Ih/aphagia  liisoria  is  a  i 
rare  condition  due  to  compresaca 
of  the  cesophagiis  by  the  ri^t  si 
clavisn  artery  when  it  arises  fri 
the  aorta  beyond  the  left  subclsviw 
unci  passes  to  the  rifirht  side  eitfarr 
in  front  of  or  behind  the  lesophagiH; 
the  diagnosis  in  such  cases  will  be 
almost  inipossible,  though  it  m' 
be  guessed  at  if  there  were  other 
congenital  defomiities,  such  as  (' 
foot  or  trarisposition  of  the  \iai 
(Enophageal  pouchft  c 
symptoms  whicli  can  seldom  be 
interpreted  with  certainty  ui 
the  case  is  watched  Tor  some  time. 
Generally  the  patient  can  swallo* 
with  ease  on  some  days,  but  wttk 
considerable  difficulty  on  otben; 
aneurj-fan,  new  growth,  and  ti»u- 
ffiatic  or  corrosive  obstruction  to 
the  (csopliagus  will  be  excluded 
partly  by  the  results  of  x-ray  exam- 
ination and  partly  by  the  age— 
(much  cases  are  relatively  young. 
The  point  which  suggests  the  dia- 
gnosis of  a  pouch  is  that  the  patient 
who  has  been  able  to  swaUon 
perfectly  well  for  a  few  days,  and 
then  begins  to  liave  difficulty  in 
getting  the  food  down,  finds  relief 
presently  on  the  regurgitation— 
iiu  b?a°mdtoiii'n^'«'rk''Ire  Q['i^?^"!^il5''ot"a^  clcarlv  not  from  the  stomach  but 

Miun-aiiun  of  iiix  trnrtiea.  from  some  situation  higher  up — of 

a  larger  quantity  of  food  material 
than  had  been  swallowed  immediately  before,  including  perhaps  articles  which  were  taken 
one  or  more  days  previously.  The  reason  for  these  symptoms  is  that  the  pout^  docs 
not  obstruct  the  oesophagus  until  it  becomes  very  miicli  distended  by  the  gradual  accu- 
niulation  in  it  of  portions  of  the  food  swallowed,  relief  coming  when  the  greatly  distended 
sac  empties  itself  back  into  the  ccsophagus. 

2.  Dysphagia  doe  to  Nervous  Causes  without  Otistractlon.— The  two  commonest 
varieties  of  dysphagia  diie  to  purely  nenous  causes  are  probably  posl-dipbUtetitie  and 
hysterical.  The  former  is  characterized  by  regurgitation  of  the  food  through  the  nosf, 
due  to  paralysis  of  the  soft  palate  ;  inspection  may  demonstrate  the  flaccid  conditi<m  ot 
the  latter :  there  may  have  been  a  history  of  sore  throat,  of  other  cases  of  diphtheria  in 
the  patient's  neighbourhood,  or  Klcbs-Liiffler  bacilli  may  have  been  found,  ot  may  still  be 
foimd  in  the  patient's  throat.     When  regurgitation  of  the  food  through  the  nose  de\'elops 
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in  a  person  who  is  not  known  to  have  had  diphtheria,  the  symptom  will  usually  arouse 
liravr  suspicion  that  diphtheria  of  a  mild  type  has  occurred  but  has  been  overlooked.  There 
nisy  or  may  not  be  other  signs  of  peripheral  neuritis,  or  there  may  be  paralysis  of  the  ciliary 
muscles  of  the  eyes. 

IlifsUria  as  a  cause  for  dysphagia  is  familiar  enough  under  the  heading  of  globun 
hystericus,  the  diagnosis  of  which  is  not  as  a  rule  difficult,  especially  if  the  patient  be  a 
young  woman  who  bas  suffered  from  other  functional  nervous  affections,  for  ingtanee 
hysterical  aphonia. 

Less  common  varieties  of  dysphagia  of  nervous  origin  arc  : — 

Bulbar  paralytis,  in  which  the 
characteristic  and  progressive  diRiculty 
in  the  use  of  the  lips,  tongue,  pharynx, 
and  larynx  points  at  once  to  the  dia- 
gnosis, the  only  difficulty  that  may 
arise  being  pertiaps  in  distinguishing 
true  bulbar  paralysis,  in  which  the 
lesion  is  in  the  motor  nuclei  of  the 
medulla  frf>longata,  from  pseudo-bulbar 
paralysis,  where  the  lesion  is  due  to 
bilateral  cortical  softening  :  in  the  true 
form  there  is  atrophy  of  the  tongue, 
in  the  pseudo  variety  the  tongue  does 
not  atrophy,  and  chiefly  upon  this 
point     is     the     differential     diagnosis 

Syphilitic  degeneraliou  of  the 
medullary  centres  may  produce  sym- 
ptoms not  unlike  those  of  OTdinar<.- 
bulbar  paralysis,  but  it  is  generally 
dilTerentiated  by  the  fact  that  other 
eranial  nerves,  particularly  those  of 
the  eyeball,  are  probably  affected  at 
the  same  time,  and  there  may  aho  Ix- 
«rvidcncc  or  a  clear  history  of  syphilis, 
with    or    without    a    positive    Wiisscr- 


l^ad  poisoning  and  nicohitlixm  may 
also  be  responsible  for  rtegencnitivc 
lesions  affecting  the   ner\-es   concerned 

in    the  process   of  swallowing.  r^,  »7.— S):i4un"n]   lukpn    in    IliP    si'ml-UK'nil    (awilloil   nllir 

General    paralysis    of    the    insane       Ii'™.Vnonw'"i'i'i"'Mniily!"wiBiV''T^^^ 

ultimately  results   in  inability  to   SWal-         «iih»mi»nt  opcratiaii.    Ttie  blnniKh  liwl  Iwn  talwn  at  mlniitw 

low  ;   the  swallowing  rcHex  is  amongst       «Sli2^.  "       ""'  "Tsthj™'™"!!..  ;""  ••."riJirim  a-iiao-i.i 

the   very   last    to   disap)>ear.    and    the 

<liagnDsis  has  long  since  been  established  upon  other  grounds. 

Spasmodic  dysphagia,  due  to  spasn)  of  the  nuiscular  coats  of  the  o'sophiigiis  and 
pharynx,  is  probably  the  cause  of  globus  hystericus,  but  similar  spasticity  may  prevent 
swallowing  in  much  more  serious  diseases,  and  constitutes  a  jirniniTU'Ut  sym|)toni  in 
hydrophobia,  in  which  any  effort  to  swallow  liquids  produces  the  symptom  in  cxlrenic 
degree.  The  hiatorj-  of  a  dog-bite  as  a  source  of  contagion  is  the  c)ucr  jioint  in  arriving 
at   the  diagnosis. 

Myasthenia  gravis  is  a  ver\-  characteristic  disease,  in  which  the  muscles  that  are 
affected  are  perfectly  able  to  do  their  work  when  they  first  begin  to  c<mtriict.  but  heeomc 
fatigued  with  great  rapidity.  SO  that  after  the  first  few  contractions,  those  utiich  succeed 
t>ecomc  less  and  less  effectual,  until  they  cease,  and  the  affected  nuiscles  will  only  \k  able 
to  work  again  when  they  have  been  given  a  long  rest.  The  neck  nmseles.  mid  those  of  the 
eye.  larynx,  and  mouth,  become  involved  early  (Fig.  111.  p.  2:i.'i).  an<l  dilliculty  in  swallow- 
ing after  the  first  few  mouthfuls  is  sometimes  a  ehara<'teristic  feature  of  the  case.    The 
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myasthenic  electrical  reaction  (itee  Reaction  of  Degknkr.vtiok,  p.  584)  serves  t( 
tingiiish  these  cases  from  those  due  to  bulbar  paralysis. 

Finally,  there  are  very  rare  cases  in  which,  without  any  known  patholog)'.  tlie 
rrMphagus  becomes  enormously  hypertrophied  and  dilated,  and  the  patient  cannot  swaDm, 
though  a  bougie  passes  perfectly  well.  This  so-called  idiopathic  dilatation  and  h^ertnf^ 
of  the  oesophagus  is  fortunately  very  rare  ;  it  has  generally  been  regarded  as  due  to  cardifr 
spasm — an  erroneous  spasmodic  contraction  of  the  cardiac  oriHce,  which  refuses  to  rthi 
for  the  ingress  of  food  into  the  stomach  ;  but  a  more  recent  view  is  that  it  is  due,  not  to  u 
extra  spasm,  but  to  defective  relaxation  of  the  normal  tonicity^ — a  condition  to  which  the 
term  achalazin  has  been  applied.     It  IcHiI.s  to  dilatation  of  the  cesophagus  t>ehind  it, 

much  hypertrophy,  the  lattir, 
great  though  it  is.  eventually  b 
ing  to  overcome  the  neuro-muM 
lar  constriction  of  the  ssoptugi 
sphincter,  though  bougies  pMi 
without difTtculty.  Itmaybeitcot 
nized  by  the  use  of  bismuth  « 
barium  and  the  ar-rays  ^Fi•!. 
3.  Dysphagia  due  to  Hec 
cat  Defects  of  tbe  Movtii  « 
Pharynx,  the  (EsoiAagiu  bita| 
NonsaL — This  group  of  cases  m 
eludes  patients  suffering  from  siMJ 
condition-s  as  widely  cleft  palati 
syphilitic  stenosis  of  the  pharjiu 
inability  to  use  the  tongue,  eitbrr 
because  it  is  acutely  swollen  hwn 
fflossitis,  bee-sting,  or  angina  Luife- 
viei.  or  because  it  is  fixed  from 
carcinomatous  infiltration,  ai 
forth.  There  is  little  need  to  entn 
into  the  differential  diagnosis  of 
thi!t  variety  of  dysphagia,  for  it 
can  generally  be  determmed  b>' 
direct  examination  of  the  bun*! 
cavity.  Mumps,  quinsy,  and  post- 
ptiaryngeal  abscess  belong  to  the 
same  group,  the  last-named  eaus- 
in;;  niore  dyspnoea  than  dysphagia, 
iind  being  confined  to  quite  early 
Fit.  W.— SkUigrapi  in  llie  aenu-laWral  piMitioii  »tl«  lulinlidalnllon  of  childhood. 
bJHinHli  ill  «  nian,  use  *6,  taaaiug  tram  ■  tnrtlia^Aam '  ot  MiopMiiic  4.   Dysphagia   in  WUdl  Ottt 

|«iii  liner  food.    Hiul  l-een  id  man;  iili^iHnni:   had  Ut*ii  "^1  the  Is  BO  MechanlCtl  ObStTUCtlOII,  M 

!rirj:i'i^m?'s;i:s'K;'™:i;z;'^v;ri^  i"  «"<*  the  Act  ©t  swauowiBi 

UHMrMiKerosiomy.  '.Hklagnm  ftj-  Ilr.  f.  TlmrBai  HMimL\  causes  the  Patient   BD  mDch  Pali 

that  he  hesitates  to  Swallow.— 
Tlie  chief  causes  of  dysphagia  which  come  under  this  heading  arc  :  Inflammatory  affections 
of  the  mouth  iir  tongue,  including  the  different  varieties  of  slomaltlis  (p.  .^42) ;  prmpbigui 
or  etylhetna  biilhsunt  of  the  buccal  cavity,  evidenced  by  similar  eniption  upon  the  skin 
(see  BvLi.«.  p.  96) ;  ufcers  of  the  tongue,  whether  malignant,  gummatous,  tuberculous, 
or  due  merely  to  erosion  by  a  c-arious  tooth  or  an  ill-fitting  tooth-plate  :  sore  throat*  of 
various  Itinds  (see  Sore  Throat,  p.  B13) ;  pain  in  the  mouth,  lar>-nx,  or  (esophagus  after 
Hwallowing  acute  irritants  or  Hiiids  that  are  either  exceedingly  cold  or  burning  hot  ;  and 
iiijlammatory  affeetianx  oj  the  larynx  and  its  immediate  neighbourhood. 

The  nature  of  the  buccal  lesion.s  will  generally  be  indicated  by  inspection. 

The  different  varieties  of  sore  throat  niay  be  distinguished  to  some  extent  by  inspection, 
though  bacteriological  confirmation  is  usually  advisable. 

The  chief  difficulties  arise  when  the  cause  of  the  dysphagia  is  a  painful  affection  ot 
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:he  larynx.  Rarities  such  as  variolous,  lupoid,  leprous,  typhoidal,  decubital,  and  trau- 
Tiatic  ulcers  of  the  larynx  will  seldom  be  diagnosed  unless  there  is  obvious  collateral  evidence, 
i^uch  as  the  eruption  of  smalI-f>ox  uf>on  the  skin,  residence  in  leprous  countries,  prolonged 
confinement  to  bed,  and  so  forth,  to  indicate  the  nature  of  the  case.  The  commoner 
varieties  of  lar\^ngeal  trouble  which  produce  dysphagia  are  acute  laryngitis,  tuberculous 
taryugitis  with  or  without  ulcers,  carcinomatous  ulceration  of  the  larynx,  and  syphilis. 
Lan-ngoscopic  examination  is  essential,  local  antesthesia  by  the  use  of  the  cocaine  generally 
being  necessary-  first.  If  tubercle  bacilli  can  be  found  in  the  sputum,  or  if  there  are  abnormal 
MgDs  at  the  apices  of  the  lungs,  the  diagnosis  of  tuberculous  laryngitis  is  probable,  and 
the  paUid  sweUing  of  the  aryteno-epiglottidean  folds,  and,  still  more  so,  multiple  small 
ulcers  of  the  edge  or  posterior  surface  of  the  epiglottis  or  of  the  free  edges  of  the  true  or 
fdse  vocal  cords,  or  similar  ulcers  in  other  parts  of  the  larynx,  bilaterally  situated,  would 
indicate  the  diagnosis  with  certainty.  The  chief  difficulty  arises  in  the  more  chronic  cases 
in  which,  after  the  larynx  has  become  involved,  the  lung  condition  has  improved,  and 
tubercle  bacilli  may  not  be  found  in  the  sputum.  Epitheliomatous  ulceration  of  the  lar>'nx 
may  be  verj-  extensive,  and  yet  for  a  long  time  remain  confined  to  one  side  ;  this  imilateral 
distribution  of  the  infiltration  is  often  important  in  distinguishing  epithelioma  from  syphilis 
of  the  lar^'iix,  whilst  the  latter  may  also  be  distinguished  by  the  repair  which  may  ensue 
even  after  extensive  destruction  of  the  tissues^has  led  to  much  deformity  of  the  parts.  The 
influence  of  salvarsan  or  potassium  iodide  and  mercury  upon  the  lesions  may  assist  the 
diagnosis,  and  Wassermann's  serum  test  may  be  employed.  Doubt  may  remain,  however, 
and  sometimes,  where  it  is  very  important  to  arrive  at  a  certain  diagnosis  as  soon  us 
possible,  a  small  portion  of  the  affected  tissue  may  be  excised  and  examined  microscopically. 
When  tuberculosis,  syphilis,  and  new  growth  are  excluded,  and  yet  laryngitis  is  present, 
the  probability  is  that  it  is  due  to  some  infecting  organism.  Probably  the  symptoms  will 
fiave  started  more  or  less  acutely,  even  though  they  persist  and  become  chronic  ;  laryngeal 
inspection  may  show  acute  hypenemia  and  injection  of  the  parts  with  extensive  oedema 
Mrithout  ulceration,  and  the  nature  of  the  micro-organism  concerned — the  diphtheria 
[>acillus.  sireptococcus,  pneumococcus,  etc. — may  be  determined  bacteriologically  by 
preparing  cultures  from  local  swabbings.  It  is  possible,  of  course,  for  two  or  more  maladies 
to  occur  simultaneously,  and  it  is  particularly  difficult  to  distinguish  syphilitic  laryngitis 
Trom  tuberculous  in  a  syphilitic  patient  who  has  undoubted  phthisis  ;  similarly,  it  may 
be  difficult  to  distinguish  catarrhal  laryngitis  from  tuberculous  in  phthisical  patients,  and 
•io  on  ;  indeed,  in  many  instances  the  diagnosis  may  be  one  of  opinion  only.  Measles  is 
verj'  apt  to  be  accompanied  by  laryngitis,  which  may  often  be  merely  catarrhal,  but  which 
not  infrequently  is  due  to  diphtheria  developing  synchronously  with  the  measles.  In 
3rder  to  exclude  diphtheria,  it  is  always  advisable  to  take  swabbings  for  bacteriological 
investigation  even  where  it  seems  almost  obvious  that  the  laryngeal  catarrh  is  merely  part 
>f  the  general  coryza  of  measles.  In  all  these  cases  dysphagia  will  be  accompanied  by 
loarseness  or  other  alteration  in  the  voice  pointing  to  an  affection  of  the  larynx. 

Herbert  French. 

DYSPNCEA,  or  marked  difficulty  or  distress  in  breathing,  may  or  may  not  be  associated 
writh  orthopnoea  :  in  the  milder  cases  a  patient  when  at  rest  has  no  dyspnoea,  the  difficulty 
with  breathing  being  brought  out  only  by  exertion  ;  nearly  all  conditions  which  may  pro- 
luce  dyspnoea,  however,  are  capable  in  later  stages  of  producing  orthopna»a,  so  that  the 
»uses  of  dyspnoea  and  of  orthopnoea  are  similar  in  kind  though  they  differ  in  degree.  There 
s  no  need,  therefore,  to  repeat  what  will  be  found  under  the  heading  OiiTiioPNffiA  (p.  418). 
i^hilst  the  article  on  Breath,  Shortness  of  (p.  87)  should  also  be  consulted. 

Herbert  French. 

DYSTOCIA  signifies  difficult  birth  or  labour.  The  difTiculties  of  delivery  show 
themselves  by  prolongation  or  delay  in  the  completion  of  the  stages  into  whicli  labour  is 
usually  divided.  Difficult  labour  is  accompanied  by  progressive  symptoms,  objective  and 
subjective,  which  are  to  be  explained  by  physiological  exhaustion,  especially  in  its  effect 
ii|x>n  the  central  nervous  system  of  the  patient.  The  results  of  difficult  labour  are  thus 
)f  such  importance,  affecting,  as  they  do,  the  life  of  the  mother  and  child,  that  anticipation 
jf  it,  and  therefore  early  and  appropriate  treatment,  are  of  paramount  importance  in 
scientific  midwifery. 
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The  causes  may  be  tabulated  according  as  they  occur  in  the  first  or  second  stage,  tkj 
first  series  delaying  the  dilatation  of  the  cervix,  the  second  the  expulsion  of  the  child.    It  m 
not  out  of  place  in  this  connection  to  add  also  the  causes  of  difficulties  in  the  separation  ni] 
expulsion  of  the  placenta,  for  delivery  cannot  be  said  to  be  complete  until  the  placental 
expelled. 

Cai'ses  of  Delay  in  Completion  of  the  Three  Stages  of  Labour. 


15/  Stage. 

Weak  uterine  contractions 

Rigidity  of  cenix  :  relative, 
spasmodic,  cicatricial,  new 
growths 

Pendulous  belly,  causing  ante- 
version 

Early  rupture  of  membranes, 
due  to  malpresentations, 
morbid  adhesions  to  the 
lower  uterine  segment,  un- 
due friability 

Malpresentations     in    general 

Anything  which  prevents  the 
head  entering  the  lower 
uterine  segment 

Hydramnios 

Deficiency  of  liquor  amnii 

Twins. 


3rf/  Stage. 

Weak  uterine  contractioiis 
Morbid  adhesion  of  placenta 
Uterine  spasm 
'  Hour  glass '  contraction 
Adhesion  of  membranes 


2nd  Stage. 

Weak  uterine  contractions 
Secondary  uterine  inertia 
Absence  of  accessory  muscular 

effort 
Rigidity  of  vagina  and  peri- 
neum 
Loaded  rectum 
Distended  bladder — cystocele 
Contracted  p)elvis 
Pelvic  tumours :  Fibromyoma, 
ovarian  tumouis,  growths  of 
the  pelvic  bones,  hematoma, 
varicose       veins,       vaginal 
growths 
Malpresentations  ;      Occipito- 
posterior,  breech,  face,  brow, 
transverse 
Any  abnormal  enlargement  of 
'       the  child  :    Hydrocephalus, 
I       meningocele,     ascites,      tu- 
I        mours,      double     monsters, 
!        very  large  child 
:    Excessive   ossification   of  tlie 
I       head 
,    Short  cord  :   absolute,  relative    ,' 
Locked  twins  I 

From  the  above  it  will  be  seen  that  the  causes  of  delay  are  very  numerous  and  im- 
portant ;  and  the  successful  delivery  of  the  child  under  many  of  these  conditions  dependi 
very  much  on  their  anticipation,  rather  than  their  recognition  when  delivery  is  already 
dangerously  obstructed.  Consequently,  accurate  diagnosis  at  the  beginning  of  labour 
will  often  save  much  trouble  to  the  practitioner,  and  danger  to  the  mother  and  child. 
Indeed,  some  of  the  dangers  of  obstructed  labour  can  only  be  avoided  satisfactorily  b}* 
careful  examination  of  the  patient  during  pregnancy,  say  at  the  thirtieth  week.  This 
applies  specially  to  the  recognition  of  contracted  pelves,  of  pelvic  tumours,  and  sometimes 
of  malpresentations,  and  constitutes  an  important  reason  why  every  patient  should  be 
urged  to  undergo  an  examination  during  the  later  weeks  of  pregnancy. 

The  routine  method  of  examination  of  the  pregnant  woman,  whether  in  labour  or  not, 
is  the  same  ;  and  the  deductions  to  be  made  from  it  are  identical.  The  examination  is  made 
as  follows  :   first,  by  abdominal  palpation  ;   secondly,  by  vaginal  examination. 

Abdominal  Palpation. — First  feel  for  the  foetal  head  in  the  pelvis  by  the  *pel\nc 
grip,'  or  Pawlik's  grip.  In  a  primipara  the  head  should  be  well  down  in  the  pelvis ;  not 
necessarily  so  in  a  multipara.  Failing  to  find  the  head  in  the  pelvis,  palpate  for  it  at  the 
fundus  ;  failing  to  find  it  here,  it  will  be  found  in  one  or  the  other  lateral  situations.  If  the 
head  is  in  the  pelvis,  and  fixed,  there  can  be  no  pelvic  contraction  of  importance,  and 
tumours  of  the  uterus  or  ovaries  below  the  brim  are  quite  unlikely.  If,  however  the  head 
is  above  the  brim  and  movable  in  a  primipara,  pelvic  contraction  must  be  suspected,  whilst 
a  tumour  preventing  entrance  into  the  pelvis  is  a  possibility.  Pelvic  contraction  may  be 
verified  by  pelvimetry,  for  which  see  below.  Abnormal  presentations  are  recognized  by 
abdominal  palpation  ;  breech  and  transverse  by  the  actual  position  of  the  head  ;  occipito- 
posterior  by  the  presence  of  the  *  small  parts,'  arms  and  legs,  in  front,  and  the  absence 
of  the  back  of  the  foetus  ;  a  face  cannot  be  diagnosed  absolutely  except  in  mento-posterior 
cases,  when  the  groove  between  the  extended  occiput  and  back  will  be  felt  in  front  whilst 
the  head  remains  above  the  brim.  Hydranmios  may  be  recognized  if  there  be  fluctuation. 
and  the  fa*tal  parts  can  only  be  felt  by  deep  dipping  thnnigh  the  fluid.     T^eins  may  possibly 
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be  recognized  by  feeling  two  heads,  and  hearing  two  foetal  hearts  beating  with  different 
rhythms. 

Vaginal  Examination. — It  is  important  to  remember  that  very  little  ean  be  made  out 
with  one  or  two  fingers.  As  a  rule,  all  that  ean  be  noted  is  the  condition  of  //i€  canal,  whether 
narrow  or  rigid,  with  a  powerfully  acting  levator  ani  muscle,  and  the  condition  of  the  08  ;  note 
especially  its  consistence,  and  the  integrity  of  the  membranes.  It  may  not  even  be  possible 
to  recognize  the  presentation  if  this  has  not  been  made  out  by  abdominal  palpation.  If  con- 
tracted pelvis  is  suspected,  the  important  diameter,  namely,  the  diagonal  conjugate,  should 
be  measured  with  the  fingers,  and  the  true  conjugate  estimated  by  subtracting  half  an  inch 
from  this  measurement.  The  only  accurate  instrument  for  taking  this  measurement  is 
SkuUch's  pelvimeter  ;  but  its  use  requires  considerable  experience,  and,  in  genera),  the  simpler 
method  with  the  fingers  is  suHiciently  accurate  for  most  purposes.  External  measurements 
may  be  made  to  supplement  the  important  internal  one  ;  but  they  are  not  of  the  same 
practical  importance.  When  a  difficulty  arises  in  labour,  accurate  diagnosis  is  indispensable, 
and  the  whole  hand  should  be  inserted  into  the  vagina  under  ansesthesia.  The  presenting 
part  may  then  be  grasped,  and  its  absolute  character  determined.  In  this  way  occipito- 
posterior  presentations  (the  commonest  cause  of  difficult  labour)  can  be  diagnosed  with 
certainty,  and  rectified.  Hydrocephalus  may  be  recognized  by  this  manopu\Te  ;  the  hand 
may  be  pushed  on  above  the  head  without  danger  in  most  cases,  and  the  neck  felt  for  coils 
of  cord,  the  body  of  the  child  palpated  for  the  presence  of  tumours  or  enlargement  by 
ascites.  Tumours  obstructing  delivery  are  best  felt  from  the  vagina  ;  they  are  usually 
wedged  between  the  presenting  part  and  the  sacral  promontory,  part  below  and  part  above 
this  prominence.  If  fluctuating  and  soft  they  are  usually  ovarian  cysts  ;  if  hard  and 
unyielding  they  may  be  fibromyomata  of  the  uterus  ;  but  these  also  are  apt  to  soften  during 
pregnancy,  and  to  feel  like  fluid  tumours.  Tumours  of  the  pelvic  bones  are  usually  bony,  or 
cartilaginous  ;  growths  of  the  cervix  may  be  fibroid,  but  more  commonly  are  friable  carcin- 
omata,  bleeding  freely  on  examination. 

Little  more  than  the  method  of  examination  can  be  indicated  in  a  short  article  on  the 
diagnosis  of  a  case  of  difficult  labour  ;  but  too  much  stress  cannot  be  laid  on  the  value  of 
abdominal  examination  and  palpation  as  the  most  important  means  of  gaining  information 
in  any  labour. 

Delay  In  the  Delivery  of  the  Placenta,  though  not  strictly  a  part  of  difficult  labour, 
presents  difficulties  in  the  completion  of  deliver>%  and  must  not  be  overlooked.  The 
placenta  may  be  simply  retained  in  utero  ;  may  be  adherent  to  the  uterus,  totally  or 
partially  ;  or  may  be  retained  in  the  vagina.  In  the  first  case,  if  there  is  no  hapmorrhage, 
the  placenta  is  likely  to  lie  in  the  lower  uterine  segment  and  vagina,  and  is  not  expelled 
owing  to  weakness  of  the  accessory  muscles.  If  partially  adherent,  bleeding  is  certain  to 
occur,  whilst  total  adhesion  does  not  permit  of  any  bleeding.  In  any  ease  of  this  kind  if, 
after  a  sufficient  time  has  elapsed,  the  placenta  cannot  be  expressed,  the  hand  must  be 
introduced  into  the  uterus  in  order  to  diagnose  the  condition.  It  must  not  be  forgotten 
that  the  placenta  may  be  retained  above  a  spasmodic  stricture  of  some  part  of  the  uterus, 
the  so-called  hour-glass  contraction.  Haemorrhage  always  accompanies  this  condition  if  the 
placenta  is  partly  separated. 

Finally,  the  symptoms  of  exhaustion  conseciuent  upon  obstructed  labour  may  be  men- 
tioned. The  first  are  rise  of  temperature  and  increase  in  frequency  of  the  pulse-rate.  These 
afTord  very  important  indications  of  obstructed  labour,  and  assist  us  to  distinguish  this 
from  simple  delay  from  weak  uterine  contractions,  in  which  the  pulse  and  temperature 
remain  normal.  The  later  symptoms  of  obstniction,  if  not  relieved,  are  local  and  general. 
Ix)cally,  the  vaginal  secretions  fail,  the  parts  become  hot,  dr>%  and  swollen.  The  uterus  con- 
tracts powerfully,  and  may  go  into  a  tetanic  condition,  usually  known  as  tonic  contraction,  in 
which  case  the  uterus  is  hard,  never  relaxing,  and  is  tender  to  the  touch.  The  exact  opposite 
occurs  in  uterine  inertia,  when  the  uterus  remains  flaccid,  along  with  a  normal  pulse  and 
temperature.  Later  still,  vomiting  may  occur,  signs  of  septic  infection  may  appear,  and 
rupture  of  the  uterus  may  take  place  owing  to  the  dangerous  thinning  of  the  lower  segment 
when  tonic  contraction  supervenes.  This  series  of  symptoms  should  never  occur  in  properly 
conducted  midwifery  ;  their  possible  occurrence  should  always  be  anticipated  by  correct 
diagnosis  early  in  labour,  followed  by  inmiediate  appropriate  treatment.  T.  a.  Stevens. 
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EAR,  DISCHARGE  FROM.— (See  Otorrhcea,  p.  421.) 

EARACHE  is  the  term  usually  applied  to  the  pain  experienced  in  acute  inflammal 
of  the  middle  ear.     It  is  most  acute  when  suppuration  ensues.     There  are,  however, 
number  of  other  conditions — many  of  them  of  great  importance — which  also  give 
otalgia  or  to  pain  roughly  localized  by  the  patient  to  the  ear. 

In  acute  otitis  media  the  pain  is  usually  dull,  continuous,  and  throbbing,  with 
exacerbations  in  which  the  pain  shoots  to  the  occiput,  to  the  top  of  the  head,  or  f< 
to  the  temporal  region.     It  is  usually  worse  at  night — indeed  it  may  disappear  in  the  day- 
and  it  is  increased  by  pressure  over  the  tragus  and  on  opening  the  mouth.     Not  infreq^ 
there  is  some  tenderness  over  the  mastoid  process.     There  is  always  some  impairment 
hearing.     In  adults  there  will  probably  be  a  slight  rise  of  temperature  ;    in  children  the 
temperature  may  rise  to  103°  F.,  or  more,  the  pain  is  often  very  acute,  and  constitu 
symptoms  may  be  very  marked,  with   convulsions,  vomiting,  and  delirium.     Such 
may  be  mistaken  for  meningitis,  especially  in  children  too  young  to  talk  ;  but  in  these  Wt 
patients  attention  may  be  directed  to  the  trouble  by  the  extreme  tenderness  of  the  fttfcded; 
ear,  the  least  manipulation  of  which  may  cause  the  child  to  scream.     In  young  cfaOdifi 
the  presence  of  cerebral  symptoms  with  pyrexia  should  always  lead  to  a  careful  examin- 
ation of  the  ears.      The  presence  of  optic  neuritis  favours  a  diagnosis  of  extension  of  the 
inflammation  to  the  interior  of  the  cranial  cavity,  but  this  is  not  a  universal  rule,  for  casei 
are  recorded  in  which  otitis  media  by  itself  has  caused  optic  neuritis.     Attacks  of  eandK 
in  childhood  arc  frequently  caused  by  adenoids,  and  indeed,  acute  otitis  media  is  pat' 
tically  always  caused  by  an  extension  of  inflammation  from  the  nasopharynx  along  the 
Eustachian   tubes.     VVlien   suppuration   occurs,   the   membrane  becomes   perforated,  pM 
escapes,  and  the  pain  usually  ceases.     When  it  persists,  the  perforation  is  probably  too  snol 
to  allow  of  satisfactory  drainage  of  the  pus.    Examination  of  the  tympanic  membrane  b^ 
means  of  a  speculum  will  show  redness,  loss  of  lustre,  and  probably  bulging  of  the  rooi* 
brane,  with  blurring  of  the  handle  of  the  malleus. 

Chronic  middle-ear  suppuration  is  usually  painless.  When  necrosis  occurs  pain  is  oltei 
present  and  may  be  very  acute,  but  this  is  by  no  means  invariable,  and  some  cases  rf 
extensive  caries  are  remarkably  free  from  pain. 

Pain  and  tenderness  over  the  mastoid  process  are  also  present  in  acute  mastoid  absent 
and  periostitis. 

Pain  in  the  ear  may  also  be  caused  by  the  following  lesions  of  the  external  auditory 
meatus,  which  may  be  diagnosed  on  examination  through  a  speculum  : — 

A  foreign  body,  especially  if  an  insect  finds  its  way  into  the  meatus. 

Furuncles  ;  intense  pain,  often  throbbing  in  nature,  is  followed  by  a  discharge  of  pus, 
after  which  the  i)ain  diminishes  ;  the  meatus  is  so  tender  that  it  may  be  impK)ssible  for  the 
patient  to  endure  the  presence  of  the  speculum. 

Cerumen  is  usually  painless,  though  sometimes  a  dull  pain  may  be  present. 

Eczema  of  the  meatus  may  be  the  cause  of  a  burning  or  smarting  pain. 

Sometimes  a  careful  examination  of  the  ear  will  fail  to  reveal  anv  lesion.  Under 
these  circumstances  the  possibility  of  one  of  the  following  causes  of  referred  pain  must 
be  considered  : — 

A  carious  molar  tooth,  a  very  common  cause  of  pain  referred  to  the  ear. 

Epithelioma  of  the  tongue  or  ulceration  of  the  pharynx  or  larynx  ;  pain  in  the  ear  may 
be  a  verj'  troublesome  symptom  of  any  of  these. 

Acute  or  sul^acute  tonsillitis  often  causes  acute  pain  in  the  ear  without  any  inflanunaton' 
lesion  of  the  middle  ear.  I^ess  frequently,  suppuration  in  the  accessory  sinuses  of  Uie  nose 
has  a  similar  result. 

Otalgia  may  sometimes  be  neuralgic,  and  it  is  then  usually  associated  with  trigeminal 
neuralgia.  It  may  also  occur  in  nervous  anaemic  patients,  and  sometimes  must  be  regarded 
as  a  neurosis.  It  must  also  be  remembered  that  the  glenoid  lobe  of  the  parotid  gland  extends 
into  the  non-articular  portion  of  the  glenoid  fossa,  and  thus  parotitic  may  cause  pain  referred 
to  the  ear.  Similarly  otalgia  may  occur  with  osteo-arthritis  or  inflammatory  trouble  in  the 
temporo-mandihular  Joint, 

Certain  diseases  of  the  auricle  may  cause  pain  more  or  less  severe  in  character.  Peri- 
chondritis is  by  no  means  uncommon.     It  may  be  traumatic  or  spontaneous,  and  in  the 
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latter  syphilis  may  be  the  cause.  Herpes,  acute  eczema,  er^'sipelas,  liaynaud's  disease, 
and  chilblains  are  all  accompanied  by  pain  and  may  affect  the  auricle.  Sebaceous  cysts 
and  dermoids  also  occur  here,  and  when  inflamed  will  cause  more  or  less  severe  pain.  A 
condition  known  as  *  telephone  ear  ^  has  been  described  in  persons  who  constantly  use  the 
telephone.  More  or  less  severe  pain  is  present,  and  this  may  be  accompanied  by  tinnitus 
and  associated  with  the  presence  of  boils. 

Lastly,  it  must  be  remembered  that  there  is  a  lymphatic  gland  situated  over  the  mastoid 
process  which  drains  lymph  from  the  side  of  the  scalp  ;  when  inflamed,  this  gland  may  be 
the  cause  of  pain  and  tenderness,  which  may  lead  to  a  suspicion  of  suppuration  in  the 
mastoid  process.  Philip  Turner. 

ECCHYMOSIS.— (See  Purpura,  p.  552.) 

ECTHYMA.— (See  Scabs,  p,  590.) 

EFFUSION,  PLEURAL.— (See  Chest,  Bloody  Effusion  in,  p.  102  ;  Ciikst,  Serous 
Effusion  in,  p.  104 ;   and  Chest,  Pus  in,  p.  108.) 

EGG-SHELL  CRACKLING.— (See  Cracklinc,  E(;g-siieli..  p.  150.) 

ELECTRICAL  REACTIONS.— (See  Reaction  of  De(;enekation.  p.  582.) 

EMACIATION. — (See  Marasmus,  p.  384  ;  and  Weight,  Loss  of,  p.  768.) 

EMPHYSEMA,  SURGICAL. — Surgical  or  subcutaneous  emphysema  is  due  to  disten- 
tion of  the  subcutaneous  areolar  tissues  with  air  or  gas.  The  diagnosis  of  the  condition  and 
its  cause  is  not  as  a  rule  difficult.  Its  commonest  starting-place  is  in  connection  with  the 
thorax,  particularly  when  there  has  been  injury  to  the  lung  tissue  by  a  broken  rib,  a  stab 
with  a  knife,  a  bujlet  wound,  the  rupture  of  alveoli  due  to  excessive  coughing,  as  in  whooping- 
cough  and  bronchitis,  or  during  great  strain,  as  in  diflicult  labour  ;  or  by  operative  injury 
to  the  lung,  as  in  exploratory  needling  of  the  chest.  The  gas  spreads  rapidly,  and  may 
extend  over  the  greater  part  of  the  trunk  in  a  short  time,  disappearing  again  in  the  course 
of  a  few  days.     It  may  do  so  similarly  after  the  operation  of  tracheotomy. 

The  face  may  sometimes  be  almost  suddenly  involved  unilaterally  by  the  escape  of  air 
into  the  subcutaneous  tissues  from  the  upper  part  of  the  nose,  after  violent  sneezing  or 
energetic  blowing  of  the  nose. 

Rarer  causes  for  the  escape  of  actual  air  into  the  subcutaneous  tissues  arc  ulcerative  or 
traumatic  lesions  of  the  oesophagus,  stomach,  duodenum,  cwcum,  bladder,  or  rectum.  Air 
escaping  in  the  areolar  tissues  around  any  of  these  parts  may  sometimes  extend  and  become 
palpable  as  crepitus  under  the  skin. 

Quite  another  type  is  that  in  which  the  gases  in  the  tissues  are  not  air,  but  the  results  of 
infection  by  gas-producing  bacteria.  Fortunately  cases  of  this  kind  are  now  rare  :  they  were 
less  uncommon  in  the  days  of  hospital  gangrene  and  putrefaction.  The  Bacillus  coli  com- 
munis, however,  not  infrequently  liberates  gas  in  an  abscess  to  which  it  may  give  rise — for 
instance  in  the  region  of  the  vermiform  appendix — and  sometimes  subcutaneous  emphysenui 
results.  Another  gas-producing  organism  that  attacks  man.  though  less  often  as  a  primary 
affection  than  intercurrent ly  during  some  other  malady,  is  the  Bacillus  aerogenes  capsula'.us  : 
this,  however,  more  often  produces  gas-containing  ioouli  in  the  liver  and  other  internal 
organs  than  in  the  tissues  beneath  the  skin.  Herbert  French. 

EMPYEMA.— (See  Chest.  Pus  in,  p.  103.) 

ENLARGEMENT  OF  A  BONE.-(See  Swi:llin(;  on  a  Bonk,  p.  667.) 


ENLARGEMENT  OF  THE  FOREHEAD.— Many  individuals  who  have  passed 
middle  age — males  more  so  than  females — tend  to  develop  an  increasing  pronnnence  of 
that  part  of  the  forehead  which  corresponds  with  the  outer  easing  of  the  frontal  air  sinuses  : 
with  the  result  that  their  eyebrows  seem  to  overhang  the  eyes  more  an<l  more,  and  the 
countenance  looks  different  from  what  it  did  ten  or  fifteen  years  before.  This  is  due  to  slow 
enlargement  of  the  air  cells  of  the  frontal  sinuses,  and  it  is  not  pathological.  This  normal 
enlargement  of  the  forehead  has  to  be  distinguished  from  two  diseases  which,  though  rare. 
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iS  of  rickets  mentioned  on  page  167  ;   and  there  are  not  a  few  instances  in  which  it  is 

ily  when  the  case  has  been  watched  for  months  or  years  that  one  can  be  sure  that  there 

not  hydrocephalus.     The  same  applies  to  the  swelling  of  the  frontal  bone  that  may  result 

n  congenital  syphilis.     In  the  case  of  both  rickets  and  congenital  syphilis,  one  will 

nine  the  whole  of  the  head  carefully,  to  tr^'  and  make  up  one's  mind  whether  the  enlarge- 

It,  which  usually  affects  not  only  the  forehead  but  also  other  parts  of  the  skull,  is  a  more 

less  uniform  stretching  such  as  hydrocephalus  gives  rise  to,  or  whether  there  are  not 

parts  which  are  enlarged  and  other  parts  which  are  more  or  less  normal.       Both 

'nital  syphilis  and  rickets  are  apt  to  produce  diffuse  round  prominences  of  the  parietal 

ms  as  well  as  of  the  frontal  regions,  so  that  there  are  four  main  bulges  with  an  antero- 

terior  and  a  transverse  groove  between  them,  constituting  the  hot-cross-bun-shaped 

of  head :  but  the  difficulty  of  excluding  hydrocephalus  is  made  greater  still  when,  as 

'times  happens,  there  is  such  thinning  of  the  bones  in  the  occipital  region  from  crunio- 

that  the  bones  can  be  dented  inwards  like  stiff  parchment :    such  cranio-tabes  may 

It  either  from  rickets  or  from  congenital  syphilis.     One  would  then  pay  special  atten- 

to  the  regions  of  the  sutures  ;  if  these  are  obviously  stretched  asunder  the  case  is  almost 

lainly  hydrocephalus,  and  not  rickets  or  congenital  syphilis.     One  would  also  l)e  able  to 

iw  some  conclusion  perhaps  from  the  appearances  of  the  eyes,  for  the  eyeballs  will  be 

in  nomnal  position  when  the  cause  of  the  forehead  enlargement  is  rickets  or  congenital 

['.syphilis,  whilst  with  hydrocephalus  the  eyes  will  give  the  impression  of  being  displaecd  : 

t  •onietinies  they  l€X)k  very  much  deeper  set  than  normal  ;  in  other  cases  they  look  as  though 

f  *hey  are  depressed  as  the  result  of  the  downward  pressure  exerted  by  the  excess  of  fluid 

^  open  the  roofs  of  the  orbits.     If  the  enlargement  and  prominence  of  the  forehead  dates 

ftom  birth  or  soon  afterwards,  this  will  be  an  argument  in  favour  of  hydrocephalus  ;   if  the 

change  develops  later  in  the  infont's  or  child's  life,  there  will  almost  certainly  be  a  history 

of  a   severe  attack   associated   Mrith    symptoms    of  increased   intracranial   pressure,    for 

probably  the  commonest  cause  of  acquired  hydrocephalus  is  a  preceding  attack  of  meningo- 

eoecal  meningitis,  from  which  the  child  has  recovered.     The  histor\',  therefore,  may  help 

in  deciding  the  diagnosis.     The  optic  discs  should  also  be  examined,  for  in  a  certain  number 

of  eases  of  acquired  hydrocephalus  there  is  optic  atrophy  {Plate  XX,  Fig,  ?/,  p.  418),  and 

this  is  practically  never  met  with  as  the  result  of  rickets  and  very  seldom  as  the  result  of 

congenital  s>'philis.     It  is  of  course  only  when  the  degree  of  hydrocephalus  is  medium  that 

it  is  difficult  to  distinguish  it  ftom  the  forehead  enlargements  due  to  rickets  or  congenital 

syphilis.     Major  degrees  of  hydrocephalus  cause  such  extreme  enlargement  of  the  whole 

head,  coupled  with  such  thinning  of  the  bones  and  stretching  of  the  sutures,  that  the 

dia<^osis  is  almost  unmistakable. 

Although  either  simple  or  malignant  tumours  may  affect  the  frontal  bones,  c\en  in  an 
infant  or  child,  they  are  very  rare.  They  should  be  diagnosed  in  the  same  way  as  similar 
tumours  in  adults.  CMuroma  may  perhaps  be  mentioned  specially,  rare  though  it  is.  The 
tumours  in  such  a  case  are  never  single,  but  as  they  may  develop  upon  bones,  they  some- 
times attract  notice  first  in  connection  with  the  cranial  bones,  and  thus  perhaps  a  local 
enlargement  of  the  forehead  may  be  the  first  symptom  in  the  case.  There  is  a  tendency  for 
the  glands  generally  to  become  enlarged  and  sometimes  the  spleen  also,  and  in  some  respects 
the  malady  simulates  lymphatic  leukaemia.  Neoplasm  of  some  kind  will  be  an  early 
Mispicion,  and  the  nature  of  the  growth  is  indicated  by  the  greenish  colour  of  the  tumour 
irhen  it  has  been  excised.  The  actual  diagnosis,  however,  is  made  more  often  post  mortem 
than  during  life. 

The  conunonest  local  swelling  of  the  forehead  in  a  child  is  a  hcematoma  resulting  from 

injure',  and  as  the  blood  clot  is  often  quite  deep-seated  there  is  sometimes  no  discoloration 

of  the  skin,  and  some  more  serious  tumour  may  be  thought  of  until  the  disappearance  of 

the  mass  in  the  course  of  a  week  or  two  proves  its  simple  character.     Such  a  hiematoma 

after  a  day  or  two  softens  in  its  central  part  in  a  remarkable   way,   leaving   ver>'  hard 

raised  edges,  and  on  palpation  it  feels  almost  as  if  there  were  a  hard  bony  ring  with 

an  absence  of  any  bone  at  all  in  the  centre  ;   the  first  time  such  a  softening  hieniatoma 

of  the   forehead  is  felt,  one  can  hardly  believe  that  it  is  only  a  ha^matoma  and  not  an 

actual  hole  in  the  bone  covered  merely  by  scalp  and  skin.     The  feeling,  however,  on 

|>al{)ation  is  so  characteristic  that  once  felt  the  condition  is   readily  recognizable  in  any 

subsequent  case.  Ilerberl  French. 
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ENLARGEMENT  OF  THE  GALL-BLADDER.— (See  Gall-Bladder  Eni.vroe)iexi;| 
p.  252.) 

ENLARGEMENT  OF  THE  HEART  may  be  due  to  hypertrophy  of  the  walls  of; 
of  its  cavities,  but  especially  of  the  ventricles  ;  to  dilatation  of  the  cavities  :  or  to  th«e 
(conditions  combined. 

The  most  important  physical  signs  of  enlargement  of  the  heart  are  :   (1)  Displ 
of  the  cardiac  impulse;  (2)  An  increased  area  of  cardiac  dullness.     After  puberty  the  noii 
cardiac  impulse  is  usually  situated  in  the  fifth  left  intercostal  space,  about  three-qi 
of  an  inch  internal  to  the  left  nipple  line.     Before  puberty  it  is  normally  in  the  fourth 
space  in  the  nipple  line.     When  the  heart  is  enlarged,  the  impulse  is  displaced  outwards 
also  downwards.     Particular  care  must  be  taken  to  determine  the  exact  position,  as 
this  observation  a  good  idea  of  the  particular  part  of  the  heart  which  has  enlarged  inay 
obtained.     When  the  left  ventricle  is  much  hypertrophied,  the  cardiac  impulse  is  dif 
more  in  a  downward  direction  than  outw^ard,  e.g.,  it  may  be  found  in  the  sixth  or  even 
seventh  left  intercostal  space  in  the  nipple  line  or  outside  it.     When  the  enlargement  is 
to  hypertrophy  of  the  right  ventricle,  the  cardiac  impulse  is  displaced  more  in  an  oi 
direction   than   downward,   and    frequently   there   is   also   considerable   pulsation  in 
epigastrium. 

Where  the  cardiac  impulse  is  thus  displaced,  before  cardiac  enlargement  is  diagnonlj 
the  possibility  of  its  mechanical  displacement  by  fluid  or  air  in  the  right  pleural  ca^ 
pushing  it,  or  a  retracted  left  lung  pulling  it,  over  to  the  left,  must  be  excluded  by  caidij 
physical  examination  of  the  front  and  the  back  of  the  chest.     In  the  case  of  pleuritic 
the  dullness  on  the  right  side  of  the  chest,  and  the  absent  or  deficient  vesicular  mi 
would  point  to  fluid  ;  in  the  case  of  retraction  of  the  left  lung  the  left  side  of  the  chest  wouUI 
be  smaller,  there  would  be  deficient  movement,  dullness  and  deficient  voice  sound  til 
vesicular  murmur,  or  possibly  bronchial  breathing,  consonating  rales,  and  pectoriloquy  <w«^ 
the  left  lower  lobe. 

Tke  character  of  the  impulse  must  be  noted  carefully,  for,  when  forcible  and  hea^ingi 
it  denotes. hypertrophy  ;   when  feeble  and  diffused,  dilatation. 

The  cardiac  impulse  is  invisible  and  impalpable  in  some  cases  of  enlargement  of  tk 
heart,  on  account  of  emphysema  of  the  lungs.  In  these  circumstances  even  the  x-nys  nHf 
be  required  before  one  can  be  sure  of  the  diagnosis  of  cardiac  enlargement. 

Careful  mapping  out  of  the  area  of  cardiac  dullness  may  afford  valuable  infonnatioi 
as  to  the  part  of  the  heart  involved  in  the  enlargement.  If  the  area  of  deep  dullnoiii 
increased  downwards  and  outwards,  an  increase  in  the  size  of  the  left  ventricle  is  indicated; 
if  upwards  and  to  the  right,  hypertrophy  of  the  right  ventricle  ;  if  in  all  directions,  enlalf^ 
ment  of  both  ventricles. 

Enlargement  of  the  heart  in  children  may  produce  definite  local  bulging  of  the  dint 
wall  in  the  cardiac  area. 

Having  determined  the  position  and  character  of  the  impulse,  mapped  out  carefully 
the  area  of  cardiac  dullness,  and  thus  arrived  at  the  conclusion  that  the  heart  is  increased 
in  size,  the  next  step  is  to  determine  not  only  what  particular  part  is  enlarged,  but  also  the 
actual  cause  of  the  enlargement. 

ENLARGEMENT    OF    THE     LEFT    VENTRICLE. 

The  left  ventricle  may  become  enlarged  in  : — 

1 .  Aortic  Disease  : — Stenosis  and  regurgitation  ;  regurgitation  ;  stenosis  ;  aneur>*9n 
of  the  first  part  of  the  aorta  involving  the  aortic  ring. 

2.  Mitral  Regurgitation  : — Disease  of  the  mitral  valve  ;  dilatation  of  the  left  ventricle 
involving  the  mitral  ring. 

3.  Arteriosclerosis  and  Granular  Kidney. 

4.  Alcoholism. 

5.  Long-continoed  Over-exertion : —  Athletes  ;  workers  at  laborious  occupationB, 
e.g.,  stokers,  firemen,  furnacemen,  blacksmiths. 

6.  Exophthalmic   Goitre. 

7.  Congenital   Heart   Disease. 
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1.  Aortic  Disease. 

Aortic  disease  may  cause  ver\'  ijreat  enlargement  of  the  heart — cor  boviniini  or  bovine 
heart.  In  the  Guy's  Hospital  Museum  there  is  a  heart  of  this  kind  which  weighs  53  ounces, 
the  normal  weight  being  about  10  ounces. 

Stenosis  and  regurgitation  is  the  commonest  form  of  aortic  disease,  then  regurgitation, 
and  pure  stenosis  is  the  rarest. 

Aortic  Stenosis  and  Regurgitation. — The  cardiac  impulse  is  displaced  downwards 
and  outwards,  and  the  cardiac  dullness  much  increased  towards  the  left. 

It  may  be  in  the  fifth,  sixth,  seventh,  or  even  eighth  space  in  or  outside  the  left  nipple 
line,  and  may  be  as  far  out  as  the  anterior  axillary  line.  The  further  the  impulse  is  down 
the  larger  the  left  ventricle,  and  the  further  it  is  out  the  more  the  dilatation.  When  the 
impulse  is  forcible,  heaving,  and  limited,  it  indicates  that  hypertrophy  predominates  ;  when, 
on  the  other  hand,  the  impulse  is  diffused  and  feeble,  dilatation  preponderates.  Young 
people  may  present  well-marked  bulging  in  the  precordial  area. 

A  systolic  thrill  may  be  felt  over  the  base  of  the  heart,  especially  over  the  second  right 
intercostal  space  close  to  the  right  border  of  the  sternum.  More  rarely  a  diastolic  thrill 
may  be  felt  also  or  independently,  either  to  the  right  or  to  the  left  of  the  upper  part  of  the 
sternum. 

On  auscultation,  a  systolic  and  early  diastolic  murmur  are  heard  over  the  base  of  the 
heart.  The  former  usually  replaces  the  first  sound,  is  loudest  in  the  second  right  intercostal 
space  close  to  the  sternum,  and  is  transmitted  upwards  towards  the  clavicle  and  into  the 
carotids.  It  varies  in  character,  being  in  some  cases  soft  and  faint,  and  in  others  harsh, 
rough,  and  loud.  The  diastolic  might  be  described  as  post-systolic,  for  it  replaces  the 
second  sound  ;  it  is  generally  soft  and  blowing,  though  in  rare  instances  it  is  harsh  or  even 
musical.  It  may  be  heard  over  the  upper  part  of  the  sternum  and  on  both  sides  of  it.  When 
the  aortic  incompetence  is  due  to  fibrosis  resulting  from  endocarditis  following  acute 
rheumatism  or  chorea,  it  is  usually  best  heard  to  the  left  of  the  sternum,  loudest  in  the  third 
intercostal  space  close  to  the  sternum.  WTien  the  incompetence  is  due  to  syphilitic  atheroma 
or  to  aneurysm  of  the  first  part  of  the  aorta,  the  bruit  is  generally  loudest  and  best  heard 
in  the  second  space  to  the  right  of  the  sternum.  The  early  diastolic  bruit  which  denotes 
aortic  regurgitation  may  also  be  heard  at  the  cardiac  impulse,  and  in  some  cases  may  even 
k)e  traced  outwards  into  the  left  axilla.  It  cannot  be  mistaken  for  a  mitral  stenotic  bruit, 
because  there  is  no  interval  between  the  second  sound  and  it.  If  there  is  complete  com- 
pensation, the  first  sound  may  be  loud  and  clear  at  the  apex,  but  if  dilatation  of  the  left 
ventricle  has  occurred,  there  may  be  a  loud  blowing  systolic  murmur  replacing  the  first 
sound  and  traceable  outwards  into  the  left  axilla.  Another  bruit,  which  is  rumbling  in 
character  and  pre-systolic  in  time,  may  be  heard  at  the  cardiac  impulse  when  the  ventricle 
is  dilated,  the  so-called  FlinVs  bruit  {Fig.  40,  p.  05). 

Patients  are  usually  anaemic,  and  the  carotid,  brachial,  and  other  superficial  arteries 
are  seen  pulsating  forcibly.  A  feeling  of  faintness  on  rising  from  the  supine  to  the  erect 
posture,  dizziness,  headache,  a  sensation  of  throbbing  in  the  extremities,  palpitation, 
dyspnoea,  and  precordial  pain  on  exertion  are  early  manifestations  of  this  disease.  As 
c*ompensation  fails,  the  dyspncea  and  palpitation  increase,  oedema  of  the  legs  super\^enes, 
pain  becomes  worse,  and  is  felt  not  only  over  the  region  of  the  heart,  but  tends  to  radiate 
into  the  left  shoulder  and  arm,  and  it  may  be  followed  by  attacks  of  true  angina  pectoris. 
The  curious  splashing  or  '  water-hammer '  pulse  is  pathognomonic  ;  it  is  appreciated 
best  if  the  radial  pulse  is  felt  when  the  arm  is  raised,  the  pulse-wave  striking  the  finger  with 
a  sudden  sharp  jerk,  and  then  as  suddenly  collapsing.  WTien  compensation  fails,  the  pulse- 
rate  may  become  rapid  and  the  beats  irregular  and  intermittent,  as  in  mitral  disease,  but 
earlier  in  the  disease  the  rate  and  rhvthm  are  normal. 

Capillary  pulsation^  which  may  be  detected  in  the  lips,  finger-nails,  and  skin,  is  a  very 
characteristic  sign.  It  can  be  demonstrated  by  drawing  a  finger  nail  two  or  three  times 
across  the  skin  of  the  forehead  or  abdomen,  so  as  to  produce  a  line  of  hypenemia,  which, 
if  watched  carefully,  will  be  seen  to  blush  and  pale  alternately,  each  blush  being  synchronous 
with  the  pulse. 

Aortic   Begurgitatioti. — ^The  symptoms  are  practically  the  same  as  in  aortic  stenosis, 
and  regurgitation,  but  there  is  no  systolic  thrill  and  no  well-marked  systolic  bruit  in  the 
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s  of  aortic  disease  is  incomplete  until  tlie  actual  cause  of  the  lesion  lias  been 
determined.     It  may  be  due  to  ; — 

1 .  Leaitma  of  the  Valves  : — 

Acute  endocarditis  I  Sclerosis  due  to  :    Strain  (persistent).  Syphilis, 

Flbroais  after  former  endocarditis  I        Alcohol 

Infective  endocarditis  |  Rupture  of  a  segment 

I  Congenital  malformation. 

2,  Dilalalion  of  the  Aortic  Ring  fTom  Aufurysm  of  the  first  portion  of  the  Aorta. 
Lesions  of  the  Valves. 

Acute  Endocarditis  occurs  most  frequently  as  a  complication  of  acute  rheuniatiBm, 
chorea,  or  scarlet  fever.  The  indications  of  acute  inflammation  of  the  aortic  valves  will  be 
a  systolic  murmur  in  the  aortic  area,  and  less  conirnonly  an  early  diastolic  (post-systolic) 
murmur,  which  first  becomes  audible  in  the  third  left  space  close  to  the  left  border  of  the 
sternum.  If  the  bruits  are  already  present 
when  the  patient  is  first  seen,  it  may  be  difficult 
to  decide  whether  they  are  due  to  existing 
acute  inflanunation  or  to  fibrosis  after  former 
inflammation.  They  may  be  noticed  to  arise 
whilst  the  patient  is  under  treatment  in  bed 
for  acute  rheumatism,  and  then  their  acute 
nature  will  be  obvious.  In  cases  in  whicli  the 
bruits  are  due  to  acute  aortic  endocarditis  and 
not  to  permanent  fibrosis,  the  pulse  will  have 
little  of  the  water-hammer  type,  the  heart  will 
not  be  much  hypertrophied.  though  it  may  be 
dilated  from  acute  rheumatic  toxicnua,  and  the 
bruits  will  be  found,  as  the  days  go  by.  cither 
to  diminish  or  increase  In  intensity,  according 
as  the  inflammation  of  the  valves  resolves  or 
passes  on  into  permanent  fibrosis. 

Fibrosis  from  Previous  Endocarditis. — ■ 
When  aortic  disease  is  due  to  fibrosis  from 
previous  endocarditis,  there  will  generally  l>e  a 
history  of  attacks  of  acute  rheumatism,  chorea, 
scarlet  fever,  or  tonsillitis.    The  diastolic  bruit 

which  mdicates  the  presence  of   aortic  regurgl-        theiuavmlinuiianaf tljenn^iorilieacirta:  (BMniuvenw 
tation  is  Heard  best  along  the  left  border  of  the       "jL^''J"('^a"„''3  MtVaSrSl.-ny"'^,.'  llfUt. 
sternum,  the  point  of  maximum  intensity  being      Jordan. 
in  the  third  left  intercostal  apace  close  to  the 

left  border  of  the  sternum.  There  will  generally  be  evidence  of  organic  mitral  disease  at 
the  same  time,  and  if  mitral  stenosis  be  associated  with  aortic  disease,  whether  there  Is  a 
history  of  acute  rheumatism  or  not,  the  valvular  lesions  may  be  considered  without  doubt 
to  be  due  to  the  effects  of  former  endocarditis.  The  patients  arc  gen.Tally  children  or 
young  adults,  though  a  few  survive  into  middle  life. 

Infective  Endocarditis. — In  this  form  of  endocarditis,  in  addition  to  the  sigas  and 
symptoms  of  aortic  disease,  there  may  be  others,  described  on  p.  84.  In  some  cases  bac- 
teriological examination  of  the  blood  detects  such  organisms  as  the  Streptorocais  pyogrnm. 
Staphylococcus  pyogenes  aureus,  Micrococcus  rheumaticus,  Pneumococcus,  or  others. 

Sclerosis  not  due  to  former  Endocarditis  : — 

Strain. — Persistent  strain  is  an  important  factor  in  the  production  of  aortic  disease. 
Occupations  entailing  long  and  continued  manual  labour,  and  excessive  indulgence  in 
athletics,  may  thus  lead  to  incompetence.  The  tendency  is  not  nearly  so  great,  however, 
in  those  who  have  not  had  syphilis  as  in  those  wtio  liave  :  so  that  sclerosis  from  strain 
alone  must  not  be  diagnosed  unless  there  l>e  neither  a  liiston,'  nor  evidence  of  rheum  at  ism, 
chorea,  syphilis,  or  alcoholism. 

Syphilis. — A  hiatory  of  syphilis,  and  any  manifestations  of  this  disease  in  the  form  of 
pigmented  scars  on  the  l^s,  body,  and  face,  ulceration  of  the  tongue,  jmtchcs  of  leukoplaicia, 

D  U 
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ulceration,  scarring,  or  perforation  of  the  palate,  necrosis  of  the  nasal  bones,  etc.,  would 
point  to  this  disease  as  the  cause,  and  this  conclusion  would  be  strengthened  if  there  wereni 
previous  history  of  rheumatism,  scarlet  fever,  or  chorea.     The  Wassermann  reaction  mgf^ 
be  positive.    JThe  patients  are  nearly  always  males  who  have  worked  hard,  and  their  flntj 
symptoms  ar9  often  brought  on  by  some  undue  muscular  effort  which  strains  the  enhifeil 
heart,  or  even  bursts  an  atheromatous  patch  in  the  diseased  valve.     Uncommon  before  forty, 
the  lesion  is  met  with  often  enough  between  forty  and  fifty  ;   in  many  cases  the  heart  ha 
been  passed  as  normal  at  forty,  whilst  at  forty-five  the  aortic  regurgitation  is  extreme. 
These  patients  often  suffer  from  very  severe  attacks  of  angina  pectoris,  to  which  they  are 
much  more  liable  than  are  rheumatic  aortic  cases. 

Alcohol. — ^The  constant  use  of  alcohol  raises  arterial  tension  and  may  be  followed  bf 
sclerosis.  The  general  appearance  of  the  patient,  and  the  signs  described  on  p.  726,  would 
suggest  alcohol  as  the  cause  in  the  absence  of  any  evidence  of  rheumatism  or  syphilis,  but 
alcoholism  without  syphilis  leads  to  definite  aortic  disease  less  often  than  it  does  to  a  genenOjr 
hypertrophied  heart,  which  sooner  or  later  exhibits  fibroid  or  fatty  degeneration. 

Rypiure  of  a  Segment  of  the  Aortic  Valve  is  a  rare  occurrence,  usually  brought  about  \k 
some  severe  and  sudden  muscular  exertion.  The  following  is  a  good  illustrative  case  of 
aortic  regurgitation  caused  by  rupture  of  a  valve  segment.  A  sailor,  who  had  been  examined 
just  previously  and  passed  as  sound,  was  one  day  pulling  on  a  rope,  when  suddenly  the  stiain 
on  it  was  unexpectedly  and  much  increased.  He  made  a  tremendous  effort  to  prevent  tlie 
rope  slipping  through  his  hands,  in  doing  so  fainted,  and  was  picked  up  in  an  unconsekmi 
condition  ;  on  coming  round  he  was  very  dyspnceic,  and  complained  of  pain  in  the  pit- 
cordial  region.  When  the  doctor  examined  him  again  he  found  a  well-marked  musieal 
early  diastolic  murmur  in  the  third  and  fourth  left  intercostal  spaces  close  to  the  stemum. 
and  came  to  the  conclusion  that  as  his  heart  sounds  were  normal  before  the  accident,  he 
must  have  ruptured  one  of  the  segments  of  his  aortic  valve  and  thus  caused  the  inccHiq)etence. 
There  is  always  the  probability  of  such  a  valve  having  been  previously  the  site  of  syphilitic 
atheroma,  without  bruit,  until  the  extra  strain  caused  a  weak  spot  to  give  way  suddenly. 

Congenital  Malformations  of  the  Aortic  Valves  are  extremely  rare,  and  they  are  to  be 
diagnosed  with  great  caution. 

Dilatation  oi  the  Aortic  Ring  from  Aneurysm  of  the  first  portion  of  the  Aorti  is 
nearly  always  due  to  syphilitic  atheroma  of  the  aortic  walls,  and  in  such  a  case  it  wiD  be 
probable  that  there  is  syphilitic  disease  of  the  aortic  valves  themselves  also.  The  dilatath» 
of  the  aorta  ('  fusiform  aneurysm ')  will  be  indicated  by  definite  impairment  of  note  in 
the  second  right  intercostal  space  near  the  stemum  ;  and  the  x-rays  will  confirm  it.  It  will 
be  next  to  impossible  to  assess  with  any  degree  of  accuracy  how  much  of  the  aortic  reguigi- 
tation  is  due  to  the  dilatation  of  the  ring,  and  how  much  is  due  to  the  concomitant  vah^ 
changes. 

2.  Mitral  Regurgitation. 

As  a  result  of  mitral  regurgitation  the  left  auricle  becomes  dilated  and  hypertrophied, 
the  left  ventricle  dilated  and  hypertrophied,  and  later  from  backward  pressure  the  right 
^•ent^icle  and  auricle  may  be  affected  similarly.  The  chief  symptoms  are  dyspnoea  on  exer- 
tion, palpitation,  congestion  of  the  face  and  lips,  cough,  possibly  haemoptysis,  oedema  of 
the  feet  and  legs,  and  later  albuminuria,  ascites  and  enlargement  of  the  liver.  In  the  early 
stages  the  pulse  may  be  regular,  full,  and  of  low  tension.  When  compensation  begins  to 
fail,  the  pulse  becomes  rapid,  irregular,  and  intermittent.  The  cardiac  impulse  is  displaced 
downwards  and  outwards.  It  may  be  in  the  fifth  intercostal  space  in  the  left  nipple  line, 
or  outside  it,  or  in  the  sixth  space  outside  the  nipple  line.  It  is  usually  diffused,  and  there 
may  be  epigastric  pulsation.  There  may  be  marked  bulging  of  the  precordial  area  in 
children.     A  systolic  thrill  is  rare,  but  it  may  be  felt  at  the  cardiac  impulse. 

The  cardiac  dullness  is  increased  outwards  and  downwards,  but  also  upwards  and  to 
the  right  when  the  right  side  is  involved. 

At  the  impulse  there  is  a  systolic  murmur,  usually  of  a  blowing  character,  which  may 
either  follow  or  replace  the  first  sound.  It  is  best  heard  at  the  cardiac  impulse,  but  it  can 
generally  be  traced  outwards  into  the  left  axilla,  can  sometimes  be  heard  behind  at  the 
inferior  angle  of  the  left  scapula,  and  can  also  be  traced  inwards  towards  the  left  border 
of  the  sternum.  The  pulmonarj'  second  sound  is  accentuated  or  reduplicated  in  the  second 
interspace  close  to  the  left  border  of  the  stemum. 
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When  compensation  fails,  in  addition  to  the  above  there  may  be  : — 
A  systolic  murmur,  softer  than  and  different  in  character  from  that  at  the  impulse, 
over  the  lower  part  of  the  sternum  and  the  fourth  and  fifth  left  interspaces,  due  to  tricuspid 
regurgitation  ;  oedema  of  the  feet,  legs,  and  lower  part  of  the  body  ;  abdominal  distention 
from  ascites  ;  enlargement  and  pulsation  of  the  liver  ;  signs  of  hydrothorax  ;  albuminuria. 
A  diagnosis  of  mitral  regurgitation  is  incomplete  by  itself,  for  it  may  be  due  to  different 
conditions.     It  is  necessary  to  determine,  if  possible,  the  actual  cause  of  the  defect. 

Causes  of  Mitral  Regurgitation, 
1 .  Lesions  of  the  Mitral  Valve  : — 


Acute  endocarditis 
Infective  endocarditis 


Fibrosis  the  result  of  former 
endocarditis. 


2.  DilataHon,  or  Hypertrophy  and  Dilatation^  of  the  Left  Ventricle,  ivithout  organic  changes 
in  the  Mitral  Valve  itself : — 

Secondary  to  aortic  disease 

Secondary  to  increased  systemic  blood-pressure  : — 

Chronic  Bright^s  disease  |      Arteriosclerosis. 

3.  Diseases  of  the  Myocardium  and  Pericardium  : — 

Mvocarditis  Pericarditis 

Fatty  degeneration  Adherent  pericardium. 

Fibroid  degeneration 

4.  Acute  Dilatation  of  tlte  Heart  from  : — 

Over-exertion  |  Acute  febrile  diseases  |      Acute  nephritis. 

Lesions  of  the  Mitral  Valve: — 

Amte  Endocarditis. — Simple  acute  endocarditis  is  not  a  disease  per  se,  but  occurs  as 
a  complication  of  some  other  disorder,  especially  acute  rheumatism,  chorea,  and  scarlet 
fever.  It  sometimes  complicates  tonsillitis,  which  is  in  many  instances  a  manifestation 
of  rheumatism  occurring  without  any  changes  in  the  joints  ;  and  in  children  acute  endo- 
carditis may  be  the  only  indication  of  an  attack  of  rheumatism.  There  are  no  characteristic 
symptoms  which  point  to  acute  endocarditis.  If  in  the  course  of  acute  rheumatism  the 
imticnt  complains  of  a  little  palpitation,  precordial  pain«  and  distress,  and  it  is  found 
that  the  heart  action  has  increasc<i  in  rapidity  without  any  increase  in  the  joint  affection, 
endo<*arditis  should  be  suspected.  The  temperature  chart  seldom  indicates  the  complication. 
At  first  the  position  of  the  cardiac  impulse  and  the  heart-sounds  remain  normal,  but  if 
watched  from  day  to  day,  endocarditis  having  developed,  the  impulse  will  be  found  to  have 
moved  outwards,  the  first  sound  becomes  prolonged  and  roughened,  then  doubled,  and  in 
a  few  days  it  is  either  followed  or  replaced  by  a  localized  soft  blowing  systolic  murmur. 

Fibrosis  the  result  of  Previous  Endocarditis. — If  acute  endocarditis  of  the  mitral  valves 
docs  not  resolve,  the  valve-flaps  become  sclerosed,  and  in  the  later  stages  even  calcified. 
In  many  cases  the  circumference  of  the  orifice  is  narrowed,  so  that  the  valve  is  not  only 
incom|wtent  but  also  stenosed.  A  diagnosis  of  fibrosis  after  endocarditis  as  the  cause  of 
mitral  incompetence  may  be  made  if  there  is  a  previous  history-  of  acute  rheumatism  or 
chorea,  and  independently  of  such  a  history  if  there  is  evidence  of  stenosis  as  well  as  regurgi- 
tation. If  actual  mitral  stenosis  can  be  diagnosed  with  certainty,  it  iiuist  be  due  to  fibrosis 
fn)m  endocarditis,  though  there  may  of  course  be  recent  endocarditis  as  well. 

Infective  Endocarditis  of  the  mitral  valve  suggests  itself  if  there  is  a  mitral  bruit,  and 
if  any  of  the  symptoms  and  signs  mentioned  on  page  34  are  present  at  the  same  time. 

Hypertropby  and   IHlatatioii  of  the  Left  Ventricle. 

Secondary  to  Aortic  Disease, — Aortic  disease  leads  to  hyi)ertrophy  of  the  left  ventricle, 
followed  after  a  time  by  dilatation  of  that  cavity  and  mitral  regurgitation.  Marked  pulsa- 
tion of  the  superficial  arteries,  a  splashing  pulse,  capillary-  pulsation,  and  the  systolic  and 
early  diastolic  murmur  at  the  base  of  the  heart,  the  former  best  heard  in  the  seccmd  right 
space  close  to  the  sternum,  and  the  latter  in  the  third  left  space  close  to  the  left  border  of 
the  sternum,  would  indicate  the  presence  of  aortic  disease.  If  the  patient  has  suffered  from 
either  rheunuitism  or  chorea,  the  mitral  regurgitation  might  be  due  to  primary  endocarditis 
of  the  mitral  valve,  but  if  the  aortic  disease  is  the  result  of  syphilis,  hard  work,  or  aneurysm 
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of  the  first  part  of  the  aorta,  then  it  may  be  assumed  that  the  mitral  regurgitation  is 
result  of  secondary  dilatation  of  the  left  ventricle,  and  not  of  primary  mitral  disease. 

Secondary  to  Increased  Systemic  Blood-pressure  due  to   Chronic  Brights 
Associated  with  the  increased  blood-pressure  of  chronic  Bright's  disease,  the  left  veni 
hypertrophies  first,  and  after  a  time,  when  compensation  fails,  dilates  ;  mitral 
follows,  and  may  be  succeeded  by  all  the  signs  of  backward  pressure,  such  as  oedema  of 
feet  and  legs,  ascites,  enlargement  of  the  liver,  hydrothorax,  haemoptysis  from  coi 
or  infarction  of  the  lungs,  and  so  forth.     A  patient  presenting  such  a  group  of  sym] 
may  at  a  first  glance  be  considered  to  be  a  case  of  primary  disease  of  the  heart,  but  a 
investigation  will  often  enable  one  to  determine  that  the  primary  changes  have 
in  the  kidneys.     The  radial  artery  may  be  thickened  and  tortuous,  the  tension  of  the 
higher  than  in  mitral  regurgitation  from  primary  heart  disease  ;  there  may  be  alb 
retinitis  and  retinal  haemorrhages  ;   the  urine  is  variable,  for  whereas  it  may  formerly 
been  abundant,  of  low  specific  gravity  (1008  to  1012),  with  only  a  trace  of  albumin, 
failure  may  lead  to  its  being  diminished  in  amount,  of  specific  gravity  1020  or  more, 
albumin  may  be  abundant ;    microscopical  examination,  however,  will  generally  reval 
renal  tube-casts. 

Secondary  to  Increased  Systemic  Blood-pressure  due  to  Primary  Arteriosclerosis, — ^In  tUi 
disease  there  may  be  signs  of  enlargement  of  the  heart,  mitral  regurgitation,  backwnl 
pressure,  and  a  thickening  of  the  arteries,  but  in  contrast  to  chronic  Bright'S  disease  tk 
urine  will  be  of  higher  specific  gravity,  and  there  will  be  no  albuminuric  retinitis.  It 
becomes  merely  a  matter  of  opinion,  however,  whether  a  given  patient  is  sufTering  bm 
arteriosclerosis  or  from  granular  kidney  ;  post-mortem  examination  may  reveal  both,  ff 
arteriosclerosis  may  predominate  when  granular  kidney  had  been  diagnosed,  and  vice  vem.' 

Diseases  of  the  Myocardium   and   Pericardium. 

Myocarditis — Inflammation  of  the  myocardium  is  associated  most  frequently  wilk 
either  pericarditis  or  endocarditis,  but  occasionally  it  may  occur  in  acute  rheumatffims 
a  primary  condition.  In  one  form  of  the  disease  there  is  an  infiltration  of  leucocytes  bctweei 
the  muscular  fibres — interstitial  myocarditis ;  in  another  form  the  actual  musde  film 
arc  involved — parenchymatous  myocarditis  ;  and  there  is  a  third  variety  whidi  occurs  ia 
pyaemia,  especially  from  bone  disease,  characterized  by  the  formation  of  abscesses  in  the 
mvocardium.  The  weakened  condition  of  the  heart  muscle  leads  to  dUatation  of  the 
ventricles,  and  thus  to  enlargement  of  the  heart.  When  accompanied  by  pericarditis  or 
endocarditis,  the  signs  of  myocarditis  arc  overshadowed  by  the  symptoms  associated  with 
these  other  conditions.  The  diagnosis  of  myocarditis  is  therefore  a  difficult  matter.  If  in 
a  case  of  acute  rheiunatism  there  is  no  evidence  of  either  pericarditis  or  endocarditis,  but 
there  arc  signs  of  cardiac  failure,  a  feeble  irregular  pulse,  a  good  deal  of  precordial  pain  and 
distress,  dyspnoea  and  palpitation,  a  tendency  to  sudden  collapse,  and  signs  of  dilatation 
of  the  left  ventricle,  with  a  feeble  cardiac  impulse  and  a  weak  first  sound,  myocarditis  may 
be  suspected. 

Fatty  Heart, — ^The  heart  may  be  covered  with  fat  (fatty  superposition)  ;    fat  may 
infiltrate   between   the   muscular  fibres  (fatty    infiltration) ;    the   muscle   fibres   may  be 
degenerated,  losing  their  striation,  and  containing  fat  granules  (fatty  degeneration) ;  or  aB 
these  conditions  may  be  associated.     Fatty  degeneration  may  occur  in  patches  or  be  goienL 
When  general,  the  heart  becomes  enlarged  from  dilatation  as  the  muscle  becomes  flabby, 
has  less  contractile  force,  and  is  more  yielding.     It  is  a  condition  which  may  be  associated 
with  general  obesity,  severe  anaemia,  wasting  diseases  such  as  cancer,  phthisis,  phosphorus 
poisoning,  and  alcoholism.     It  may  be  a  sequela  of  severe  attacks  of  typhoid  and  other 
specific  fevers.     The   symptoms  and   signs  of  the  condition  are  due  to  the  diminiahed 
contractile  power  of  the  ventricles  which  leads  to  dilatation.    The  pulse  may  be  small, 
feeble,  and  slow — 30  to  40  beats  per  minute — or  it  may  be  frequent  and  irregular.    Tt» 
cardiac  impulse  is  very  feeble  or  imperceptible.    There  may  be  an  increased  area  of  cardiac 
dullness  from  dilatation,  and  the  first  sound  may  be  very  faint.    The  patient  is  usuaDy 
feeble  and  ansemic,  and  suffers  from  faintness  or  severe  syncopal  attacks  which  come  on 
suddenly  and  are  characterized  by  coma,  convulsive  twitching,  and  stertorous  breathing. 
(Edema  of  the  legs  and  venous  congestion  of  the  lips  and  face,  which  are  common  in  valvular 
disease,  are  usually  absent.     There  is  dyspnoea  on  exertion,  a  feeling  of  coldness  and  depres- 
sion, and  a  general  impairment  of  the  nutrition  of  the  muscles  which  are  soft,  flabby,  and 
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diminished  in  power.  In  some  cases  attacks  of  cardiac  '  asthma '  in  the  early  morning 
are  complained  of,  and  in  the  later  stages  of  the  disease  there  may  be  Oheyne-Stokes 
breathing.  The  chief  diagnostic  signs  are  the  feeble  cardiac  impulse,  the  feeble  pulse,  and 
the  weak  first  sound,  associated  w^ith  dyspnoea  and  attacks  of  syncoi>e,  and  the  absence  of 
evidence  of  other  causes  for  the  heart  symptoms. 

Fibroid  Heart. — Fibroid  degeneration  of  the  myocardium  is  usually  associated  with 
some  obstructive  lesion  of  the  coronary  arteries  caused  by  syphilis.  It  may  be  general, 
or  rarely  localized  to  the  apex  of  the  left  ventricle  ;  in  the  latter  case  there  may  be 
thinning  and  weakening  followed  by  aneurysm  of  the  heart,  and  then  by  rupture.  It  is 
one  of  the  causes  of  sudden  death.  The  most  important  symptoms  are  :  dyspncea  on 
slight  exertion,  palpitation,  and  precordial  pain.  The  physical  signs  are  those  of  dila- 
tation of  the  left  ventricle.  The  pulse  is  slow,  and  in  late  stages  feeble  and  irregular. 
There  may  be  severe  attacks  of  angina  pectoris.  The  diagnosis  is  more  or  less  a 
matter  of  guesswork.  Such  signs  and  symptoms  in  a  patient  who  has  had  syphilis, 
but  neither  acute  rheumatism  nor  chorea,  and  who  has  neither  aortic  disease  nor  signs 
of  granular  kidney  or  arteriosclerosis,  might  be  considered  indications  of  this  form  of 
cardiac  degeneration. 

Pericarditis, — In  pericarditis  the  cardiac  impulse  is  usually  displaced,  and  the  area 
of  cardiac  dullness  increased.  These  physical  signs  may  be  due  to  enlargement  of  the 
heart,  or  to  effusion  of  serous  fluid  into  the  pericardial  sac,  and  it  is  very  difficult  to  differen- 
tiate between  these  two  conditions.  Enlargement  of  the  heart  due  to  dilatation  is  generally 
the  result  of  the  myocardium  being  affected  as  well  as  the  pericardium,  and  the  cardiac 
impulse  is  diffused  and  displaced  outwards.  If  there  is  an  effusion  of  serous  fluid  into  the 
pericardial  sac,  it  is  said  that  the  impulse  is  displaced  upwards  as  well  as  outwards,  so  that 
it  may  be  found  on  a  level  with,  or  above  and  external  to,  the  left  nipple,  but  this  is  a  very 
unreliable  sign.  The  dullness  is  increased  laterally  and  upwards,  and  when  carefully 
mapped  out  it  is  said  to  have  a  triangular  shape,  with  the  base  on  the  diaphragm  and  a 
somewhat  rounded  apex  pointing  towards  the  left  clavicle,  and  reaching  to  the  second 
left  intercostal  space  or  higher.  Percussion,  however,  is  quite  unable  to  distinguish  between 
a  pericardial  effusion  and  a  much  enlarged  heart  without  effusion.  The  intercostal  spaces 
are  filled  out,  and  may  be  almost  obliterated,  so  that  the  ribs  feel  much  less  prominent  on 
this  part  of  the  chest.  On  auscultation,  in  addition  to  a  systolic  murmur  at  the  impulse 
due  to  n>itral  incompetence  from  the  accompanying  dilatation  of  the  left  ventricle,  a  triple 
*  cantering '  sound,  and  perhaps  a  definite  rub,  may  be  heard  in  some  part  of  the  precordial 
region,  especially  near  the  sternum,  independently  of  respiration,  and  generally  increased 
in  intensity  by  firm  pressure  of  the  stethoscope.  The  rub  is  audible  wiiether  effusion  is 
present  or  not. 

Adherent  Pericardium, — Adhesions  between  the  visceral  and  parietal  layers  of  the 
|)ericardium  are  found  frequently  post  mortem  when  they  had  never  been  suspected  during 
life.  Sometimes,  however,  they  arc  associated  with  chronic  mediastinitis,  or  what  should 
more  correctly  be  termed  mediastinal  fibrosis,  the  outer  surface  of  tlie  pericardial  sac 
bi^coming  adherent  to  the  thoracic  wall  and  to  adjacent  structures.  This  condition  usually 
leads  to  considerable  hypertrophy  and  dilatation  of  the  heart.  There  may  be  marked 
bulging  of  the  precordial  area  to  the  left  of  the  sternum.  The  canliacr  impulse  iniiy  be  seen 
not  only  in  the  sixth  space  outside  the  left  nipple  line,  but  also  in  the  fifth,  fourth,  and  third 
left  spaces,  and  the  pulsation  may  extend  in  these  spaces  from  the  left  border  of  tfic  sternum 
to  the  left  nipple  line,  or  even  outside  that  line.  The  impulse  has  a  curious  wavy  cliaraetcr, 
and  it  may  be  noticed  that  coincident  witli  the  impulse  in  the  sixth  sf)ace  there  may  be 
a  systolic  retraction  of  the  spaces  above,  or  of  the  lower  ribs  below  and  outside  tlie  cardiac 
area,  best  seen  when  the  patient  lies  over  to  the  other  side  with  his  left  arm  raised  above  his 
head.  If  the  heart  is  adherent  to  the  diaphragm,  there  may  be  a  systolic  retraction  of  the 
eleventh  and  twelfth  ribs  on  the  left  side  behind.  Some  cases  of  adherent  pericardium  of 
this  tj'pe  exhibit  dilatation  of  the  superficial  veins  in  the  precordial  area.  Diastolic  collapse 
of  the  cervical  veins  is  said  to  occur  also.  On  rolling  tfie  patient  from  side  to  side  it  is  found 
in  many  cases  that  the  cardiac  impulse  remains  nearly  in  the  same  position,  not  altering 
so  much  as  it  does  in  health  under  similar  circumstances.  Tlie  hand  placed  over  the  heart 
may  feel  a  diastolic  shock  or  rebound,  which  is  regarded  by  some  as  a  characteristic  sign 
of  the  condition.     On  auscultation  there  nuiv  be  a  svstolic  nuirmur  at  the  apex,  indicative 
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of  mitral  regurgitation,  and  frequently  there  is  also  a  presystolic  murmur  due  to  a  reb 
stenosis  of  the  mitral  orifice. 

There  is  also  a  therapeutic  sign  which  may  help  in  doubtful  cases.     Mitral  reguigit 
in  young  people,  if  due  simply  to  fibrosis  of  the  valve  after  endocarditis,  will  usually  im] 
under  treatment  by  rest  in  bed  and  the  administration  of  appropriate  doses  of 
Where  the  mitral  regurgitation,  however,  is  associated  with  adherent  pericardium, 
treatment  has  little  effect,  and  very  slight,  if  any,  improvement  follows.     If,  in  a  )i 
person  who  is  presumably  rheumatic,  the  size  of  the  heart  and  the  symptoms  are  not 
accountable  for  by  the  extent  of  valvular  disease  suggested  by  the  bruits,  the 
probably  has  adherent  pericardium  with  mediastinal  fibrosis.    The  diagnosis,  therefoit,ii| 
guessed  at  rather  than  made. 

Acute  Dilatation  of  the  Heart 

From  Over-exertion. — ^Acute  dilatation  may  result  from  over-exertion.  For  example, 
if  a  man  who  has  been  run  down  from  excessive  mental  work,  and  in  consequence  is  in  poor 
condition  or  bad  training,  takes  a  holiday,  and  attempts  the  ascent  of  a  mountain  or  engafs 
in  some  violent  form  of  exercise,  his  heart  is  very  liable  to  give  way  under  the  strain.  The 
chief  indication  of  such  an  occurrence  will  be  a  feeling  of  pain,  distress,  and  discomfort  ii 
the  region  of  the  heart,  dyspnoea,  and  palpitation.  The  pulse  will  be  rapid,  weak,  aad 
irregular.  The  cardiac  impulse  will  be  displaced  outwards,  diffuse,  weak  and  undulatiig 
in  character,  and  although  a  maximum  point  of  the  impulse  may  be  visible,  it  cannot  Ik 
located  clearly  by  palpation.  There  will  be  epigastric  pulsation,  the  cardiac  dullness  vl 
be  increased  outwards,  and  the  first  sound  will  be  feeble,  reduplicated,  or  replaced  by  a  soft 
blowing  systolic  murmur. 

From  Acute  Specific  Fevers. — Similar  signs  and  symptoms,  especially  weakness  of  the 
first  sound,  occurring  in  the  course  of  diphtheria,  typhoid  fever,  typhus,  scarlet  fever, 
erysipelas,  and  other  fevers,  would  point  to  dilatation  of  the  heart  in  consequence  of  the 
toxaemia  producing  loss  of  tone  in  the  cardiac  muscle  from  parenchymatous  degeneratioiL 

3.  Arteriosclerosis  and  Granular  Kidney  (see  p.  14). 

4.  Alcoholism. 

Patients  who  have  been  addicted  to  alcoholism  are  liable  to  enlargement  of  the  heart. 
It  is  a  cause  of  which  the  importance  is  frequently  overlooked.  The  usual  signs  of  hyper- 
trophy and  dilatation  may  be  present,  with  mitral  and  tricuspid  incompetence  and  signs  of 
backward  pressure.  The  enlargement  may  be  considerable.  At  a  post-mortem  examination 
it  is  by  no  means  unusual  to  find  the  heart  weighing  as  much  as  from  20  to  SO  ounces.  The 
valves  are  healthy,  the  aorta  normal,  and  evidence  of  arteriosclerosis  and  granular  kidney* 
is  absent.  Alcoholism  may  be  suspected  as  the  cause  of  enlargement  of  the  heart  where 
tiiere  is  no  evidence  of  primary  valvular  disease,  adherent  pericardium,  arteriosclerosis, 
or  chronic  Bright's  disease.     Other  signs  of  alcoholism  may  also  be  present  (p.  726). 

5.  Long-continued  Over-exertion 

produces  hypertrophy  of  the  ventricles  ;  for  a  considerable  period  there  may  be  no  sjmiptoins. 
but  after  a  time,  when  compensation  fails  owing  to  the  hypertrophy  being  insufficient  to 
continue  the  excessive  work,  dilatation  is  produced,  and  mitral  incompetence  and  signs 
of  backward  pressure  ensue.     The  subjects  of  this  form  of  enlargement  of  the  heart  are 
usually  either  middle-aged  men  who  are  robust  and  healthy  in  appearance,  but  have  had 
to  follow  for  many  years  a  laborious  occupation  entailing  severe  manual  labour,  or  else 
young  men  of  good  physique  w^ho  have  indulged  in  excessive  athletic  exercises,  such  as 
row^ing,  football,  boxing,  and  running,  often  with  insufficient  preliminary  training.    At 
first,  palpitation,  dyspnoea,  and  irregular  cardiac  action  are  noticed.     Later  the  ventricles 
dilate  and  the  mitral  valves  become  incompetent,  and  all  the  signs  of  backward  pressure 
may  follow.     Enlargement  of  the  heart  from  this  cause  is  much  more  liable  to  occur  where 
the  patient  is  accustomed  to  take  a  considerable  amount  of  alcohol.     As  a  cause  of  enlarge- 
ment of  the  heart  it  should  not  be  diagnosed  until  primary  valvular  disease,  granular  kidney, 
and  arteriosclerosis  can  be  excluded. 
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6.  Exophthalmic  Goitre. 

In  this  disease,  moderate  enlargement  of  the  heart,  as  shown  by  the  displacement 
outwards  of  the  cardiac  impulse  and  the  increased  area  of  cardiac  dullness,  is  common,  and 
is  probably  the  result  of  the  long-continued  increased  rapidity  of  cardiac  action.  It  is  rarely, 
however,  the  most  prominent  sign  of  the  disease.  It  is  distinguished  from  other  forms  of 
enia  "gement  by  the  presence  of  tachycardia — the  pulse-rate  in  a  well-marked  case  varying 
between  120  and  160,  or  being  even  higher  than  this — ^the  marked  pulsation  of  the  carotids 
and  other  superficial  arteries,  the  exophthalmos,  the  enlargement  and  pulsation  of  the 
thyroid  gland,  the  fine  tremor  of  the  extremities,  the  loss  of  weight,  the  excitability,  and 
the  pigmentation  of  the  skin  of  the  eyelids.  There  is  very  often  a  loud  blowing  systolic  bruit 
in  the  pulmonary  area,  less  often  oite  at  the  impulse,  but  frequently  one  over  the  thyroid 
gland.  Certain  signs  associated  with  the  names  of  von  Graefe,  Stellwag,  and  Moebius 
are  not  of  the  least  value  in  making  the  diagnosis.  ^ 

7.  Congenital    Heart    Disease. 

When  there  is  a  patent  interventricular  septum  there  may  be  considerable  enlargement 
of  the  heart  from  hypertrophy  and  dilatation  of  both  ventricles.  It  is  frequently  associated 
with  some  narrowing  of  the  pulmonary  orifice.  In  addition  to  the  symptoms  common  to 
most  forms  of  congenital  heart  disease,  viz.,  cyanosis,  clubbing  of  the  fingers  and  toes, 
dyspnoea,  and  polycythemia,  the  cardiac  impulse  will  be  displaced  downwards  and  outwards, 
there  will  be  epigastric  pulsation,  perhaps  a  prolonged  systolic  thrill,  best  felt  over  the  third 
left'  intercostal  space  close  to  the  sternum,  an  increased  area  of  cardiac  dullness  in  all  direc- 
tions, and  a  loud  systolic  murmur  at  the  base  of  the  heart,  the  point  of  maximum  intensity 
being  the  thind  or  fourth  left  intercostal  space  close  to  the  left  border  of  the  sternum.  It  is 
often  very  difficult  to  say  whether  the  lesion  is  pulmonary  stenosis  or  patent  interventricular 
septum.  A  well-marked  thrill  is  associated  more  constantly  with  the  former  than  with  the 
latter,  but  the  point  of  maximum  intensity  of  the  murmur  produced  by  pulmonary  stenosis 
is  in  the  second  left  space,  close  to  the  left  border  of  the  sternum,  whereas  in  patent  inter- 
ventricular septum  the  murmur  is  loudest  lower  down. 

ENLARGEMENT    OF    THE    RIGHT    VENTRICLE. 

When  the  enlargement  of  the  heart  is  due  to  hypertrophy  or  dilatation  of  the  right 
ventricle,  the  cardiac  impulse  is  displaced  outwards  more  than  downwards,  there  is  frequently 
well-marked  epigastric  pulsation,  and  the  dullness  is  increased  upwards  and  to  the  right 
rather  than  to  the  left.     The  causes  of  enlargement  of  the  right  ventricle  are  as  follows  : — 

1.  Diseases  of  the  Left  Side  of  the  Heart: — 

Mitral  stenosiH 

All  the  conditions  which  cause  enhirj^ement  of  the  left  ventricle  (p.  203). 

2.  Diseases  of  the  Long : — 

Fibroid  lung 

Chronic  bronchitis  and  emphysema. 

3.  Diseases  of  the  Right  Side  of  the  Heart : — 

Congenital  pulmonar\'  stenosis 

Pulmonary  incompetence  :    (i)   Due  to  dilatation   of  the  pulmonary   artery  ; 
(ii)  Due  to  infective  endocarditis  of  the  pulmonary  valve. 

1.  Diseases  of  the  Left  Side  of  the  Heart. 

Mitral  Stenosis. — ^This  is  a  common  and  most  important  cause  of  eiilargement  of  the 
right  ventricle.  The  obstruction  to  the  flow  of  bhM>d  from  the  left  auricle  into  the  left 
ventricle  leads  to  hypertrophy  and  dilataticm  of  the  left  auricle,  passive  congestion  of  the 
lungs,  red  and  brown  induration  of  these  organs,  thickenin*^  dilatation  and  atheroma  of  the 
branches  of  the  pulmonary  arteries  in  the  lungs  as  a  result  of  the  increased  tension  in  these 
vessels.  All  these  changes  increase  the  amount  of  work  to  be  performed  by  the  right  side 
of  the  heart,  and  are  responsible  for  the  hypertrophy  of  the  ri^ht  ventricle,  by  which 
means  compensation  may  be  maintained  for  some  time.     When  the  right  ventricle  dilates. 
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compensation  fails.  In  the  early  stages  the  pulse  shows  little  variation  from  the  norma^i 
6hd  there  may  be  no  obvious  symptoms  pointing  to  the  existence  of  mitral  stenosis.  In  mosj 
Advanced  phases  the  puLse  becomes  rapid,  small,  and  irregular.  The  cardiac  impulse 
tlisplaced  outwards,  and  pulsation  occurs  in  the  epigastrium  and  in  the  third,  fourth,  ailj 
Hfth  intercostal  spaces  close  to  the  sternum.  On  placing  the  palm  of  the  hand  over 
):^ion  of  the  cardiac  impulse  and  the  adjacent  fourth  and  fifth  intercostal  spaces,  a  characto*^ 
istic  thrill  may  be  felt.  It  usually  has  a  curious  rough  grating  quality.  It  is  diastolic ii 
rhythm,  and  may  be  felt  to  terminate  suddenly  in  a  sharp  shock  which  is  synchronous  vitk- 
the  apex  beat.  The  dullness  is  increased  upwards  from  the  third  left  rib  to  the  Seconal 
or  even  higher  ;  it  extends  well  to  the  right  of  the  sternum,  but  it  does  not  reach  far  to  the ^ 
left,  though  in  a  few  cases  it  extends  to  the  left  nipple  line,  even  when  mitral  stenosis  is  the 
only  lesion  present.  The  more  the  dullness  extends  to  the  left,  however,  the  less  likely  ii 
the  diagnosis  of  mitral  stenosis  alone  to  be  correct.  At  or  just  inside  the  cardiac  impidse, 
a  loud,  rough,  rumbling,  vibrating  bruit  may  be  heard,  which  runs  up  to,  and  is  continuou 
with,  a  loud,  accentuated,  slapping  first  sound,  which  may  or  may  not  be  followed  by  a 
systolic  murmur.  This  characteristic  bruit  may  occupy  the  whole  of  the  diastole,  and  may 
commence  with  a  doubling  of  the  second  sound.  It  increases  in  intensity  until  it  finally 
ends  in  the  loud  first  sound.  It  may,  however,  be  shorter,  and  commence  in  the  middle  or 
latter  part  of  diastole.  It  is  usually  termed  presystolic,  as  it  runs  up  to  and  is  continuooi 
with  the  first  sound.  The  other  abnormal  signs  to  which  mitral  stenosis  may  give  rise  aic 
described  on  pages  93  and  94. 

All  the  Conditions  which  cause  Enlargement  of  the  Left  Ventricle. — ^Whenever 
compensation  begins  to  fail  in  cases  of  mitral  regurgitation  from  any  cause,  aortic  disease, 
enlargement  of  the  left  ventricle  from  chronic  Bright' s  disease,  arteriosclerosis,  alcoholism, 
or  other  causes  discussed  above,  and  there  is  backward  pressure  through  the  lungs,  hype^ 
trophy  of  the  right  ventricle  serves  to  maintain  compensation  for  a  time.  The  increase  in 
the  size  of  the  right  ventricle  would  be  indicated  by  the  advent  of  epigastric  pulsation  and 
a  further  increase  of  the  dullness  to  the  right  of  the  sternum,  but  the  diagnosis  of  its  cause 
would  rest  upon  data  already  discussed  under  the  heading  of  mitral  regurgitation  (see  p. 
210). 

2.  Diseases  of  the  Lung. 

Fibroid   Lung  gives  rise  to  symptoms  and  physical  signs  so  characteristic  that  there 
is  rarely  any  difficulty  in  making  a  diagnosis.     The  hypertrophy  of  the  right  ventricle  is  of 
secondary  importance,  and  does  not  become  manifest  until  late  in  the  disease.  The  retraction 
of  the  limg  draws  the  heart  over  towards  the  affected  side,  and  in  consequence  of  the 
displaced  cardiac  impulse  and  the  increased  area  of  pulsation,  it  may  appear  to  be  much 
larger  than  it  really  is.    When  the  right  hmg  is  affected,  there  may  be  well-marked  epigastric 
pulsation,  and  the  cardiac  impulse  may  be  to  the  right  of  the  sternum  in  the  fifth  intercostal 
space,  the  maximum  point  being  in  some  cases  as  far  out  as  the  right  nipple  line.    When 
the  left  hmg  is  affected,  the  heart  may  be  pulled  over  towards  the  left,  so  that  the  cardiac 
impulse  is  situated  in  the  anterior,  or  even  in  the  mid-axillary  line.     In  consequence  of  the 
shrinking  of  the  lung,  more  of  the  anterior  surface  of  the  heart  will  lie  in  contact  with  the 
thoracic  wall,  and  there  may  be  therefore  an  increased  area  of  visible  pulsation  in  the  second, 
third,  or  fourth  intercostal  space.     In  addition  to  displacement  of  the  cardiac  impulse,  there " 
is  diminution  in  the  size  and  decrease  in  the  movement  of  the  affected  side  of  the  chest, 
the  shoulder  is  drawn  down,  the  spine  curved  with  the  concavity  towards  the  affected  side : 
there  is  increased  tactile  vocal  fremitus,  impairment  of  note  on  percussion,  and  possibly 
a  cracked -pot  sound  ;    and,  should  there  be  dilated  bronchial  tubes,  there  are  cavernous 
or  amphoric  breathing,  bronchophony,  pectoriloquy,  and  loud  crackling  rales.     With  the 
exception  of  compensatory  emphysema,  there  may  be  no  sign  of  disease  in  the  other  lung, 
a  point  which  helps  to  distinguish  this  condition  from  phthisis.     The  chief  symptoms  are 
chronic  cough,  dyspnoea,  abundant  expectoration  on  rising  in  the  morning,  the  sputum 
often  being  foetid  on  account  of  the  bronchiectasis  so  frequently  associated  with  fibroid  lung. 
The  patient  may  be  well  nourished  and  show  no  signs  of  loss  of  flesh.     Haemoptysis  occurs 
occasionally,  but  no  tubercle  bacilli  will  be  found  in  the  sputum.     There  is  often  extreme 
clubbing  of  the  fingers. 

Chronic  Bronchitis   and   Emphysema   may  so  increase  the  volume  of  the  lungs  that 
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they  cover  tlie  anterior  surface  of  the  heart  completely  ;  consequently  the  cardiac  impulse 
may  be  invisible,  the  superficial  cardiac  dullness  diminished  or  absent,  and  the  heart  sounds 
faint  or  even  inaudible.  In  these  circumstances  it  is  not  an  easy  matter  to  diagnose  enlarge- 
ment of  the  heart.  Should  there  be  dilatation  of  the  right  ventricle  as  well  as  hypertrophy, 
and  also  tricuspid  regurgitation,  a  systolic  murmur  may  be  heard  over  the  lower  part  of  the 
sternum  and  in  the  fourth  and  fifth  left  intercostal  spaces  close  to  the  sternum,  and  ccdema 
of  the  legs,  ascites,  enlargement  of  the  liver,  and  albuminuria  may  also  be  present.  If,  in 
addition,  there  are  signs  of  pulmonary  emphysema,  viz.,  the  cubical  chest,  wide  epigastric 
angle,  increased  tactile  vocal  fremitus,  hyper-resonant  percussion  note,  diminished  area 
of  hepatic  and  cardiac  dullness,  increased  voice  sounds,  diminished  vesicular  murmur  with 
prolongation  of  the  expiratory  sound,  with  or  without  non-consonating  rales  and  rhonchi, 
and  if  there  are  no  indications  of  fibrosis  of  the  heart  valves  from  former  endocarditis, 
chronic  Bright^s  disease,  or  primary  arteriosclerosis,  enlargement  of  the  heart  with  failure 
of  compensation  as  a  result  of  chronic  bronchitis  and  emphysema  may  be  diagnosed. 

3.  Diseases  of  the  Right  Side  of  the  Heart. 

Pulmonary  Stenosis. — ^This  is  the  commonest  form  of  congenital  heart  disease.  In 
addition  to  cyanosis,  clubbing  of  the  fingers  and  toes,  polycythaemia,  dyspncra,  and  signs 
of  hypertrophy  of  the  right  ventricle,  there  is  usually  a  well-marked  systolic  thrill  over  the 
second  left  intercostal  space  close  to  the  sternum,  and  a  loud,  rough  systolic  murmur  in  the 
same  position.  The  munnur  is  not  transmitted  to  the  carotids  in  the  neck,  as  is  that  of 
aortic  stenosis. 

Pulmonary  Incompetence. — ^Tiiis  lesion  may  be  associated  with  congenital  pulmonary 
stenosis,  or  may  be  due  to  infective  endocarditis  (especially  gonococcal),  but  by  far  the 
commonest  cause  is  functional  incompetence  from  dilatation  of  the  pulmonary  artery  and 
orifice  secondary  to  the  high  tension  produced  in  the  pulmonary  circulation  by  mitral 
stenosis.  It  may  be  difficult  to  distinguish  from  aortic  regurgitation  ;  the  early  diastolic 
bruit  of  pulmonary  incompetence  is  most  audible,  however,  in  the  third  and  fourth  left 
intercostal  spaces  midway  between  the  left  nipple  line  and  the  left  border  of  the  sternum, 
whereas  in  aortic  disease  the  diastolic  bruit  is  usually  heard  best  in  the  third  left  space  close 
to  the  left  border  of  the  sternum.  The  visible  pulsation  of  the  superficial  arteries,  and  the 
collapsing  pulse*,  which  are  so  characteristic  of  aortic  incompetence,  arc  not  present  in 
cases  of  pulmonary  incompetence.  Uerhcrt  French. 


ENLARGEMENT  OF  THE  KIDNEY.— (See  Kidney,  Enlaiigkmknt  of,  p.  352.) 

ENLARGEMENT  OF  THE  LIVER.— (See  Livkr,  Enlargements  of  the,  p.  36C.) 

ENLARGEMENT  OF  THE  LYMPHATIC  GLANDS.— (See  Lymphatic  Gland 
Knlargement,  p.  376.) 

ENLARGEMENT  OF  THE  SALIVARY  GLANDS  (Sec  Swelling  of  the  Sai  ivary 

(i LANDS,    p.    694). 

ENLARGEMENT  OF  THE  SPLEEN.— (See  Si»leen,  Enlar(;ement  of.  p.  (i'js.) 
ENLARGEMENT  OF  THE  THYROID  GLAND.— (Sec  Thyroid   (h.and   1^:nlahgi:- 

MENT.    p.    721.) 

ENOPHTHALMOS  (or  Retraction  of   the  Eyeball).- This  may  occur:    (i)  in 

wasting  diseases  :  (2)  In  paralysis  of  the  eervical  sympathetic  ;  (.'J)  In  various  congenital 
affections. 

The  enophthalmos  in  icasting  diseases  is  due  to  the  absorption  of  the  orbital  fat. 
an<l  the  diagnosis  as  regards  the  eye  presents  no  diiliculty. 

Knophthalmos  due  to  paralysis  of  the  cenical  si/mpulhetir  is  always  associated  with 
the  other  well-defined  symptoms  of  this  condition,  namely,  diminution  in  tlic  size  of  the 
palpel)ral  aperture,  eonstrietion  of  the  pupil,  and  absence  of  sweating  and  blushing  on  the 
paralyzed  side.  The  pupil  is  eonstrieted  owing  to  the  paralysis  of  the  <iilator  fibres,  the 
pupil  therefore  not  dilating  in  a  feeble  light. 
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In  certain  congemlal  cases  there  is  well-marked  retraction  associated  with  defe 
or  irregular  movements  of  the  affected  eyeball.     The  ocular  muscles  are,  as  a  rule,  ii 
much  farther  back  in  the  sclerotic  than  is  normally  the  case.     The  condition  appeui 
be  due  to  the  absence  or  defective  insertion  of  the  extrinsic  muscles  of  the  eye,  and 
be  recognized  by  its  existence  since  birth.  Herbert  L, 

ENURESIS  occurs  almost  exclusively  in  children,  and  although  most  freqi 
confined  to  the  night,  it  may  occur  in  the  day.  It  must  be  distinguished  from  inconi 
of  urine  ;  the  patient  has  usually  full  control  of  micturition  during  the  day,  although 
times  the  desire  to  urinate  must  be  satisfied  quickly  or  a  little  dribbling  may  take 
The  child  completely  empties  the  bladder,  often  without  waking,  once  or  several 
during  the  night.  The  bladder  need  not  be  quite  filled  for  micturition  to  occur,  for 
takes  place  in  the  early  hours  of  the  night. 

Enuresis  is  often  accompanied,  and  may  be  caused,  by  slight    affections,  sudi 
phimosis,  balanitis,  small  urinary  meatus,  vulvitis,  constipation,  or  intestinal  worms, 
correction  of  which  remedies  the  trouble,  but  in  other  cases  there  seems  nothing  to  pi 
the  excitability  of  the  detrusor  muscle.     It  is  cured  not  infrequently  by  an  operation 
the  removal  of  enlarged  tonsils  and  adenoid  growths,  or  after  the  administration  of  snolj 
doses   of   thyroid    extract.     It    has  been   stated    that   the   condition    is   due  to  foul^j 
development   or  deficient   innervation  of  the    sphincter    muscle,    or   to   spasm  of 
detrusor ;    but  this  is  difficult  to  prove.     If  the  sphincter  muscle  were    paralyzed 
deficient,  there  would  be  true  incontinence  of  urine,  whereas  this  is  not  so,  and  tk| 
children  are  often  of  good  development  and  health.     It  is  probable  that  the  infaatii| 
condition  in  which  the  detrusor  muscle  holds  the  mastery  over  the  sphincter  persisli,] 
a  relative  disparity  between  the  innervation  of  the  two   sets  of  muscles  allowing  tke^ 
detrusor,   which  normally  is  held  in  check  by  the  sphincter,  to  overcome  the  oomiMUi'' 
tiyely  weak  action  of  the  latter.     When  enuresis  persists  throughout  childhood,  it  mif 
disappear  at  puberty,  when  the  prostate  gland  enlarges  and  strengthens  the  action  of 
the  sphincteric  apparatus. 

It  is  important  to  exclude  both  pyelitis,  phosphaturia,  and  oxaluria  before  a  diagnoai 
of  simple  enuresis  is  made.  In  either  case  nocturnal  micturition  may  be  the  chief 
symptom  ;  microscopical  examination  of  the  centrifugalized  deposit  will  detect  the  pv 
cells  or  the  excess  of  calcium  oxalate  crystals,  and  a  bacteriological  examination  of  t 
specimen  of  urine  passed  directly  into  a  sterile  bottle  or  obtained  by  a  catheter  should  be 
made  in  order  to  diagnose  or  exclude  coli  bacilluria  (p.  69). 

In  most  cases  no  source  of  irritation,  alteration  in  the  urine,  or  disease  of  the  bladder 
can  be  found.  The  child  is  ner\^ous  and  sensitive  from  a  feeling  of  shame  due  to  attempts 
by  the  parent  to  cure  the  trouble  by  punishment.  In  some  the  enuresis  may  accompany 
a  minor  epileptic  attack,  in  which  case  there  may  be  longer  intervals  than  is  usual  in  simple 
enuresis,  or  there  may  be  a  history  of  epilepsy,  insanity,  or  other  nerve  trouble  in  the 
parent.  R,  //.  Jocdyn  San. 

EOSINOPHILIA  denotes  a  relative  increase  in  the  coarsely  granular  eosinophOe  cells 
of  the  blood  {Plate  II,  Fig,  L,  p  22) ;  it  is  determined  by  preparing  blood  films  and  making 
a  differential  leucocyte  count.  Normally,  the  coarsely  granular  eosinophile  cells  vait 
from  0  to  2  per  cent ;  the  point  at  which  eosinophilia  begins  is  quite  arbitrary  ;  but  one 
may  say  that  although  it  is  unusual,  under  perfectly  healthy  conditions,  to  find  more  than 
2  per  cent  of  these  cells  in  the  differential  count,  they  should  reach  5  per  cent  or  more 
before  the  term  eosinophilia  is  applied  to  the  condition.  It  is  probable  that  some  normal 
people  have  upwards  of  5  per  cent  of  these  cells,  but  beyond  this  point  they  arc  nearly 
always  pathological. 

One  may  divide  the  causes  of  eosinophilia  under  main  headings  as  follows  : — 

1.  Conditions  in  which  Eosinophilia  is  slight,  inconstant,  and  of  little  diatfaostic 
significance : — 


Post-febrile  states,  after  : — 

Scarlet  fever 
Pneumonia 


Acute  articular  rheumatism 
Measles 


Varicella 
Malaria. 
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Affections  of  the  bone-marrow  : — 

Splenomedullaiy  leuksmia  '     Rickets 
Sarcoma  of  bone  Osteomyelitis 


Osteomalacia 


Addison's  disease. 

From  certain  chemicals,  particularly  camphor,  sulphuretted  hydrogen. 
In  ovarian  maladies. 
Gonorrhcea. 

During  the  positive  stage  of  tuberculin  reaction. 

Some  cases  of   malignant  disease,  especially  when  there  are  metastases — carcinoma, 
lymphosarcoma. 

2.  CoDditkMis  In  whlcb  Eoslnophllla  may  be  marked. 

(a).  Spiismodic  Asthma. 

(6).  Certain  Skin  Diseases,  more  particularly  the  bullous  dermatoses  : — 


Pemphigus 
Ervtbema    buUosum 


Dermatitis  herpetiformis  (Duh-  j     Herpes  iris,  or  erythema  iris 

ring's  disease)  ,     Herpes  gestation  is 

Hydroa 


It  is  much  rarer  in  other  cases  of  skin  disease,  but  is  noted  occasionally  in  psoriasis, 
«czema,  and  exceptionally  in  some  other  affections  of  the  skin. 


(c).  Certain  Parasitic  Affections,  particularly  : — 


Ankylostomum    duo- 

denale 
Bilharzia  haematobia 


Bothriocephalus  latus 

Tenia  solium 

Tsnia  mediocanellata 


Filaria  sanj^uinis  hominis 
Trichina  spiralis 


It  is  much  less  constant,  and  indeed  generally  absent,  in  cases  of  : — 


Asoaris  lumbricoides 
Trichocephalus  dispar 


Oxyuris  vermicularis 
Pediculus  capitis 
Pediculus  pubis 


Pediculus  corporis 
Acarus  scabiei 


The  list  above  almost  speaks  for  itself,  and  little  discussion  is  needed.  None  of  the 
conditions  named  is  necessarily  associated  with  eosinophilia,  but  the  coarsely  granular 
eosinophile  cells  often  reach  a  figure  between  5  and  15  per  cent  in  the  differential  count 
In  many  of  the  diseases  that  come  under  headings  (a),  (6),  and  (c),  whilst  sometimes  during 
paroxysmal  asthma  they  may  reach  25,  50,  or  even  more  per  cent,  and  they  are  often  over 
20  per  cent  in  the  severer  forms  of  parasitic  disease.  The  eosinophilia  of  leukaemia  has 
often  had  stress  laid  upon  it  in  text-books,  but  as  a  matter  of  fact,  although  the  coarsely 
granular  eosinophile  cells  per  cubic  millimetre  of  blood  may  be  considerably  above  the 
normal  along  with  all  the  other  corpuscles,  yet  when  reduced  to  percentages  in  the  differ- 
ential leucocyte  count,  the  eosinophile  corpuscles  seldom  number  more  than  2  or  3  per 
cent  of  all  the  white  cells  present. 

The  value  of  eosinophilia  in  discriminating  between  artificial  blcb-forniation  and  a 
true  bullous  dermatosis  is  mentioned  in  the  article  upon  Bull^  (p.  S)6). 

The  difficulty  sometimes  present  in  deciding  whether  in  a  given  case  the  lesion  is 
primary  emphysema  and  bronchitis,  or  primary  asthma  succeeded  by  emphysema  and 
bronchitis,  is  discussed  on  page  585  ;  and  the  value  of  eosinophilia  in  discriminating 
between  truly  asthmatic  cases  and  those  which  simulate  asthma  but  are  really  cardiac. 
renal,  or  bronchitic,  is  there  referred  to.  It  should  be  noted  that  the  eosinophilia  is  not 
confined  to  the  blood,  being  present  also  in  the  cells  in  the  sputum  ;  it  occurs  during  the 
paroxysms  of  asthma,  and  rapidly  disappears  in  the  intervals. 

\Mien  a  patient  is  suffering  from  an  obscure  form  of  anaemia,  and  when  the  blood  at 
the  same  time  exhibits  considerable  eosinophilia,  the  latter  may  sometimes  be  the  first 
suggestion  that  there  is  a  serious  parasitic  infection  in  the  case,  and  careful  examination 
of  the  fseces  or  urine  for  the  parasites  themselves  or  for  their  ova,  with  the  administration 
of  anthelmintic  drugs,  may  then  be  resorted  to  for  confirmation  of  the  diagnosis  (see 
Parasites,  Intestinal,  p.  519).  Persons  who  have  been  resident  in  the  tropics  are  more 
liable  to  unsuspected  infection  of  this  kind  than  are  others.  Herbert  French. 
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EPIPHORA,  or  overflow  of  the  tears,  may  be  due  to  (1)  Increased  secretion  ;  (2)  Tk 
puncta  lachrymalia  not  being  in  close  apposition  to  the  globe  ;  (3)  Obstruction  of  the  lachrymi 
canaliculi  or  duct, 

1.  The  most  familiar  cause  of  epiphora  due  to  increased  secretion  of  tears  is  the  act 
of  weepings  in  which  the  flow  is  due  to  psychical  stimuli.  Epiphora  may  also  occur  in  the 
lachrymation  caused  by  conjunctivitis,  corneal  ulcers,  and  other  inflammatory  affectioM 
of  the  eye  (p.  231). 

2.  Tears  only  And  their  way  down  the  canaliculi  by  capillary  attraction,  the  puncta 
lachrymalia  being  applied  closely  to  the  surface  of  the  globe.  In  facial  paralysis,  owiq 
to  the  failure  of  the  orbicularis  palpebrarum  muscle,  the  lids  are  no  longer  braced  up  a^aint 
the  eye,  and  the  lower  lid  droops  away  from  the  globe.  The  tears  collect  in  the  suka 
thus  formed,  and  run  over  on  to  the  cheek.  The  condition  is  easily  diagnosed  by  tk 
inability  to  close  the  eye  entirely,  either  by  passive  or  active  movements.  In  cases  of 
chronic  marginal  blepharitis,  hypertrophy  of  the  Hd-edge  and  the  conjunctiva  results  in  a 
slight  e version  or  ectropion.  The  punctum  lachrymale  of  the  lower  lid  is  no  longer  ii 
apposition  with  the  eye,  and  epiphora  follows,  causing  continual  moisture  of  the  edge  q( 
the  lids  and  aggravation  of  the  original  condition.  Cicatricial  ectropion  from  bums,  if^fujl, 
sclerodermia,  or  lupus  of  the  cheek  may  also  result  in  epiphora  ;  and  so  may  severe propfeM 
(sec  Exophthalmos,  p.  229),  resulting  from  tumours  or  inflammation  at  the  back  of  tk 
orbit,  or  from  Graves's  disease. 

3.  The  lachrymal  ducts  may  be  congenitally  obstructed.  The  obstruction  is  usually 
unilateral,  and  is  due  to  a  plug  or  septum  of  uncanalized  epithelium  situated  in  the  lower 
part  of  the  duct.  The  epiphora  is  as  a  rule  not  evident  till  the  seventh  or  eighth  day,  at 
which  period  the  infant  flrst  begins  to  shed  tears,  and  owing  to  the  suppuration  of  the  tean 
collected  in  the  lachrymal  sac  the  malady  may  be  mistaken  for  a  chronic  conjunctivitii. 
The  unilateral  Aature  of  the  affection,  and  the  presence  of  tears  or  pus  in  the  sac,  are  the 
diagnostic  signs,  and  the  obstruction  may  generally  be  cured  by  a  single  probing  of  the 
duct  through  the  dilated  but  imcut  canaliculus.  Congenital  absence  of  one  or  both  canalicni 
has  been  recorded.  Stenosis  of  the  lachrymal  duct  may  also  occur  as  the  result  of  caUxrdui 
congestion  of  the  mucous  membrane,  or  from  some  organic  obstruction,  due  to  cicatrisatim 
following  abscess  in  the  lachrymal  sac  or  necrosis  of  the  bones  forming  the  walls  of  the  duet 
The  diagnosis  can  only  be  made  by  syringing  through  the  canaliculi ;  in  catarrhal  obst^l^ 
tion,  fluid  can  usually  be  forced  into  the  nose,  but  in  organic  stricture  it  is  returned  through 
the  other  canaUculus.  In  such  cases  the  stenosis  can  be  relieved  by  the  passage  of  a  probe, 
after  slitting  the  lower  or  upper  canaliculus,  or  by  various  operations,  which  are  now  on 
their  trial,  for  the  formation  of  a  permanent  direct  opening  from  the  lachrymal  sac  into 
the  nasal  cavity. 

Excision  of  the  lachrjmial  sac  for  chronic  suppuration  is  always  followed  by  epiphora, 
but  this  condition  may  often  be  preferable  to  the  discomfort  caused  by  recurrent  lachrymal 
abscess  and  to  the  risk  of  corneal  ulcer  w^ith  hypopyon. 

Injury  to  the  duct  or  canaliculus  may  also  cause  permanent  epiphora.     Herbert  L.  Eason. 

EPISTAXIS — rhinorrhagia,  or  bleeding  from  the  nose,  may  be  due  to  local  or  general 
causes,  or  to  a  combination  of  both.  In  many  cases  it  occurs  spontaneously  and  no  cause 
can  be  indicated. 

Local   Causes. 

Injury. — A  blow,  fracture  of  the  base  of  the  skull,  a  foreign  body  in  the  nose,  operation 
on  the  nose,  violent  coughing,  sneezing  or  nose-blowing,  nose-picking. 

Ulceration, — Traumatic,  syphilitic,  malignant,  tuberculous,  leprous. 

Nav  Growth, — Adenoid  growtiis,  polypi,  fibroma,  angioma,  malignant  disease. 

Varicosity  of  the  Veins  of  the  nasal  mucosa  :    multiple  hereditary  telangiectases. 

Acute  Infective  Inflammation, — Severe  catarrh,  diphtheria,  scarlet  fever,  influenza. 

General  Causes. 

High  Arterial  Blood-pressure^  such  as  obtains  in  granular  kidney  and  chronic  renal 
disease,  arteriosclerosis,  gout,  cirrhosis  of  the  liver,  heart-disease. 

High  Venous  Blood-pressure  in  bronchitis,  emphysema,  dilatation  of  the  right  heart: 
in  cerebral  congestion,  when  blood  passes  from  the  superior  longitudinal  sinus  by  an 
emissary  vein  going  through  the  foramen  ciecum  to  the  nasal  mucosa  :  in  '  determination 
of  blood  to  the  head  '  ;   in  schoolboys  and  children  after  taking  violent  exercise. 
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Altered  Conditions  of  the  Blood. — Hsemophilia,  pernicious  anaemia,  purpura,  scurvy, 
leuksemia,  chlorosis,  jaundice,  and  the  onset  of  acute  specific  fevers,  particularly  enteric, 
scarlet  fever,  and  measles. 

Alterations  in  Atmospheric  Pressure, — Mountaineering,  diving,  caisson  disease. 

Eplstaxis  of  Obscure  Origin,  often  attributed  to  congestion,  and  occurring  : — In 
childhood  ;  at  puberty,  especially  in  girls  ;  as  the  alleged  vicarious  menstruation  ;  as 
the  result  of  sexual  irritation  in  either  sex  ;   in  women  at  the  menopause. 

In  some  cases  the  blood  issues  from  both  nostrils  ;  in  the  majority,  particularly  when 
the  cause  of  the  bleeding  is  local,  from  one  only.  But  it  must  be  remembered  that  nose- 
bleeding  may  occur  without  any  blood  coming  from  the  anterior  nares  ;  if  the  patient 
is  lying  down  the  effused  blood  runs  down  the  sides  or  floor  of  the  nose,  passing  through 
the  posterior  nares  and  entering  the  nasopharynx  ;  when  this  occurs  the  patient  may 
cough  and  spit  it  up,  when  haemoptysis  will  be  observed  ;  if,  on  the  other  hand,  he  swallows 
the  blood,  he  may  vomit  it  later,  when  hsematemesis  will  take  place.  In  the  not 
uncommon  instances  in  which  either  of  these  events  occurs  from  epistaxis,  careful  enquiry 
should  suffice  to  make  the  diagnosis  clear  ;  but  it  should  not  be  forgotten  that  either 
hsmatemesis  or  haemoptysis  may  indicate  nothing  more  serious  than  an  attack  of  nose- 
bleeding. 

In  every  case  of  epistaxis,  the  history  of  the  attack  should  be  gone  into  carefully. 
Particular  enquiry  should  be  made  as  to  any  sort  of  trauma  that  might  account  for  it, 
and  also  as  to  the  occurrence  of  previous  attacks  of  nose-bleeding.  More  important  still 
is  a  careful  examination  of  the  local  conditions  of  the  nose,  with  use  of  a  nasal  speculum 
to  dilate  the  nares,  and  of  a  mirror  and  lamp  to  secure  a  good  illumination.  In  many  cases 
the  bleeding  point  can  be  seen,  whether  the  haemorrhage  be  arterial  or  venous,  the  so- 
called  ^  seat  of  election  *  of  epistaxis  being  a  small  and  perhaps  ulcerated  spot  on  the 
cartilage  of  the  septum  not  far  from  its  junction  with  the  ethmoid  and  vomer.  In  other 
instances  no  such  bleeding  point  can  be  seen,  the  blood  oozing  from  the  mucous  membrane 
generally.  The  urine  should  be  tested  for  albumin  and  the  arterial  blood-pressure  measured 
instrumentally. 

Becurrent  Epistaxis  at  irregular  intervals  is  likely  to  be  due  to  some  local  cause. 
For  example,  a  small  ulcer  on  the  septum  nasi,  due  perhaps  to  injury  in  the  first  instance, 
may  scab  over  from  time  to  time  but  never  heal  satisfactorily  :  a  comparatively  trifling 
injury,  such  as  that  occasioned  by  blowing  the  nose,  may  suflice  to  detach  the  scab, 
epistaxis  following.  Malignant  disease  of  or  about  the  nose,  and  also  adenoid  vegetations, 
often  give  rise  to  repeated  nose-bleeding.  Epistaxis  has  been  a  prominent  symptom  in 
the  rare  hereditary  disease  in  which  numerous  friable  telangiectases  appear  about  the 
surfaces  of  the  body  and  on  mucous  membranes. 

Considerable  aid  in  diagnosing  the  probable  cause  of  an  epistaxis  is  afforded  by  the 
age  of  the  patient.  In  infancy,  the  cause  is  likely  to  be  local  injury  by  a  fall,  a  foreign, 
body,  the  habit  of  nose-picking,  or  syphilitic  disease  of  the  nasal  bones.  In  childhood , 
falls  and  blows  on  the  nose  are  common,  the  temptation  to  insert  foreign  bodies  up  the 
nose  still  asserts  itself,  adenoid  growths  in  the  nasopharynx  are  common  ;  and  general 
causes  such  as  heart-disease,  diseases  of  the  blood,  or  "obscure  conditions  of  local  congestion, 
may  exist  and  account  for  the  onset  of  epistaxis.  About  the  age  of  puberty  nose-bleeding 
may  occur  in  either  sex,  and  particularly  in  girls,  not  only  in  consequence  of  the  causes 
enumerated  already,  but  also  spontaneously.  In  the  healthy,  or  apparently  healthy, 
young  adult,  almost  any  of  the  list  of  local  and  general  causes  may  account  for  nose- 
bleeding  ;  diagnosis  here  must  rest  upon  the  results  of  the  examination  into  the  local 
conditions  of  the  nose,  and  the  general  state  of  the  organs  of  the  body.  In  the  old,  on  the 
other  hand,  and  in  middle-aged  patients  of  plethoric  habit,  high  blood-pressure  with  or 
without  general  arterial  disease  is  the  most  important  cause  of  epistaxis  ;  it  may  be  a 
natural  remedy  for  the  plethora  from  which  such  persons  suffer,  and  not  infrequently  does 
relieve  them  from  such  symptoms  as  a  sense  of  fullness  and  congestion  of  the  head,  tinnitus 
aurium,  or  the  appearance  of  flashes  of  light  or  musca;  volitantes  before  the  eyes.  In 
other  instances,  it  may  serve  as  a  warning,  drawing  attention  to  the  abnormally  high  blood- 
pressure  and  to  the  chronic  interstitial  nephritis  or  arteriosclerosis  that  underlies  it. 

A.  J,  JeX'Blake, 

ERUCTATIONS.-~(See  Flatulence,  p.  240  ;   and  IIeartbl  kn,  p.  296.) 
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ERYTHEMA 


ERUPTIONS,  BULLOUS,  VESICULAR,  Etc— (See  Bull^,  Vesicle:s,  Etc.) 

ERYTHEMA  signifies  a  pathological  reddening  of  the  skin  from  vascular  hypei 
the  redness  disappearing  on  pressure,  to  return  when  the  pressure  is  removed.  There  is 
strict  line  at  which  one  can  say  mere  redness  of  the  skin  ends  and  actual  erythema  beginkj 
For  instance,  Flushing  (p.  241)  would  hardly  merit  the  term  erythema  in  some 
though  it  would  in  others  ;  clinically,  however,  there  is  seldom  difficulty  in  deciding  whatiij 
erythema  and  what  is  not.  It  may  be  local  or  general,  and  may  be  due  to  many  causes,] 
including  the  following  : — 

1.  Drugs. 


(a).  External  Applications,  including  all  Rubefacients : — 


Turpentine 
Poultices 
Mustard  plasters 
Ammonia 
Croton  oil 
Cantharides 
Capsicum 
Carbolic  acid 


Mineral  acids 
Alkalies 

Alcohol  and  alcoholic  prepar- 
ations 
Chrysarobin 
Oil  of  cade 
Strong  mercurials 
Iodoform 


!    Arnica 
'    Mesotan 


'  Methyl-salicylic  acid 

'  Certain  soaps 

'  -Y-ray  dermatitis 

,  Radium  appltcations. 


(6).  Medicines  taken  by  the  Mouth : — 

I   Trional 


Copaiba 

Cubebs 

Sandalwood  oil 

Belladonna 

Atropine 

Salicylates 

Aspirin 

Sulphonal 

Veronal 


Chloral 

Chloral  hydrate 

Butyl  chloral  hydrate 

Chloralamide 

Antipyrin 

Arsenic 

Quinine 

Boric  acid 


Rhubarb 
Benzoic  acid 
Mercury 
Bromides 
Iodides 
Pilocarpine 
Valerian 
Chlorate  of  potash 


(c).  Therapeutic  Agents  injected  Hypodermically  : — 

Antistreptococcus  scrum 
Antitetanic  serum 
Antipneumococcus  serum 
Salvarsan 


Normal  horse  serum 
Antidiphtheritic 

scnim 
Anti-anthrax  scnim 


Neosalvarsan 

Atoxvl 

Sodium  cacodvlate. 


(d).  Therapeutic  Agents  injected  per  Rectum  : — 

Soap  and  water  encmata  |      Other  encmata 

2.  Erythema  Artefactum  (Malingering). 

3.  Irritants  affecting  Workers  at  Certain  Trades,  in  which  they  have  to  handle  or 
come  in  contact  with  erythema-producing  substances,  such  as : — 


Turpentine 
Varnish 
Aniline  dves 
Volatile  oils 
Scents 


Fishermen  handling  jelly-fish.  Satin-wood  sawdust 

sea  cats,  wee  vers  and  other  leaves  of  Primula  obconica 

Tar  products  [fish  leaves  of  Rhus  toxicodendron 

Resins  Juice     of    knot-grass    (Poly- 
Vanilin  gonum  aviculare) 


4.  After  Operations  sometimes,  perhaps  the  result  of  the  anaesthetic. 

5.  Extremes  of  Heat  or  Cold  :— 

Erythema  solarc  |     Er>i;hema  ab  ifjne  |     Erythema  a  frigore 

6.  Around  Inflammatory  Fod,  such  as  : — 

Over  any  abscess  as  it  ncars  the  surface — appendicular,  mastoid,  dental, 
hepatic,  axillary,  inguinal,  a  pointing  empyema,  and  so  on. 

Round  superticial  inflammations  of  the  skin,  such  as  boils,  carbuncles,  Airuncles, 
malignant  pustules,  and  so  on  ;  or  as  part  of  other  skin  lesions,  such  as  eczema, 
lupus  erythematosus,  urticaria,  ringworm,  tinea  versicolor,  erythema  iris, 
hydroa,  er>^hema  nodosum,  phlel>itis,  cellulitis,  lymphangitis. 

7.  As  part  of  a  General  Illness,  in  which  other  symptoms  are  likely  to  be  even  more 
prominent  : — 


Cerebrospinal  menir«« 
gitis 


Ptomaine  poisoning 
Malaria 


Leprosy 
Dengue. 
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8.  As  a  Promlnait  Symptom  of  a  Disease  which  may   or  may  not  present;  other 
symptoms  at  the  time. 

(a).  Localized  Erythema  : — 


Erysipelas 
Small-})ox 
Gout 

Erythromelalfda 
Raynaud's  disease 


Erythema  induratum  (Bazin's 

disease) 
Polymyositis 
Trichinosis 
Rat-bite  fever 


Pellagra 
Meige*s  disease 
Angioneurotic  oedema. 


(b).  Generalized  Erythema  : — 


Scarlet  fever 
Measles 

German  measles 
'  Fourth  *  disease 


Acute  rheumatism 

Parasitic  toxaemias,  e.g.,  from 

Hydatid  disease 

Tapeworm 


Filariasis 
Trypanosomiasis. 
Snake  bite 


9.  Generalized.  Erythema  witiioot  obvious  cause  :- 


Erythema  simplex 


En'thema  multiforme 


Ervthema      exfoliativum 
seu  scarlatiniforme. 


In  arriving  at  the  cause  of  erythema  in  any  particular  case,  the  diagnosis  is  very  often 
obvious  when  the  possibilities  are  borne  in  mind.  Indeed,  many  of  the  conditions  men- 
tioned in  the  list  above  do  not  require  any  further  discussion.  The  appearance  of  the  part 
affected  will  often  suggest  that  some  external  application  is  the  cause  :  vesiculation  may 
result  from  almost  any  of  the  substances  which,  in  weaker  solution,  produce  erythema 
only  ;  there  is  nothing  pathognomonic  about  the  naked-eye  appearances  from  which  to 
tell  the  application  used  ;  the  history  as  to  what  the  patient  has  been  applying  to  the  skin 
is  needed  ;  and  if  malingering  by  surreptitious  application  is  suspected,  the  cessation  of 
the  lesions  when  the  patient  is  placed  under  circumstances  where  further  applications  arc 
not  possible  will  confirm  this.  One  point  of  importance  is  that  the  red  patches  produced 
by  carbolic  acid  may  be  such  as  to  simulate  tinea  circinata  ;  but  the  absence  of  spores  upon 
the  hairs  removed  from  the  patch  when  they  are  examined  microscopically  will  exclude 
this. 

Local  reaction  from  the  application  of  jr-rays  on  repeated  occasions  is  familiar ;  it 
differs  from  ar-ray  cancer  in  that,  though  the  erj'thema  may  persist  for  weeks,  or  may 
develop  into  a  vesicular  eruption  (ar-ray  dermatitis  or  .r-ray  burn),  which  may  be  ver\' 
resistant  to  treatment,  it  ultimately  subsides,  leaving  a  brown  pigmented  stain,  whereas 
j^-ray  cancer  progresses  in  spite  of  cessation  of  the  use  of  the  rays,  leads  to  progressive  if 
slow  destruction  of  the  affected  parts,  and  ultimately  behaves  like  an  ordinary  epithelioma. 

Radium  bums  are  less  common  than  they  used  to  be,  because  of  greater  knowledge  of 
the  methods  of  screening  the  skin  from  the  effects  of  the  superficial  rays  by  means  of  lead 
or  silver  sheets  ;  but  most  radium  applications  are  followed  by  some  degree  of  local  reaction, 
of  which  erythema  is  a  prominent  feature,  for  a  week  or  ten  days,  after  which  the  reaction 
subsides  rapidly  though  often  followed  by  local  brown  pigmentation  of  the  skin. 

The  phenomena  of  serum  reactions  are  familiar  ;  the  effects  are  due  to  the  senun 
itself  rather  than  to  the  antitoxin  it  contains,  and  they  form  part  of  wliat  is  known  as 
anaphylaxis.  The  injection  of  any  foreign  proteid  into  the  system  is  followed  by  chemical 
reactions  in  the  body  antagonistic  to  the  injected  proteid,  and  when  these  reactions  are  at 
their  height  the  body  is  extra-sensitive  (anaphylactic)  to  a  further  injection  of  the  same 
foreign  proteid.  In  the  case  of  horse-serum  this  state  of  anaphylaxis  reaches  its  height 
about  eight  or  nine  days  after  the  original  injection  ;  it  is  at  this  time  that  the  symptoms 
of  '  serum  disease  '  show  themselves  clinically.  The  jjatient  begins  to  ache  all  over,  with 
more  or  less  acute  pains  in  the  back  and  limbs,  sometimes  referred  particularly  to 
the  joints  ;  headache  is  usual,  and  there  may  be  vomiting  ;  the  temperature  rises  moder- 
ately, the  tongue  is  coated,  and  appetite  fails  ;  at  the  same  time  a  blotchy  red  eruption 
appears  upon  the  skin,  sometimes  universally,  but  generally  with  maximum  intensity  round 
the  site  of  the  inoculation.  There  is  intense  itching,  the  patient  may  not  be  able  to  sleep, 
and  may  not  have  enough  fingers  to  scratch  himself  with.  The  eruption  is  sometimes  a 
pure  urticaria,  but  quite  as  often  generalized  erythema  preponderates,  with  multiple  urti- 
carial wheals  amongst  the  erythema.  Vesication  is  imconmion.  These  symptoms  last 
but  a  day  in  mild  cases, — two,  three  or  even  four  days  in  others.     They  nearly  always 
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subside  spontaneously,  but  in  a  few  instances  the  serum  reaction  has  been  so  intense 
prove  fatal. 

The   erythema    which   sometimes    follows   the    injection  of  salvarsan,   neosali 
atoxyU  or  sodium  cacodylaie  may  be  severe  for  a  time,  but  it  is  usually  transient,  aol 
only  develops  in  a  small  minority  of  cases.      It  is  probably  due  to  the  arsenic  whjdi 
present  in  relatively  high  proportions  in  organic  combination  in  these  drugs. 

The  erythema  that  may  follow  enemata  is  generally  universal,  and  for  the  time 
the  patient  looks  very  much  as  if  he  had  scarlet  fever.     Indeed,  the  pliysician  mkj 
unable  at  the  moment  to  make  sure  that  it  is  not  scarlatina,  especially  if  the  case  is 
already.     The  erythema  disappears  in  about  twenty- four  hours  or  less,  is  not  accoi 
by  vomiting,  sore  throat,  or  albuminuria,  and  is  not  followed  by  desquamation.    The 
that  it  has  followed  directly  after  the  administration  of  an  enema  is  the  main  point  in 
diagnosis. 

Erythema  due  to  the  various  trade  causes   mentioned   under  Group  3  in  the 
list  may  npt  be  relegated  to  its  correct  cause  unless  the  nature  of  the  patient^s 
tion  is  fully  understood :    but  a  general  indication  which  is  common  to  all  this  group 
erythemata  is  that  the  patient  does  not  suffer  when  he  is  away   from  his  work, 
gets  recurrences  when  he  returns  to  his  old  surroundings.     The  same  applies  to  the 
of  certain  garden  and  hot-house  plants,  though  here  the  source  of  the  irritant  may 
diagnosis  unless  the  possibility  is  borne  in  mind  ;   particularly  in  the  case  of  persons 
in  houses  upon  which  Rhus  toxicodendron  is  growing  in  place  of  ampelopsis  as  a  viigUi 
creeper.     Ktwt-grass  is  a  common  w^eed  in  some  districts,  but  it  is  not  likely  to  prodM 
er>'thema  unless  the  patient  has  recently  been  indulging  in  extensive  weeding  opentkH 
in  the  garden. 

The  stings  of  jelly-fish  are  familiar  to  bathers  as  well  as  to  fishermen,  and  in  additiw 
to  intense  itching  and  irritation,  acute  oedema  may  result  and  generalized  erythema  and 
urticaria.  The  skin  eruption  may  not  be  confined  to  the  part  actually  stung  by  the  jelly- 
fish, for  sometimes  after  a  latent  period  of  from  twelve  to  twenty-four  hours  there  may  be 
a  generalized  erythematous  eruption  although  the  jelly-fish  sting  may  have  been  purdr 
local.  It  is  not  so  much  the  small,  flat,  gelatinous  jelly-fish  that  are  the  worst  offenders  ii 
this  respect,  as  the  much  larger  ones  with  long  red  streamers. 

The  effects  of  being  pricked  by  the  spines  on  the  gills  or  fins  of  certain  fish,  especiaBy 
sea-cats  and  weever  fish,  are  familiar  to  most  fishermen  ;  in  addition  to  acute  irritation  of 
the  skin,  with  or  without  urticaria,  there  may  be  intense  swelling,  vomiting,  headache,  and 
n  feeling  of  such  illness  that  the  patient  may  be  confined  to  bed  in  a  temporarily  senooi 
condition  for  several  days.  Sometimes,  indeed,  the  local  spot  which  has  been  pricked  may 
fester  and  remain  a  sore  for  many  months. 

Most  of  the  trade  irritants  are  apt  to  go  further  than  the  production  of  erythema,  a& 
acute  vesicular  dermatitis  being  even  commoner  as  the  result  of  irritants  mentioned  od  , 
page   222. 

Little  need  be  said  about  the  erythema  following  upon  operations,  or  that  which  follows 
upon  extremes  of  heat  or  cold.  Local  erythema,  especially  of  the  feet,  was  very  ooromon 
amongst  those  who  had  to  man  the  trenches  in  the  Great  War  ;  in  most  instances  it  stopped 
short  of  actual  frost-bite  with  gangrene,  but  tlie  erythema  persisted  for  weeks  or  months, 
accompanied  by  swelling,  and  great  local  pain  and  consequent  limping  gait. 

One  need  not  discuss  from  the  point  of  view  of  the  erythema  itself  the  reddening  that 
may  be  associated  with  abscess  formation,  phlebitis,  cellulitis,  lymphangitis,  etc.,  men- 
tioned in  Group  6  in  the  above  list.  The  diagnosis  is  indicated  by  other  symptoms  that 
will  be  present. 

Ptomaine  poisoning  is  characterized  much  more  by  acute  vomiting,  accompanied  or 
followed  by  severe  recurrent  diarrhoea,  than  it  is  by  erythema  ;  but  in  some  cases  in  wliich 
erythema  is  a  prominent  feature  it  may  make  the  diagnosis  less  easy  than  when  it  is  absent. 
When  a  single  patient  is  attacked,  the  nature  of  the  condition  may  be  difficult  to  determine 
imless  enquiry  into  the  previous  dietary  shows  that  some  particular  food  likely  to  produce 
ptomaine  poisoning  has  been  partaken  of  ;  the  erythema  generally  comes  on  either  at  once 
or  else  twenty-four  hours  or  more  after  the  food  in  question.  It  is  noteworthy  that  precisely 
similar  erythema  may  result  in  some  cases  from  the  ingestion  of  foods  which  do  not 
make  other  persons  ill  at  all,  in  which  respect  there  arc  personal  idiosyncrasies  to  crab, 
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.  vKvawbrrries,  and  uccasionHlly  to  other  quite  ordinary  foods  whicli  the  patient  can  never 
-C^Bce  without  surrering  from  erjtheniA  or  urticaria,  or  both. 

In  cerrbTospiiial  mmingitia  generahzed  en'thema  is  only  one  of  many  possible  skin 
^  cwptions  ;  herpes  facialis  is  much  commoner,  and  a  vesicular  eruption  on  the  tnmk  and 
lisnbs  is  more  usual  than  one  which  is  purely  erythematous.  Most  chamctcristic  of  all. 
'  Iiowever.  are  purpuric  spots,  varying  in  size  from  mere  peteehl«^  to  relatively  lurfie  purple 
'  blotches,  though  this  purpura  develops  in  less  than  half  the  cases  ;  at  the  same  time  there 
E'^rill  in  most  eases  be  somnolenre,  headache,  ^^recn  vonnt.  and  pyrexia  to  indicate  the  nature 
K_  of  the  malady,  the  diagnosis  of  which  is  eonlirmcd  by  finding  nieningocooci  after  lundiar 
byrmneture. 

W^  In  malaria  acute  erythema  is  not  conniion  ;    the  )K)tient  will  generally  give  a  charac- 

Hteretic  liiston-  of  recurrent  rigors  with  intervals  of  perfect  health,  and  he  will  have  lived 
K  otr  be  living  in  a  malarial  district ;   ha'mato7.oa  {Plate  VI,  p.  32)  will  lie  looked  for  in  tlic 
tbkad. 
t  Leprasi/  is  discussed  on  |>age  403,  and  dfngtir  on    page    46fi  ;    patchy   erythema    is 

^  Almost  constant  in  the  latter,  but  is  not  so  frequent  in  the  former. 
^  The  main  characters  of  each  of  the  various  diseases  that  may  Ih'  associated  with  local- 

ised erythema  mentioned  in  Group  8  (o)  in  tlie  list  above,  are  <lcscril>ed  in  other  parts 
«>f  this  volume  :  erysiptliiH  on  page  674  ;  »mall-pox  on  page  oflO  ;  erylhromdulgia  on  page 
Sdtt :  RaynaioTx  disrate  on  page  256  ;  erylhema  induTalum,  or  Bazin's  disease,  on  i>age 
404 :  polifinyoxilis  and  lrichino»i»  on  page  4fl4  ;  and  ral-iiilf  /nrr  on  page  508. 

Pfllagra,  rare  though  it  is  in  this  eoimtry,  has  now  been  reoogni^ed  in  so  many 
individual  patients  and  in  such  various  parts  of  (ireat  Britain,  that   it   merits  spiH-ial 


mention,  for  although  it  is  much  commoner  in  other  countries,  especially  Italy,  it  seems 
likely  tl»t  it  would  be  diagnosed  correctly,  and  more  often,  if  its  chief  characters  were  more 
familiar.  The  malady  is  one  of  months  or  years  as  a  rule,  and  a  certain  projiortion  of  the 
cases  recover.  The  disease  starts  as  a  rule  with  acute  gastro-intestiiial  tlisturlHinci-s  in  the 
formof  nausea.  \'oniiting.  and  diarrhoea,  which  last  is  generally  severe  and  some  times  intract- 
able. .\eute  ptomaine  poisoning  may  be  simulated  at  this  stage;  but  the  diarrhiea.  which 
is  seltioni  absent,  persists  in  a  way  that  will  exclude  ptomaine  poisoning,  whilst  at  tlic  same 
lime  there  is  generally  a  remarkable  soreness  of  the  mouth  and  tongue  and  considerable 
salivation,  such  as  does  not  accompany  ptomaine  poisoning.  Such  an  attack  niiiy  subside. 
to  recur  after  an  interval  of  days  or  weeks,  and  soimcr  or  Inter  nervous  symptoms  of  ii 
serious  nature  are  added.  These  nerve  syniptonis  may  take  the  form  sinipl>'  of  progressi\e 
weakness,  but  more  often  they  may  simulate  some  gross  intraeriuiial  cliaiijje  on  aciiiuiit  or 
the  severity  ofheaiiachc  with  vomiting  and  giddiness,  semi-coma,  and  even,  i[i  exiijitional 
cases,  optic  neuritis  or  optic  atrophy.  Hal lucinat kins  arc  wnnmon.  and  not  a  few  of  llie 
patieitts  become  actually  insane,  though  this  docs  not  happen  as  a  rule  until  the  disease 
has  been  present  for  some  time.  During  exacerlMitions  ther*-  may  be  pyrexia,  sometimes 
of  long  duration  (Fig.  101),  though  generally  not  of  severe  degree.  The  two  chief  )!rou)>s 
of  symptoms  which  call  attention  to  the  seriousness  i)f  the  jiatient's  illness  in  its  earlier 
stages  are  the  gastro- intestinal  on  the  one  liand,  and  the  cerebral  upon  the  other.  If  either 
of  ttiese  were  present  alone  the  correct  diagnosis  woulil  probably  never  strike  (me.  but  the 
characteristic  feature  which  may  very  likely  call  one's  attention  to  the  nature  of  the  ease, 
rare  though  the  condition  is,  are  the  changes  in  the  skin.  A  few  days,  weeks,  or  months 
after  the  Brst  onset  there  develops  on  the  backs  of  the  hands  a  remarkable  <iisc.iloration 
D  "V^ 
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which,  at  first  red  and  erythematous,  presently  becomes  more  pigmented,  so  as  to  reserabte* 
a  condition  of  extreme  sunburn.  The  skin  soon  becomes  not  only  dark  but  thickened  and 
rough,  and  presently  also  cracks  or  fissures  may  occur  and  desquamation  follows.  Such 
an  attack  of  erythema  of  the  dorsal  surface  of  the  hands  may  subside,  to  recur  again  after 
an  interval,  and  it  may  then  spread  to  the  face  or  other  parts,  remaining  nearly  alwa\-s 
symmetrical  (Plate  IX).  There  is  a  well-defined  line  of  demarcation  between  the 
er\'thematous  or  pigmented  parts  and  the  normal  skin  immediately  above  it.  It  is  Ia- 
these  skin  changes  that  the  disease  is  recognized,  and  it  is  generally  upon  lookiiig  back 
over  the  histor\'  that  one  realizes  that  the  previous  cerebral  or  gastro-intestinal 
attacks  were  part  of  the  same  malady.  Cases  have  been  recorded  in  patients  who  ha\Y 
never  been  out  of  London,  whilst  in  some  village  districts  in  Hampshire  and  in  smw 
parts  of  Scotland  several  consecutive  cases  have  been  recognized  in  the  Mune  valle\', 
and  there  is  a  belief,  not  yet  proved,  that  the  disease  is  microbic,  and  spread  by  infection 
from  water  derived  from  particular  soil  ;  though  there  is  an  alternative  theoiy  that  it  hi 
a  malady  of  diet,  pellagra  having  been  attributed  to  maize  in  much  the  same  way  that 
beri-beri  is  to  decorticated  rice. 

Both  Meige's  disease  and  angioneurotic  cedema  are  diaracterized  by  oedema  rather 
than  by  erythema  in  the  great  majority  of  cases  (p.  411) ;  in  each  of  these  two  oonditioii\ 
however,  which  arc  doubtless  in  their  primar\'  pathology  related  to  one  another,  both  beiiu; 
functional  disorders  of  the  vasomotor  system,  the  patient  is  liable  to  acute  attacks  associ- 
ated with  vomiting,  possibly  diarrhoea,  malaise,  generalized  backache  and  Umb  paiiK. 
pyrexia  amounting  to  101°  or  102°  F.,  and  acute  erythematous  eruptions  which  may  be 
localized  or  general.  The  erythema  is  ver^'  similar  to  that  of  erysipelas,  especially  when 
the  attack  is  localized,  and  it  is  more  than  probable  that  when  the  first  attack  occurs 
erysipelas  will  be  diagnosed.  The  attack  may  last  a  day  or  two,  or  a  week,  and 
then  subside  either  completely,  or,  in  Meige^s  disease  particularly,  there  may  be  a  tempo- 
rar>'  or  even  permanent  increase  in  the  localized  oedema.  The  exact  nature  of  such  an 
attack  may  escape  recognition  until  familiarity  with  them  is  established  by  their  recurrence 
in  the  same  patient  at  intervals  of  months  or  years,  each  subsequent  attack  being  wry 
similar  to  the  one  before  ;  another  point  which  may  assist  the  diagnosis  even  in  a  first 
attack  is  the  occurrence  of  similar  pyrexial  and  erythematous  bouts  in  other  members  of 
the  same  family,  for  both  Meige^s  disease  and  angioneurotic  oedema  are  femilial  disorders. 

The  erythemata  due  to  parasitic  toxaemia,  especially  to  hydatid  disease,  tapeworm 
infection,  fllariasis  and  trypanosomiasis  may  sometimes  be  extreme,  and  in  a  case  of 
severe  erj'thema  with  constitutional  symptoms  in  which  no  apparent  cause  can  be  found, 
examination  of  the  faeces  for  tapeworm  ova  should  not  be  omitted.  In  some  cases  of 
hydatid  disease,  generalized  er\'thema  has  been  the  first  symptom  to  draw  attention  In 
the  fact  that  anything  was  wrong,  but  to  attribute  such  erj'thema  to  hydatid  infection 
would  he  exceedingly  difficult  unless  u|K)n  ])hysical  examination  some  evidence  of  a  c>st 
in  the  liver  in  the  peritoneum,  or  elsewhere  could  be  foimd.  If  the  possibility  weiv 
suspected,  but  no  confirmatory  signs  discovered,  an  additional  test  is  the  specific  hydatid 
serum  reaction,  for  which  blood  can  l>e  taken  from  the  patient,  as  in  testing  the 
Wassermann  reaction,  and  sent  to  a  special  laboratory  for  examination.  If  there  were 
acute  erythema  from  hydatid  disease,  the  hydatid  would  almost  certainly  be  active  and  the 
patient's  blood  senmi  would  give  a  positive  hydatid  precipitin  reaction  ;  whilst  Ek>siNOPRiu a 
(p.  218)  would  probably  l>e  pronounced  also.  The  erythema  of  filariasis  and  of  trypanosi>- 
miasis  may  occur  early  in  the  infection  ;  the  nature  of  the  malady  would  be  proved  by 
the  discovery  of  filaria  embryos  {Plate  XX-VIII,  Fig.  I*\  p.  614),  or  of  tryTUtnosomes  {Plate 
XXVIII,  Fig.  (m,  p.  Oil.)  in  the  patient's  blood,  though  the  nature  of  the  infection  would 
first  be  suggested  by  the  history  of  residence  in  crountries  in  which  one  or  other  of  these 
parasites  is  prevalent. 

There  remain  for  discussion  erythema  simplex,  erythema  multiforme,  erythema 
exfoliativum  seu  scarlatiniforme  ;  scarlet  fever  ;  German  measles  :  '  fourth '  disease : 
and  the  erythema  of  acute  rheumatism.  When  erythema  due  to  any  of  these  clauses  is 
met  with,  the  main  object  in  the  diagnosis  will  be  to  either  recognize  or  exclude  scarlet  feirr. 
It  will  be  found  in  practice  that  it  is  sometimes  (|uite  impossible  to  be  certain  whether  a 
given  genenilized  erythema  is  that  of  scarlet  fever  or  not.  So  much  a  matter  of  opinion 
may  it  be  that  even  at  a  consultation  between  the  highest  physicians  some  will  consider 
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the  lesion  to  be  that  of  scarlet  fever,  others  will  say  that  in  their  opinion  it  is  certainly  not 
scarlet  fever.  The  importance  of  the  decision  lies  in  deciding  whether  the  patient  should 
be  sent  to  a  fever  hospital  or  not.  If  the  condition  is  not  scarlet  fever,  then  by  so  sending 
the  patient  to  a  fever  hospital  one  renders  him  liable  to  get  scarlatina  if  his  erythema  is  of 
some  other  kind.  If,  on  the  other  hand,  his  condition  is  really  one  of  scarlet  fever,  and  it 
is  regarded  as  non-scarlatinal  from  the  atypical  character  of  the  rash,  other  individuals 
in  the  household  or  community  may  catch  the  infection  if  the  patient  is  treated  as  suffering 
from  some  other  form  of  erj'thema.  The  right  thing  to  do  under  such  circumstances  is  to 
isolate  the  patient  as  though  it  might  be  scarlet  fever,  until  the  progress  of  the  case  and 
other  circumstances  prove  that  it  is  not ;  carrying  out  the  isolation  in  a  separate  room, 
in  which  the  patient  himself  runs  no  risk  of  infection  from  other  scarlatinal  cases.  In  not 
a  few  such  instances  there  will  be  doubt  for  all  time  as  to  whether  the  patient  has  had 
sc»arlct  fever  or  not ;  because,  especially  now-a-days,  the  scarlatinal  rash  is  sometimes 
almost  transient  and  is  often  atypical.  The  important  points  to  pay  attention  to  are  : 
the  onset  of  the  illness  on  the  day  before  the  rash  appears  with  vomiting  as  an  early  sym- 
ptom ;  the  extreme  redness  of  the  throat,  fauces,  and  pharynx  ;  the  coated  tongue,  |)erhaps 
with  red  fungiform  papilla;  projecting  through  the  pallor  of  the  fur  ;  pyrexia  of  102"*  or 
103'  F.  which  if  the  case  be  followed  should  fall  by  lysis  and  reach  normal  about  the  end  of 
the  first  week  if  there  are  no  complications  such  as  otorrhoea  or  adenitis  ;  tender  swellings  in 
the  neck  ;  absence  of  all  rash  upon  the  face,  forehead,  scalp,  or  behind  the  ears,  associated 
with  a  bright  scarlet  erythematous  eruption  all  over  the  trunk  and  limbs,  beginning  at  the 
root  of  the  neck  and  extending  thence  downwards.  This  erythematous  eruption  will  be 
found  on  careful  inspection  to  be  not  purely  erythematous,  but  an  erythema  associated 
with  ver>'  fine  red  dots,  which  show  up  best  if  some  affected  part  of  the  skin  is 
pressed  gently  with  a  glass  spatula  or  microscope  slide,  so  that  after  the  redness  of  the 
erj'thema  has  disappeared  by  the  compression  the  minute  red  dots  can  still  be  seen.  It  is 
a  '  punctate '  erythema.  If  with  these  characteristics  the  patient  also  has  a  mild  degree 
of  albuminuria,  the  diagnosis  of  scarlatina  is  exceedingly  likely  ;  and  if  after  ten  days  or  a 
fortnight  the  characteristic  peeling  develops,  starting  round  small  pin-prick-like  foci  and 
extending  thence  concentrically  away  from  the  central  minute  hole,  the  diagnosis  is  almost 
certain.  Upon  the  hands  and  feet  the  desquamation  does  not  have  this  pin-hole  type, 
the  surface  epidermis  coming  off  rather  in  flakes  or  casts  than  in  fine  scales. 

One  of  the  most  difficult  skin  affections  to  distinguish  from  true  scarlatina  is  erijthema 
scarl'iiiniforme,  which  has  also  been  called  erythema  exfoliativum  ;  with  this,  either  at  tlie 
same  time  that  the  rash  appears,  or  a  few  hours  before  it,  tlie  patient  becomes  suddenly 
ill.  with  shivering  and  loss  of  appetite,  and  there  may  be  reddening  of  the  tonsils  and  fauces, 
and  a  condition  of  tongue  ver\'  like  the  strawbt»rr\'  tongue  of  scarlet  fever,  with  pyrexia. 
Er>thema  scarlatinifomie  is  apt  to  recur  in  the  same  patient,  and  the  difficulty  of  diagnosis 
will  \ye  much  less  after  a  second  or  later  attack  than  it  is  in  a  first,  but  most  cases  are  dia- 
gnosed as  scarlet  fever  in  their  first  attack.  Owing  to  the  close  n'seinblance  between  the 
two  diseases,  it  is  certainly  right  that  such  patients  should  be  isolated  in  any  case.  Two 
points  of  distinction  between  the  two  that  are  worthy  of  special  note  are :  first,  that  with 
scarlet  fever  the  desquamation  seldom  begins  before  the  end  of  the  first  week  and  is  usually 
not  at  all  marked  until  even  later  than  this ;  in  erythema  scarlatinifomie  drstiuaniation, 
which  may  be  extreme,  generally  starts  whilst  the  erythema  is  still  present,  often  on  the 
second  or  third  day,  and  nearly  always  not  later  than  the  third  or  fourth  ;  and  secondly, 
that  the  er\'thema  of  scarlet  fever  mav  last  twelve  hours  or  less,  and  seldom  has  a  duration 
of  as  much  as  a  week,  whilst  that  of  erythema  scarlatiniforme  may  persist  for  two  or  three 
weeks,  or  in  some  cases  even  for  a  month  or  more. 

Eryhema  multiforme,  which  is  one  of  the  erythematii  which  may  be  classed  as 
apparently  idiopathic,  seeing  that  no  cause  is  known,  is  generally  distinguished  from  other 
forms  by  the  fact  that  it  is  very  seldom  purely  erythematous.  There  are  nearly  always 
vesicles  or  even  bulltc  at  the  same  time  (p.  756),  whilst  scarlet  fever  and  the  other  erythe- 
niata  we  are  discussing  practically  never  become  vesicular. 

Erythema  simplex,  which  may  also  resemble  mild  scarlet  fever,  or  be  mistaken  for  it, 
is  perhaps  even  more  liable  to  be  mistaken  for  mild  erysipelas  ;  it  is  seldom  universal  ; 
much  more  often  it  occurs  in  local  patches.  If  there  are  several  patches  on  different  parts 
of  the  body  at  the  same  time,  er>'si{>elas  would  be  unlikely,  nor  is  the  edge  of  each  red  patch 
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as  much  raised  or  as  sharply  defined  as  is  that  of  erysipelas  ;  in  addition  to  which  thoej 
are  few  if  any  constitutional  symptoms,  and  little  pyrexia  or  none.  Sometimes  thepatcbeil 
come  and  go  over  a  jjeriod  of  days  or  weeks,  either  in  the  same  or  in  different  parts  of  the 
l>ody,  and  then  the  term  erythema  fiigax  is  applied.  The  diagnosis  of  erythema  simplex 
can  only  be  made  when  the  circumstances  of  the  case  lead  one  to  exclude  all  other  posa- 
bilities,  and  the  main  difficulty  will  be  to  be  certain  that  the  patient  is  not  having  a  vefy 
mild  and  atypical  attack  of  scarlet  fever.  In  all  such  cases  very  careful  watch  should  be 
kept  upon  the  condition  of  the  urine,  lest  there  should  be  nephritis  really  of  scarlatinal 
origin,  which  if  not  looked  for  in  this  way  may  escape  detection  altogether  ;  the  patient 
coming  under  observation  ten  or  fifteen  years  later  Mrith  a  Rose-Bradford  kidney  (p.  II) 
arising  out  of  a  condition  which  was  so  mild  as  to  be  diagnosed  erythema  simplex,  when 
it  was  really  scarlatina. 

Acute  rheumatism  is  liable  to  be  associated  with  various  skin  eruptions,  including  not 
only  subcutaneous  nodules  (p.  405)  and  erythema  nodosum  (p.  404),  but  also  generalized 
er^'thema.  Doubt  has  been  expressed  as  to  whether  some  of  the  cases  in  which  joint  pains, 
transient  bruits  and  ervthema  have  been  attributed  to  acute  rheumatism  are  really 
rheumatic  at  all :  but  in  the  absence  of  proof  to  the  contrary,  one  must  in  the  meanwhile 
allow  that  the  older  teaching  may  be  correct,  and  that  acute  generalized  erythema  closely 
simulating  scarlet  fever  may  be  associated  with  rheumatic  fever.  If  there  are  no  joint 
pains  in  such  a  case  the  diagnosis  will  be  ver>'  difficult,  but  if  there  are  joint  pains  and 
pyrexia,  and  if  both  the  pyrexia  and  the  joint  pains  disappear  within  thirty-six  or  forty- 
eight  hours  after  the  administration  of  salicylate  of  sodium  in  appropriate  doses,  the 
probability  will  be  that  the  patient  is  suffering  from  acute  rheumatic  er\'thema.  The 
erythema  itself  is  of  little  moment  in  such  cases  ;  the  main  point  in  the  case  is  to  eliminate 
the  possibility  of  scarlet  fever-  with  joint  pains,  and  if  there  is  doubt  it  will  be  better  to 
treat  the  patient  as  a  possible  case  of  scarlet  fever  than  to  assume  too  readily  that  the  con- 
dition is  rheumatic.     Sore-throat  may  be  a  marked  feature  in  either  ease. 

This  leaves  for  diis^ussion  measles ^  German  measles,  and  ''fourth^  disease.  Both  measles 
and  German  measles  are  nearly  always  maculo-papular  rather  than  purely  erx'thematous 
as  regards  the  skin  eruption,  and  the  rash  in  both  these  diseases  affects  the  face  and  the 
neck  as  much  as,  and  even  sooner  than,  the  body  or  limbs ;  whereas  in  scarlet  fever  the 
actual  exanthem  does  not  attack  the  face  at  all,  though  the  latter  often  has  a  characteristic 
appearance  of  pinkness  of  the  cheeks  with  pallor  round  the  nose  and  mouth,  the  general 
tone  and  appearance  having  been  described  as  the  *"  peach-blossom '  facies.  In  measles, 
moreover,  there  will  almost  certainly  have  been  some  constitutional  symptoms  for  about 
three  days  before  the  rash  appears,  especially  running  at  the  eyes  and  nose  simulating  a 
common  cold  ;  in  addition  to  which  a  very  helpful  point  in  differential  diagnosis  is  the 
development  of  Koplik\s  spots  (Plate  VIII,  p.  178)  within  the  mouth.  These  may  occur 
singly,  but  more  often  they  are  in  groups  varying  in  number  from  two  or  three  to  a  score 
or  more,  each  spot  having  a  pale,  almost  white,  centre,  the  size  of  a  small  pin's 
head,  surrounded  by  a  deep-red  injected  periphery  ;  they  are  to  be  expected  upon  the  inner 
surface  of  the  cheeks,  upon  the  mucous  surface  of  the  lips,  and  sometimes  upon  the  gums, 
generally  at  some  little  distance  from  the  teeth.  They  may  also  develop  u|X)n  the  mucous 
membrane  of  the  soft  or  hard  palate,  though  here  they  may  be  simulated  by  particles  of 
milk  if  care  is  not  taken  to  see  whether  or  not  they  are  removable  by  means  of  a  soft  brush. 

(icrman  measles  is  more  apt  to  simulate  scarlet  fever  than  ordinary  measles  is.  and 
with  (scrman  measles  there  are  no  Koplik's  spots  to  help  one.  The  rash,  however,  if 
inspected  carefully  in  different  parts,  will  generally  be  found  to  be  a  characteristic  macular 
one  somewhere,  and  it  will  be  found  upon  the  face  or  forehead,  or  behind  the  ears,  which 
will  not  be  the  case  with  scarlet  fever.  The  constitutional  symptoms  are  generally  slight, 
even  though  the  rash  is  very  extensive,  and  a  very  hclpfid  point  in  diagnosis  is  the  presence 
in  German  measles  of  generalized  enlargement  of  the  lymphatic  glands,  including  not  only 
those  in  the  neck,  axilla;,  and  groins,  but  also  those  in  the  occipital  region.  In  scarlet  fever, 
although  the  glands  in  the  neck  may  be  swollen  and  very  tender,  those  in  the  occipital 
region  and  elsewhere  are  not  generally  enlarged. 

The  chief  remaining  difficulty  is  in  connection  with  what  lias  been  called  ''fourth^ 
disease.  Though  this  is  accepted  by  many  observers  as  being  a  distinct  entity,  its  exist- 
ence Is  not  allowed  by  all.      It  has  struck  many  observers,  however,  tliat  patients  who 
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have  been  known  to  have  liad  German  measles  and  ordinary  measles  and  scarlet  fever 
definitely  in  the  past,  may  yet  develop  an  acute  erythematous  exanthem  which  has  some 
of  the  characteristics  of  measles,  some  of  the  characters  of  German  measles,  and  some  of 
the  characters  of  scarlet  fever,  without  nevertheless  being  typical  of  any  one  of  these  three. 
The  malady  may  spread  through  a  school  or  a  household  or  institution,  and  produce  similar 
characteristics  in  other  individuals  who,  not  having  had  scarlet  fever  or  measles  before, 
if  seen  by  themselves  would  be  diagnosed  as  suffering  from  one  or  other  of  the  three 
better  known  maladies.  As,  however,  in  such  an  epidemic  it  may  attack  those  who  have 
had  scarlet  fever  before  and  also  those  who  have  had  measles  before,  and  those  who  have 
had  German  measles  previously,  in  addition  to  those  who  have  had  all  three  before,  those  who 
have  had  most  to  do  with  cases  of  this  kind  incline  to  the  belief  that  there  is  a  definite 
'  fourth  disease '  distinct  from  the  other  three.  It  is  a  relatively  mild  malady,  with  some 
pyrexia  and  some  constitutional  disturbance,  but  not  much  of  either,  and  in  all  cases  there 
is  a  widespread  erythematous  or  maculo-erythematoas  eruption.  There  are  no  points 
which  are  distinctive  of  the  malady,  however,  and  if  it  exists  at  all  it  can  only  be  diagnosed 
when  circumstances  suggest  that  patients  are  suffering  from  it  who  ought  not  to  be  liable 
to  any  one  of  the  three  better  known  exanthems  of  similar  type.  The  weak  point  in  the 
argument  is  that  it  is  a  well-known  fact  that  although  German  measles,  measles,  and  scarlet 
fever  protect  against  subsequent  attacks  of  the  same  maladies  in  most  individuals,  there 
are  some  who  may  have  not  only  two  but  three  or  even  several  separate  attacks  of  either 
German  measles  or  measles  or  scarlet  fever  ;  and  it  is  on  this  account  that  one  cannot  say 
definitely  that  there  is  such  a  disease  at  all  as  the  *  fourth'  disease.  Hence  its  diagnosis  in 
any  particular  instance  must  necessarily  be  one  of  opinion  only.  Ilerltrrt  French. 

ERYTHRiEMA.— <See  PoLvcYTHiEMiA,  p.  532.) 
ERYTHRASMA. — (See  Fl'ngous  Affections  of  the  Skin,  p.  251.) 
ERYTHROPSIA.— (See  Vision,  Defects  of,  p.  762.) 

EXOPHTHALMOS  (or  Proptosis)— May  be  bilateral  or  unilateral. 

Bilateral  Exophthalmos. — ^The  commonest  cause  of  this  condition  is  Graves's  disease, 
in  which  the  exophthalmos  is  associated  with  other  general  symptoms,  such  as  tachycardia, 
swelling  of  the  thyroid  gland,  fine  tremors,  and  general  ne^^'ousness.  The  eyes  are  pushed 
forward  to  a  varying  extent  (Fi^,  114,  p.  236),  in  some  cases  the  protrusion  being  so  great 
that  they  cannot  any  longer  be  covered  entirely  by  the  lids.  The  protrusion  causes  the 
upper  lid  to  be  unusually  raised,  and  the  eyes  look  wide  open,  giving  the  patient  an  expres- 
sion of  alarm  or  astonishment  (Stell wag's  sign,  due  to  spasm  of  the  levator  palpebrse 
superioris).  When  the  eyes  are  lowered,  the  upper  lids  do  not  descend  to  the  same  extent 
as  the  cornea,  but  leave  a  broad  portion  of  the  sclerotic  visible  above  the  cornea  (von  Graefe's 
sign).  Winking  takes  place  less  fre(|uently,  and  convergence  of  the  eyes  is  sometimes 
rendered  difficult  (the  sign  of  Moebius) 

Bilateral  exophthalmos  may  also  be  caused  by  thrombosis  of  the  cavernous  simises. 
This  condition  is  usuallv  secondarv  to  some  furuncle  or  carbuncle  of  the  skin  of  the  face  in 
the  region  of  the  eye,  to  orbital  cellulitis,  or  suppuration  in  tlie  accessory  sinuses  of  the 
nose.  It  usually  starts  on  one  side,  and  invariably  spreads  to  both  in  the  later  stages  of 
the  attack.  The  eyes  are  protruded  and  fixed,  the  eyelids  are  red  and  enjror^cd,  and  the 
frontal  and  ophthalmic  veins  are  dilated  and  full.  Movements  of  the  eyes  are  very  limited, 
and  there  is  much  swelling  and  induration  of  the  orbital  tissues.  In  association  with  the 
orbital  infiltration  there  is  often  some  swelling  in  the  region  of  the  mastoid  process,  owing 
to  the  exit  in  this  region  of  an  emissary  vein  in  connection  witli  the  sinuses  that  communi- 
cate with  the  two  cavernous  sinuses.  Tliis  condition  is  nearly  always  fatal,  as  it  is  followed 
by  a  suppurative  meningitis. 

Unilateral  Exophthalmos  may  be  due  to  :  — 

Orbital  cellulitis  KxohIosis 

Thrombosisof  the  cavernous  sinus  Tubercle 

Orbital  periostitis  Arteriovenous  aneurysm 

Meningocele  and  encephalocele  Distention  of  the  accessory  sinuses 

Gumma  of  the  nose. 

New  Growth 
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which  is  compressible  though  not  distinctly  fluid.  Dilatation  of  the  sphenoidal  sinus  is 
sometimes  accompanied  by  neuritis  or  atrophy  of  the  optic  ner\'e.  In  all  cases  of  proptosis 
due  to  sinus  trouble  of  any  duration,  there  is  evidence  in  the  nose  of  inflammation  of  these 
cavities,  the  usual  symptom  being  the  existence  of  poh'pi  or  of  definite  swellings  in  the 
region  of  the  infundibulum.  Herbert  L,  Ea'ion, 

EXPECTORATION.— (See  Sputa,  p.  641  ;    and  Hemoptysis,  p.  285.) 
EXTENSOR  PLANTAR  REFLEX.— {See  Babinski's  Sign,  p.  68.) 

EYE,  ACUTE  INFLAMMATION  OF.— Acute  inflammation  of  the  eye  may  be  due 

to  three  main  types  of  disease,  conjunctivitis^  iritis^  and  glaucoma.  The  character  of  the 
inflammation  varies  with  the  type  of  the  disease,  but  certain  symptoms,  such  as  pain, 
photophobia  (intolerance  of  light),  and  lachrytnation,  are  common  to  all  inflammatory^  condi- 
tions, and  are  therefore  of  little  diagnostic  value. 

In  conjunctivitis  the  conjunctival  vessels  are  dilated,  bright  red,  and  injected  ;  they 
are  freely  movable  over  the  subjacent  sclerotic,  and  the  injection  is  most  evident  in  the 
equatorial  region  of  the  ball  of  the  eye,  the  circumcomeal  portion  of  the  conjunctiva,  owing 
to  its  firmer  attachment  to  the  sclerotic  in  this  region,  being  relatively  paler.  The  cornea 
is  usually  clear  and  polished,  unless  there  are  corneal  ulcers  (see  below) ;  the  anterior 
chamber  and  iris  are  normal  in  appearance,  the  pupil  is  black,  and  the  iris  active.  There 
is  always  more  or  less  secretion  of  purulent  material,  which  collects  at  the  inner  angle  of 
the  palpebral  aperture  and  on  the  edge  of  the  lids,  especially  after  sleep.  The  eye  feels  hot 
and  dr>%  and,  owing  to  the  oedema  of  the  inner  surface  of  the  lids  and  the  enlargement  of  the 
lymphoid  follicles,  there  is  a  feeling  of  grittiness  as  of  sand  or  dust  in  the  eye. 

In  the  ordinary  infectious  or  catarrhal  ophthalmia  (*  pink  eye  ')  the  inner  conjunctival 
surface  of  the  lids  is  velvety  and  swollen,  but  there  is  little  or  no  oedema  of  the  conjunctiva 
covering  the  eyeball.  In  gonorrhceal  conjunctivitis  by  contrast,  a  brawny  oedema  of  the 
lids  and  intense  swelling  and  oedema  of  the  conjunctiva,  which  is  raised  all  round  the  comeo- 
sclerotic  margin  (chemosis),  is  a  prominent  symptom.  In  the  earlier  stages  of  the  infection, 
the  discharge  is  yellow,  serous,  and  blood-stained,  but  rapidly  becomes  purulent  and 
extremely  profuse.  The  cornea  ulcerates  as  a  rule,  its  substance  apparently  melting  away 
in  a  characteristic  manner.  Gonorrhocal  ophthalmia  of  the  new  born  (ophthalmia  neona- 
torum) exhibits  similar  symptoms,  early  and  destructive  ulceration  of  the  cornea  being  one 
of  its  most  serious  complications.  In  follicular  conjunctivitis  the  conjunctiva,  especially 
of  the  lower  lids,  is  studded  with  small  raised  lymphoid  follicles,  which  are  transparent  and 
oelatinous  in  appearance.  In  trachoma  the  conjunctiva  is  also  studded  with  enlarged 
follicles,  but  in  this  disease  they  are  found  particularly  on  the  under  surface  of  the  upper 
lid  and  in  the  upper  conjunctival  fornix.  The  follicular  enlargement  is  associated  with 
considerable  thickening  and  oedema  of  the  tissues  of  the  upper  lid  causing  a  partial  ptosis, 
with  profuse  lachrymation  and,  in  the  later  stages,  with  a  vascular  opacity  (pannus)  of 
that  part  of  the  cornea  which  is  usually  covered  by  the  upper  lid.  In  the  later  stages  of 
trachoma  the  infiltration  is  followed  by  the  formation  of  fibrous  tissue,  causing  bending  of 
the  tarsal  fibro-cartilage,  entropion,  and  trichiasis.  In  phlyctenular  conjunctivitis  there 
are  to  be  seen  one  or  more  roimd  yellowish  raised  masses  at  the  corneo-sclerotic  margin 
surrounded  by  a  localized  area  of  vascular  conjunctiva.  In  some  cases  the  phlyctenules 
may  encroach  upon  the  corneal  surface,  being  followed  by  a  trail  or  leash  of  conjunctival 
vessels.  Chronic  conjunctivitis  in  adults  is  sometimes  characterized  by  being  confined  to 
the  inner  and  outer  angles  of  the  palpebral  aperture  (angular  conjunctivitis),  the  infection 
being  due  in  this  case  to  the  diplobacillus  of  Morax-Axenfeld.  In  this  form  of  conjunctivitis 
the  edges  of  the  lids  as  well  as  the  conjunctiva  are  moist  and  red,  especially  at  the  inner 
and  outer  canthus. 

In  membranous  conjunctivitis,  which  may  be  due  either  to  the  diphtheria  bacillus  or 
more  commonly  to  staphylococci,  the  under  surface  of  the  lids  is  covered  with  a  yellowish- 
white  membrane  which  can  be  peeled  off,  leaving  a  raw  bleeding  surface. 

Corneal  ulcers  are  always  apparent  as  greyish  or  white  opacities  of  the  cornea  over 
which  the  cornea  has  lost  its  polish.  There  may  be  only  infiltration  of  the  cornea,  or  in 
more  serious  cases  actual  loss  of  substance,  which  may  ultimately  lead  to  perforation  of 
the  cornea.     In  certain  cases  of  corneal  ulcer  there  may  be  pus  in  the  anterior  chamber 
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(hypopyon).     The  diagnosis  presents  no  difiieuity,  as  their  existence  is  always  obviooi 
if  the  cornea  be  carefullv  examined. 

In  iritis  the  inflammation  of  the  eye  presents  rather  different  characteristics.  As  ibt 
iris  receives  its  blood  supply  from  the  deeper  ciliary"  vessels,  the  dilatation  of  these  shows  t 
marked  contrast  to  that  of  the  conjunctival  vessels.  The  injection  is  most  evident  in  the 
circumcorneal  region,  the  equatorial  region  of  the  eyeball  being  paler,  and  the  colour  of  tk 
injection  being  not  bright  red,  but  rather  of  a  more  dusky  or  violet  character.  Theoonci 
retains  its  polish,  but  the  aqueous  is  usually  turbid,  and  there  may  be  actual  punctate  depMl 
of  flbrin  and  leucocytes  on  the  posterior  surface  of  the  cornea  {keratitis  puncUUa)  or  • 
of  pus  at  the  lower  part  of  the  anterior  chamber  between  the  cornea  and  the  Iris  (i 

Owing  to  the  increased  vascularity  of  the  iris,  and  to  the  exudation  into  its 
its  volume  is  increased  and  its  mobility  impaired ;  hence  the  pupil  is  small  and 
inactive.     The  presence  of  blood  and  exudate  in  the  substance  of  the  iris  also 
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colour, — a  blue  iris  becoming  greenish,  and  the  fine  detail  of  the  iris  structure  is  blurred  and 
obliterated.  In  the  later  stages  adhesions  w^ill  occur  between  the  iris  and  the  lens  at  the 
point  of  their  immediate  contact,  the  edge  of  the  pupil  :  in  the  constricted  state  of  the 
pupil  these  may  not  be  seen,  but  on  dilatation  with  atropine  these  adhesions  or  poderiar 
synechixE  will  prevent  the  enlargement  of  the  pupil  at  certain  points,  and  it  Mrill  therefore 
be  irregular  in  shape  :  small  masses  of  iris  pigment  may  also  be  seen  on  the  anterior  surface 
of  the  lens  where  the  mydriatic  may  have  broken  down  some  of  the  weaker  adhesions. 
Lymph  may  be  exuded  into  the  pupillar>'  aperture,  where  it  will  be  recognized  as  a  filmy 
grey  membrane  completely  or  partially  blocking  the  pupil. 

Inflammatori/  glaucoma  is  an  acute  disease  of  the  later  years  of  life,  attacking 
women  more  frecjuently  than  men,  hypermet ropes  rather  than  myopes,  and  especially 
those  who  use  their  eyes  for  close  work  to  a  considerable  extent.  It  comes  on  in  bouts, 
often  precipitated  by  ocular  strain  or  indiscretions  of  diet  or  regimen.  It  may  affect  one 
eye  only  at  first,  but  later  both  eyes  are  usually  attacked. 
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At  first  tlie  chief  complaint  is  of  attacks  of  temporary  obscuration  of  vJHion.  the  appear- 
ance of  halos  or  rainbows  round  lights,  and  unusually  rapid  increase  of  presbyopia,  or  failure 
uf  accommodation  for  near  vision.  During  a  mild  attack  there  is  often  a  feeling  of  tension 
in  the  eyes  and  a  dull  frontal  headache  in  addition  to  the  loss  of  vision.  In  severe  attacks 
the  pain  is  very  violent,  radiating  from  the  eye  to  the  head,  the  ears,  and  the  teeth,  and  is 
associated  with  sickness,  the  latter  symptom  often  causing  the  condition  to  be  mistaken  for 
migraine  or  sick  headache.  The  lids  may  be  ccdematous  and  the  conjunctiva  injected. 
The  cornea  is  hazy  and  ancesthetic,  the  anterior  chamber  is  shallow,  the  iris  discoloured, 
and  the  pupil  dilated  and  fixed.  The  eye  is  hard  to  the  touch  and  very  tender.  Vision 
fails  rapidly,  diminishing  in  a  few  hours  from  normal  to  the  bare  perception  nf  light.  In 
(he  acute  stages  the  optic  disc  is  not  visible  owing  to  the  opacity  of  the  cornea,  aqueous 
and  vitreous ;  but  ultimately,  when  the  media  clear,  the 'optic  disc  will  be  seen  to  be  white 
and  excavated  (PlaU  XX.  Fig.  v,  p.  418). 

Subacute  or  simple  glaucoma,  but  for  its  slower  course  and  the  absence  of  severe 
attacks,  resembles  acute  glaucoma. 

The  importance  of  discriminating  between  iritis  and  glaucoma  cannot  be  over-empbu- 
sized  ;  the  use  of  atropine  or  some  similar  mydriatic  is  the  ifinf  qua  tion  of  the  treatment  of 
iritis,  whilst  in  glaucoma  it  is  disastrous. 

The  points  which  serve  to  differentiate  these  three  conditions  from  one  another  are 
summarized  in  tabular  form  on  page  232.  Ilrrbrrl  I..  Eason. 

EVE.  PAIN  IN.— (See  Pain  is  the  Evi:,  p.  413.) 

EYES,  BLACK  SPECKS  BEFORE  THE.  -<See  Hi.ack  Si<i.:c-ks  bev^mv.  tiii:  Evrs. 
]..  71.) 

FACE,  SWELLING  OF  THE.— 

(See  SwKi.i,iNK  OF  tiik  F.vck,  p.  B73.) 

FACE,  ULCERATION  OF  THE. 

■— fSce    I'WKRATION     OK    TIIK    KaCK.    p. 

735.) 

FACLiL      PARALYSIS.  —  (Sec 

P.IRAI.VSIS.    I-'a(IAI„    p.   401.) 

FACIES.  ABNORMALITIES  OF. 

— The  study  of  the  face  in  health  an<l 
disease,  while  it  cannot  replace  careful 
systematic  examination  of  the  body  as 
u  whole,  may  in  many  cases  direct  the 
experienced  obser\-er's  attention  to  the 
most  likely  Held  in  which  to  find  data 
for  his  diagnosis.  Observation  and 
experience  alone  can  U-aeh  the  student 
to  delect  all  the  features  of  a  face. 
Photographs  and  drawings  <T»n  only 
illustrate  the  coarse  and  obvious  defects 
which  are  present  when  the  face  is  at 
rest  or  when  .some  [Hirticular  move- 
ment is  being  sustained.  The  more 
subtle  abnormalities  of  expression,  the 
I>lay  of  the  emotions,  and  the  response 
of  the  features  to  intelligence,  are  often 
too  fleeting  and  too  mobile  to  allow  of 
rcjiroiluction  on  paper,  and  s<mietimes 
NO  intangible  as  to  defy  any  effort  to 

describe  them.     Even  if  the  i)en  of  a,  '■''■'■  i""'— i  '■■•"<'-  'rwiri.  i..  -ii..«  n..-  ■  in.ui-ni -■ 

skilleil  artist  could  succeed  in  portray- 
ing the  )>ussive  vacant  aspect  of  a  chronic  alcoholic,  it  must  necesstirily  fail  t«>  depict  the 
traitorous  Ircnior  which  hovers  about  the  corners  of  his  mouth  when  he  opens  it  to  prucluim 
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paying  attention  to  the  features  just  mentioned,  and  by  observing  the  slow  pulse  and 
subnormal  temperature,  and  the  etTects  of  thyroid  treatment. 

Congenital  Syphililic  Fades. — -Ttie  victims  of  congenital  syphilis,  after  ten  or  twelve 
years  of  age,  may  present  a   facies  which  is  characteristic — an  overhanging  forehead, 
perhaps  frontal  bosses,  a  depressed  nasal  bridge  iPig.  106),  striated  scars  radiating  from 
the  corners  and  other  jwrts  of  the  lips  (Fig.   107).  with  u  sallow,  earthy  complexion. 
Closer    obser\'ation    of    the 
eyes  and  teeth  may  detect 
the  opacities  of  old  keratitis 
and  the  changes  in  the  upper 
incisors   which    arc    claimed 
by  Hutchinson  to  be  patho- 
gnomonic (Fig.  108).     These 
teeth  are  wide-gapped,  irreg- 
ular,    and     so    deficient     in 
enamel  over  the  anterior  and 
median   parts  of  their  cut- 
ting edge  that  the  resulting 
crescentic  notch  gives  thcni 
a  striking  appearance.    Such 
a     facies     may     accompany 

deafness,  mental  deficiency.         ^^    i09.— Mjorotiifc-  (^.-iw:    iij*  /-ij.  no— iiroi.aii.i.'    (ji^to.:    ti.e 

physical    infantilism,    tibial      i«*^  p™'  li"*  ">  BeatuMs  o(  the       iraiii%^r« 
deformities,  and  chronic  ar-  ipi^b  b^'or.  s.  a.  e,  iriiHm.; 

Ihritis,  especially  of  the  knee 
Joints.  The  diagnosis  may  be  clinched  if  the  blood  gives  a  positive  Wassermann  reaction. 
Myopathic  Faciei. — Many  cases  of  myopathy  sJiow  no  characteristic  facies ;  others  arc 
remarkable  for  the  loose  pout  of  their  lips  at  rest  (Fig.  109).  and  the  "  transverse '  character 
of  their  smile  (rire  en  trovers.  Fig.  110).  Both  features  are  due  to  deficient  facial  muscula- 
ture, and  particularly  to  weakness  of  the  orbicularis  oris.  The  paresis  of  the  orbiculares 
palpebrarum  is  only  striking  when  an  attenipt  is  made  to  close  the  eye,  although  it  may 
sometimes  lead  to  promment  and  perhaps  staring  eyeballs.     In  other  instances  there  is  a 

dr<iop  of  the  upper  eyelids 
(iirpr«.iurfi  iri,m  bii^cti  (i;iiWy  ifi,i  >■,,  .i(...f/.  .\iarm:ia«  i  fu.i  riitlipr    than    any   tendency 

li>  exophthalmos.  The  in- 
ability on  llic  part  of  the 
patient  to  whistle  or  to 
blow  out  his  cheek  quickly 
<lcinonst rates  the  weakness 
of  the  orbicularis  oris,  if  it 
is  not  made  obvious  by 
the  large  amount  of  labia) 
nuicouh  nienibrane  exfjosed 
while  the  mouth  is  at  rest. 

Miinsthcnic  Faciex.—ln 

{Kiticnts  sulTcring  fniiu  luy- 

aslhenia    gravis    there    are 

two    types   of  tacics  which 

Fij.    1)1.— U;'»Uitiik'  lai-ie-:    iIh'  Fi«.    1  ] ;. _:i| jwiiimic   (och" :    tu        can    hardiv    be   ri')>roduc(-<l 

7^r^  o«"^Td.'':^d"'Z,;^M.":;;      li^T^  i^l^X^flZ^-:^        hy  other  dis.-ases.     The  first 

iLe|.»  ia  iny  iivpiiniit.  en  ■!«■  riji.i.  illustrates  tlic  cxliaustion  of 

the  patient  {Fig.  Ill);  she 
can  hardly  keep  her  eyes  open,  and  her  chin  tends  to  drop  exhausted  on  her  chest.  The 
second  depends  on  the  characteristic  myasthenic  smile,  siunetimcs  more  ajipropriatcly 
named  a  sneer  {Fig.  112).  This  unfortunate  and  misle:i<ling  facial  expression  is  the  result 
of  deficient  action  on  the  part  of  the  zygomatic  and  risorius  muscles,  and  exemplifies  the 
curious  way  in  which  some  muscles  are  affected  and  others  escape,  in  this  iliscase.  even 
when  they  derive  their  innervation  from  the  same  source.     The  accompanying  photograpli 
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movc^mentR  i>t  the  tacial  muscles.      Durinfc  conversation,  the  play  of    their  features  in 
response  to  the  subject  of  their  talk  is  not  so  noticeable  as  that  of  healtliy  individuals. 

Fades  of  Acromegaly.— In  the  course  of  acronicgaly,  changes  in  appenronec  frequently 
take  place  to  such  a  degree  that  the 
patient  becomes  unrecognizable  by 
friends  who  have  known  him  only 
before  the  onset  of  his  disease.  These 
changes  are  the  result  of  abnormal 
growth  on  the  [wrt  of  the  bony  and 
Nubcutaneous  tissues  in  many  partsof 
the  body,  and  especially  in  tlie  skull 
ant)  extremities.  The  characteristic 
facies  is  brought  about  by  osseous 
hyperplasia  of  the  frontal  ridges,  the 
mastoid,  Kygamatie.  malar,  and  nasal 
processes,  while  the  lower  jaw  is 
usually  enlarged  in  all  directions. 
The  prominent,  arched  brows,  with 
retreating  and  wrinkled  forehead,  the 
massive  nose,  the  long,  thick  upper 
lip,  and  the  heavy  chin  (Fig.  116) 
form  the  most  conspicuous  features. 
The  lower  set  of  teeth  may  project 
some  distance  in  front  of  the  upper, 
and  they  are  unduly  wide  apart. 
Hie  tongue  may  be  ho  enlarged  as  to 
keep  the  mouth  open  and  to  dis)>lay 
many  fissures  and  indentations  as 
the  result  of  its  pressure  against  the 
teeth.  The  increased  weight  of  the 
lower  part  of  the  face  tends  to  make 
the  head  lean  forward  and  perhaps 
ultimately  to  rest  u)>on  the  sternum. 
In  some  cases  the  lower  jaw  is  nut 

affected,  and  the  face  may  be  described  ''*■  'i''-— ^'■^'™«S"'J 

as  abnormally  square  {lype  earr^e). 

Fades  of  Mongolian  Idiory. — This  facies  is  so  charaolerislic  that  the  diagtiosis  may 


often  be  made  at  sight  {Fig.  1IT  :  see  iklsii  Dwahkism.  p.  ISO).   The  licai)  is  brocliy cephalic  ; 
the  ]>ulpebral  Assures  slant  obliquely  inniints  and  dowiiwanis  towards  a  broa<l  Hat  nose. 
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tendered  even  broader  by  the  prescnec  of  epieanthus  ;  the  eyelids  show  signs  of  cfa 
blepharitis  ;  the  ears  are  large  and  pitcher-shaped  ;  the  lips  are  fissured  and  often  left 
open  to  allow  a  coarse  tongue  to  protrude  {Figs.  118, 118) ;  the  forehead  is  downy,  andtlie 
liair  of  the  scalp  scanty,  wirj-.  and  frequently  mt 
coloured  ;  the  complexion  is  florid  and  mottled, 
almond-shaped  eyes,  the  presence  of  epicanthus,  tbe 
florid  complexion,  and  the  absence  of  fatty  m 
serve  to  distinguish  the  Mongolian  from  the  cretinnd 
idiot ;  in  case  of  doubt  the  benefit  or  otherwise  of 
tliyroid  treatment  may  clinch  the  diagnosis. 

Faeifs  oj  Familial  Lenticular  Degenfralion.—'nt 
characi eristic  facies  of  this  disease  is  only  set 
advanced  cases,  and  may  be  described  as  one  of  find 
emotion.  The  slightest  attempt  to  engage  in  roft> 
versation  may  evoke  an  expression  of  exaggenlcd 
mirth  {Fig.  120)  which  takes  a  long  time  to  wearof 
and  is  quite  unlike  that  seen  in  other  diseases  of  the 
nervous  system,  although  perhaps  related  to  the  spaalk 
smile  of  double  hemiplegia.  The  accompanying  photo- 
Fit.  i«u.-Lnci«n(ianuiLiOLenikiLBr  graph  also  illustnites  the  tendency  to  fall  to  one 

(K^irimton.  or  (hc  othcr  when  in  the  sitting  position. 

B.  Farquhar  itircairrf. 
FiGCES,  BLOOD  IN.— (See  Blood  per  Anum.  p.  73  ;  and  Mbl.«n\,  p.  885.) 
FAECES.  FAT  IN.— (See  Fatty  Stools,  p.  889.) 

Fi€CES,  INCONTINENCE  OF.— <See  Incostinknck  of  F-eces,  p.  813.) 
FjECES,  mucus  in.— (See  Mucts  in  thk  Stoous,  p.  3D8.) 

F£CES  PASSED  PER  UBETHKAM.— Pieces  or  fsecnl  fluid  are  only  passed  pn 
urethram  when  tlic  bladder  is  in  fistulous  eommunioution  with  some  part  of  the  bowel,  Of 
with  some  ficculent  abscess  cavity  infected  with  the  Bacillus  coli  cotnmunia.  PsEiTii- 
TUBiA  (p.  529)  is  liable  to  occur  at  the  same  time.     The  chief  causes  are  as  follows  :—  ' 

Cancer  of  the  bladder  opening  into  the  rectum  or  into  some  loop  of  bowel  which  hit 
become  adherent  to  the  bladder. 

Cancer  of  the  rectum  1  -  .    .i     ui  jj       -.u      j-      •■          .i._,m> 

,.              o  ^.       ■        ■  J       I  '  opening  mto  the  bladder  either  dircctiv,  or  tnrougn 

Cancer  of  the  sigmoid  colon  r  \.u          j-          r        ■  •                    i.  '„ 

,,              r  (I  medium  of  an  intcn'ening  abscess. 

Cancer  of  the  uterus  opening  both  into  the  bladder  and  into  the  rectum. 

Proctitis  and  periproctitis  leading  to  the  formation  of  an  abscess  which  opens  into 
the  bladder. 

Prostatitis  and  prostatic  abscess  opening  into  the  rectum. 

Rectovesical  flstula  from  injury  and  sloughing,  particularly  after  childbirth. 

Caseous  tuberculous  disease  o;>cning  both  into  the  bladder  and  the  rectum. 

Appendicular  abscess  opening  into  the  bladder. 

An  abscess  resulting  front  acute  diverticulitis  (Telling's  disease)  opening  into  the 
bladder. 

The  passage  of  fieoes  in  the  urine  may  be  simulated  by  some  cases  of  very  fcetid  cystitis, 
when  the  bladder  has  been  infected  by  the  Bacillus  coH  communis. 

If  the  symptom  is  due  to  cancer,  it  matters  little  which  viscus  is  the  primary  site  by 
tlie  time  the  growth  has  involved  both  bladder  ami  bowel.  The  diagnosis  resolves  itsdf. 
therefore,  into  one  between  malignant  conditions  on  the  one  hand  and  non-malignant  on 
the  other.  If  malignant  disease  is  not  obvious,  it  nill  nearly  always  be  advisable  to  resort 
to  surgical  measures  in  the  iiope  of  curing  the  primary  condition — rectal,  appendicular, 
prostatic,  or  otherwise.  The  commonest  causes  other  than  malignant  are  local  sloughing 
of  the  {Hirts  after  labour.  an<l  fa^culent  appendicular  abscess  opening  into  the  bladder.  The 
diagnosis  will  be  suggesteil  liy  the  history  and  cunhrmed  by  local  examination  or  explora- 
t/'on.  UobtTt  Frenct. 


FINGER,     SORE  239 

F^CES,  PUS  IN.— (See  Pls  in  the  Stooi.s,  p.  557.) 
FiEGES,  SAND  IN.— (See  Sand,  Intestinal,  p.  599.) 
FiGCES,  WORMS  IN.— (Sec  Parasiti-:s,  Intestinal,  p.  519.) 
FAINTING  ATTACKS. -(See  Coma,  p.  117.) 
FAT  IN  URINE.— (See  Chyliria,  p.  108.) 

FATTY  STOOLS. — All  stools  contain  a  little  fat ;  many  contain  more  than  thev 
should,  the  fact  being  discoverable  on  analysis,  although  it  may  not  be  obvious  to  the  un- 
aided eye  :  the  relative  proportions  of  saponified  and  of  unsaponiHed  fats  may  have  an 
important  bearing  on  the  diagnosis  of  pancreatic  lesions  (see  Cammidge's  Pancreatic 
Reaction,  p.  100).  Fatty  stools  in  which  the  fat  is  obvious  to  the  naked  eye  are  rare  ; 
when  they  do  occur  they  indicate  one  of  three  things  :  either  that  enormous  amounts  of  fat 
are  being  ingested — more  than  can  be  absorbed  by  the  normal  mucosa;  ;  or  that  the  secre- 
tions are  defective,  so  that  even  ordinary  amounts  of  fat  remain  unabsorbed  ;  or  that  the 
food  is  being  hurried  through  the  alimentary  canal  so  fast  that  much  fat  remains  undigested. 

It  is  easy  to  exclude  the  first  of  these  three  possibilities  by  regulating  the  diet  ;  the 
other  two  factors  generally  occur  together,  and  the  chief  diseases  in  which  fatty  stools  may 
be  a  prominent  feature  are  : — 

1.  Those  associated  with  severe  diarrhoea,  especially  where  the  patient  may  be  having 

an  abundance  of  milk,  as  in  : — ^Typhoid  fever  ;    Infantile  diarrhoea  ;    Sprue. 

2.  Those  associated  with  jaundice,  especially  where  the  cause  of  the  latter  also  prevents 

the  pancreatic  secretions  from  entering  the  duodenum,  such  as  : — Chronic  pan- 
creatitis ;  Carcinoma  of  the  head  of  the  pancreas  ;  Carcinoma  of  the  duodenum, 
including  the  ampulla  of  Vater. 

The  diagnosis  of  Group  1  need  not  be  discussed  further  here,  for  it  will  be  indicated 
by  other  symptoms  than  the  fatty  stools.  The  different  maladies  belonging  to  Group  2, 
on  the  other  hand,  may  be  indicated  directly  by  the  fatty  condition  of  the  stools.  If,  for 
instance,  there  is  doubt  as  to  whether  the  patient  is  suffering  from  gall-stones  obstructing 
the  common  bile-duct,  or  from  chronic  pancreatitis,  the  occurrence  of  pale  abundant  stools 
upon  the  surface  of  which  an  iridescent  scum  of  fat  is  obvious,  will  be  in  favour  of  the  latter, 
for  fat  can  be  digested  to  a  far  greater  extent  without  bile  but  with  pancreatic  juice  than 
it  can  be  without  the  latter.  The  symptom  affords  no  means  of  distinguishing  inflamma- 
tion fn)m  new  growth,  however  :  the  distinction  between  these  will  depend  mainly  u|K)n 
the  duration  of  the  symptoms — growth  of  the  pancreas  kills  within  a  few  months  of  produc- 
ing fatty  stools,  whilst  chronic  pancreatitis  may  continue  for  years,  or  even  get  quite  well. 
Other  points  to  be  on  the  watch  for  would  be  the  presence  of  a  tumour,  of  a  dilated  gall- 
bladder, or  of  secondary-  deiK)sits.  The  age  of  the  patient  is  seldom  much  help,  for  neither 
disease  is  common  before  adult  life.  The  distinction  between  carcinoma  of  the  head  of  the 
I)ancreas  and  carcinoma  of  the  ampulla  of  Vater  and  duodenum  may  be  next  to  impossible 
without  laparotomy  or  post-mortem  examination  ;  although  carcinoma  of  the  head  of  the 
pancreas,  rare  though  it  is,  is  much  commoner  than  new  growth  starting  in  the  duodenum. 

Herbert  French. 

FEVER. — (See  Pvhexia,  p.  503  and  p.  571  ;    and  IIvpeiu»yri:xia,  p.  .309.) 

FINGER,  SORE. — Digital  lesions  may  be  erythematous,  papular,  vesieular,  bullous, 
pustular,  squamous,  or  ulcerative,  representing  a  long  list  of  cutaneous  affections.  The 
enfthematous  affections  which  may  attack  the  fingers  are  erythema,  lupus  erythematosus, 
eczema,  urticaria,  chilblains,  and  frostbite  :  the  popular,  lichen  planus  and  lichen  annularis, 
pityriasis  rubra  pilaris,  angiokeratoma,  eczema,  and  papular  syphilides  :  the  vesicular, 
s<*abies,  cheiro|)ompholyx  (dysidrosis),  eczema,  dermatitis  herpetiformis,  chilblains,  the 
irritation  set  up  by  the  habitual  handling  of  sugar,  or  (in  washerwomen)  by  inunersion  in 
water  containing  soda,  or  by  contact  with  such  vegetable  irritants  as  rhus,  mustard,  thapsia, 
the  common  orange,  eucalyptus  leaves,  arnica,  etc.  ;  the  bullous,  pemphigus,  epidermolysis 
bullosa,  dermatitis  herpetiformis,  scabies,  leprosy,  and  syphilis  (chieHy  in  infants)  :  the 
pustular^  scabies,   boils,  whitlow,   impetigo  contagiosa,   eczema,  and  pustular  syphilide ; 
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the  squamous^  psoriasis,  eozenm,  ichthyosis,  lichen  planus,  syphilis,  acanthosis 
and  verruca  necrogenica  ;    the  ulcerative,  bedsore,  chilblains  and  frostbite,  x-ray 
dissection   wounds,  lupus  vulgaris,  lupus  erythematosus,  leprosy,  chancre  and  s^ 
ulcer,  epithelioma,  Raynaud's  disease,  diabetic  gangrene,  trophic  ulcer,  and  sclerodenn: 

The  diagnosis  of  these  various  afTections  will  be  found  under  the  names  of  the  prii 
lesions — papules,  vesicles,  etc. — and  here  it  is  only  necessary  to  particularize  bedioii^l 
diabetic  gangrene,  verruca  necrogenica  and  dissection  wounds,  and  chancre.  Bedwrtm 
the  fingers  is  caused  by  friction  between  the  knuckles  and  the  bedclothes  as  the  paMl 
raises  himself  to  the  sitting  position.  It  begins  as  er\'thema,  and  its  significance  can  huflf  { 
be  mistaken,  though  its  presence  in  such  a  situation  may  take  the  nurse  by  surpriRi' 
Diabetic  gangrene  most  frequently  attacks  the  toes  or  other  part  of  the  foot ;  but  occuioi* 
ally  it  has  been  observed  in  the  penis,  and  I  have  seen  cases  in  which  the  fingers  have  beet- 
affected.  Post-mortem  vcart,  or  post-mortem  pustule,  the  condition  sometimes  met  will; 
chiefly  on  the  knuckles  and  in  the  interdigital  folds  in  those  who  have  to  handle  dead  bodiei^' 
whether  of  human  beings  by  mortuary  attendants  or  of  the  lower  animals  by  butchers  aoi 
slaughterers,  is  a  form  of  tuberculosis,  caused  by  infection  with  living  bacilli  from  thedni 
tissue.  It  is  sometimes  met  with  also  in  colliers,  in  whom  the  site  of  inoculation  is  probaUr 
an  abrasion  received  in  the  handling  of  coal.  The  pustule,  beginning  as  a  flat  pafHde, 
dries  up  and  forms  a  scab,  which,  when  it  falls  off,  leaves  a  surface  that  is  made  irregnlv 
by  overgrowth  of  papillae.  These  grow  and  become  harder,  until  they  form  a  warty  mMi 
The  avocation  of  the  patient  will  suggest  the  true  nature  of  the  lesion.  Of  dixm^ 
ivoundSf  consisting  of  pustules  or  small  abscesses  on  the  site  of  a  puncture  or  scratch,  or  of 
lymphangitis  and  cellulitis,  which  may  be  followed  by  pysemia,  the  history  will  supply  the 
diagnosis.  In  chancre  of  the  finger,  usually  met  with  in  midwives,  nurses,  and  medial 
men,  but  occasionally  in  others,  a  favourite  situation  of  the  sore  is  at  the  lateidi 
nail-groove,  and  in  many  cases  the  lesion  first  attracts  notice  as  a  persistent  fissure.  If  the 
sore  undergoes  induration,  and  there  is  general  enlargement  of  glands  with  the  other  wefl- 
known  secondary  symptoms,  the  diagnosis  can  no  longer  be  doubtful. 

Dairymaids,  n.ilkers,  and  other  farm  hands  sometimes  develop  acute  or  chronic  soRS 
upon  their  fingers  due  to  cow-pox  caught  from  the  teats  or  udders  of  infected  cows,  and 
such  patients  may  inoculate  others  who  have  no  work  that  is  connected  directly  ¥rith  cows. 
The  appearances  are  those  of  persistent  boils  or.  whitlows,  and  the  diagnosis  may  be  ^tty 
difficult  unless  the  source  can  be  traced.  Two  other  varieties  of  whitlow  may  pass  entirely 
without  recognition  unless  bacteriological  methods  are  resorted  to,  namely,  onychia  Of 
perionychia  due  to  Klebs-Loeffler  bacilli  (digital  diphtheria)  and  similar  trouble  due  to 
the  Bacillus  coll  communis,  Malcolm  A/orrii. 

FINGERS,  CLUBBED.— (See  Clubbed  Fingers,  p.  III.) 

FINGERS,  DEAD.— (See  Dead  Fingers,  p.  162.) 

FINGERS,  NUMBNESS  OF.— (See  Sensation,  Abnormalities  of,  p.  604.) 

FITS.— (See  Convilsions,  p.  143.) 

FLATULENCE.— It   is   important    to    distinguish   between   (1)   Gastric  flatulence,  in 
which  wind  is  eructated  :  and  (2)  Intestinal  flatulence,  in  which  it  is  passed  per  anum. 

Gastric  Flatulence. — Before  concluding  that  excess  of  gas  is  being  produced  in  the 
stomach,  it  is  necessar\'  to  exclude  the  possibility  of  air-swaUmmng  {atrophagia,  erudatio 
nervosa).  This  is  common,  but  is  apt  to  be  interpreted  wrongly.  It  is  met  with  often  in 
women  about  the  menopause  ;  it  is  also  by  no  means  infrequent  in  young  men  prone  to  be 
•  neurotic,'  or  to  exhibit  signs  of  neurasthenia  or  psychasthenia,  though  otherwise  healthy. 
Kructatio  nervosa  is  recognized  by  the  violence  of  the  belching  and  the  excessive  amount  of 
wind  expelled.  It  comes  on  in  attacks  both  by  day  and  by  night,  sometimes  waking  the 
patient.  If  a  patient  can  belch  •  to  order,'  one  may  conclude  with  almost  perfect  c«" 
tainty  that  he  is  suffering  from  this  form  of  neurosis  ;  and  by  watching  him  during  the 
attack  one  can  recognize  that  he  is  gulping  down  air. 

True  gastric  flatulence  is  present  to  a  greater  or  less  degree  in  many — one  might  almost 
say  in  all— forms  of  gastric  disorder.     For  purposes  of  diagnosis  one  must  distinguish 
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between  the  eases  in  which  gas  is  produced  by  fermentation  in  stagnating  gastric  contents, 
and  those  in  which  no  such  fermentation  is  taking  place.  In  the  former  the  stomach  is 
dilated,  vomiting  is  almost  certainly  present ;  if  examination  of  the  gastric  contents  shows 
delay  in  their  transmission^  and  the  presence,  probably,  of  sarcinse  {Fig.  121)  and  yeasts, 
one  may  diagnose  pyloric  obstruction,  either  simple  or  malignant.  In  these  cases  the  eructa- 
tions are  sometimes  offensive,  revealing  the  existence  of  putrefaction  in  the  gastric  contents. 
Bismuth  and  a;-ray  examination  will  confirm  the  delayed  emptying  of  the  stomach. 

Non-fermentative  flatulence  occurs  in  almost  all  forms  of  functional  disorder  of  the 
stomach  ;  but  is  specially  prone  to  occur  in  gastric  atony.  In  that  case  there  will  be  a  well- 
marked  splash  over  the  gastric  area,  even  some  hours  after  a  meal,  but  without  any  evidence 
of  actual  dilatation  of  the  organ,  although  there  may  be  some  gastroptosis.  (See  also 
Indigestion,  p.  315.)  In  other  forms  of  gastric  disorder  flatulence  is  only  a  minor  sym-^ 
ptom,  and  of  little  diagnostic  value. 

Flatulence  is  also  not  an  uncommon  symptom  in  emphysema  of  the  lungs y  and  in  cases 
of  cardiac  disease,  especially  when  due  to  degeneration  of  the 
heart  muscle.  In  elderly  persons  these  conditions  should  always 
be  looked  for.  In  angina,  also,  flatulence  may  be  a  prominent 
symptom,  but  in  that  case  the  attacks  tend  to  come  on  after 
exertion,  and  are  accompanied  by  the  characteristic  pain  of 
angina. 

Intestinal  Flatulence  may  be  either  actUe  (see  Meteorism, 
p.  888),  or  chronic  (intestinal  flatulence  proper).  In  the  latter 
case  it  is  often  attended  by  colicky  pain,  which  is  relieved  by 
the  passage  of  wind.     It  is  important  to  note  that  flatulence  is 

not  a  feature  of  ordinary  constipation.     When  marked,  it  is  sug-      ^^  i3i._sarcin«  v^ntricuiL 
gestive  either  of  chronic  obstruction  or  of  intestinal  fermentation.  (Medium  power  of  the 

If  obstmction  be  present,  coils  of  intestine  undergoing  peri-  rnicropcope.) 

staltic  contraction  are  often  to  be  seen,  and  there  is  pronounced 

constipation,  sometimes  alternating  with  diarrhoea.  A  diagnosis  of  th<^  exact  cause  of  the 
obstruction  may  necessitate  the  use  of  the  sigmoidoscope,  bismuth  and  the  a;-rays,  or  even 
of  an  exploratory  operation.  In  cases  of  intestinal  fermentation,  either  constipation  or 
diarrhcea  may  be  present.  Microscopic  examination  of  the  stools  is  often  of  help  in 
elucidating  the  nature  of  the  fermentative  process,  undigested  muscle  flbres  (proteid 
fermentation  or  putrefaction)  or  an  excess  of  starch  cells  (carbohydrate  fermentation) 
being  seen.     (See  also  Diarrh(ea,  p.  170.)  Robert  Hutchison. 

FLUSHING. — ^The  difference  between  flushing  and  blushing  is  that  the  former  only 
occasionally,  the  latter  invariably,  arises  from  emotion — shyness,  shame,  and  modesty. 
A  flush  may  begin  instantaneously  in  all  the  parts  in  which  it  is  felt,  or,  arising  in  a  lower 
region,  it  may  ascend  to  the  head,  or,  beginning  in  the  head,  it  may  descend  to  some  part 
of  the  body,  or  it  may  pass  both  upwards  and  downwards.  The  sensation  varies  in  severity, 
and  may  be  actually  painful.  The  nerve-storm  generally  ends  in  a  cold  stage,  though  this 
may  precede  the  hot  stage.  The  cutaneous  symptoms  may  be  accompanied  or  followed 
by  nausea,  vomiting,  fainting,  a  sense  of  suffocation,  numbness,  tremors,  tinnitus,  giddiness, 
palpitation,  paresis.  The  physical  states  and  conditions  from  which  flushing  arises  include 
menstruation  and  menstrual  irregularities,  the  climacteric,  pregnancy,  lactation,  chlorosis, 
indigestion,  feeble  circulation,  general  debility  ;  it  may  also  be  an  expression  of  emotion, 
may  be  caused  by  alcoholic  indulgence,  or  may  merge  into  an  epileptic  aura.  If  it  becomes 
chronic,  the  skin  of  the  face,  especially  of  the  flush  area — the  middle  third  of  the  face — is 
reddened  permanently,  and  the  case  becomes  one  of  rosacea  ;  sooner  or  later  the  superficial 
vessels  undergo  dilatation  ;  hypersecretion  and  retention  of  sebaceous  matter  follow,  and 
inflammation  may  be  set  up  ;  the  inflammatory  process,  becoming  chronic,  may  give  rise, 
especially  if  the  patient  is  much  exposed  to  the  weather,  to  hypertrophic  thickening  of  the 
skin  of  the  nose,  with  lobulation  (rhinophyma). 

The  condition  or  habit  which  is  the  cause  of  rosacea  will  be  deduced  from  the  history, 
especially  as  regards  tea,  alcohol,  and  dyspepsia,  and  from  examination  of  the  patient. 
Rosacea  is  distinguished  from  acne  vulgaris  by  the  absence  of  comedones,  the  redness  of 
the  affected  surface,  the  limitation  of  the   eruption   to   the  face,  the  telangiectasis,  the 
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hypertrophy,  and  by  its  being  an  afTection  of  middle  life  rather  than  of  puberty.  It  diffcn 
from  lupus  erythematosus  in  the  absence  of  scaliness  and  of  atrophic  scarring,  in  the  border 
which  is  not  raised  and  shows  no  signs  of  active  spreading,  and  by  its  fluctuatioBii 
Seborrhceic  eczema  may  be  met  with  in  the  flush  area,  but  it  is  usually  associated  wift 
seborrhoca  capitis,  there  is  no  telangiectasis,  and  the  affected  surface  is  oily  or  scaly.  Vtm 
tertiary  syphilides,  rosacea  is  distinguished  by  its  slow  course,  its  symmetry,  the  dilatatioi 
of  blood-vessels,  and  the  absence  of  any  tendency  to  ulceration  and  scarring,  or  to  atropiqr. ' 
In  syphilis,  further,  there  will  be  the  stigmata  or  the  history  of  earlier  lesions. 

Malcolm  Mmit 

FOOT-DROP. — (See    Paraplkgia,    p.   510 ;    and   Paralysis    of     one    Extresuit 
(Lower),  p.  496.) 

FOOT,  ULCERATION  OF  THE.— (See  Ulceration  of  the  Foot,  p.  735.) 

FOREHEAD,  ENLARGEMENT  OF.— (See  Enlargement  of  the  Forehfj^d,  p.  203.) 

FORGETFULNESS.— (See  Amnesia,  p.  19.) 

FORMICATION.— (Sec  Pruritus,  p.  540.) 

FOUL  BREATH.— (See  Breath,  Fouijvess  of  the,  p.  86.) 

FRACTURE,  SPONTANEOUS.— Spontaneous  fracture  signifies  fracture  of  a  bone 
from  causes  which  ordinarily  would  have  been  inadequate.  Tremendous  muscular  efforts 
sometimes  lead  to  the  breaking  of  bones  without  any  external  violence,  but  this  variety 
would  not  be  included  under  the  heading  of  spontaneous  fracture  if  the  degree  of 
muscular  effort  seemed  adequate.  A  man  has  been  known,  for  instance,  to  dive  into 
shallow  water,  and  in  order  to  bring  himself  to  the  surface  quickly,  and  prevent  his  head 
from  striking  the  bottom,  he  has  used  his  neck  muscles  so  strenuously  in  bending  his  head 
back  as  actually  to  fracture  his  vertebrae.  This  fracture  is  not  spontaneous,  but  due  to 
excessive  muscular  exertion.  There  are  three  main  groups  of  causes  for  true  spontaneous 
fracture,  namely,  excessive  brittleness,  or  innate  lack  of  strength  of  the  bones — fragiUtm 
ossium ;  general  paralysis  of  the  insane ;  and  unsuspected  lesions  of  the  bones,  particu* 
larly  myeloid  sarcoma,  chloroma,  tuberculous  caries,  or  secondary  deposits  of  carcinonui 
or  sarcoma. 

Fragilitas  Ossium, — When  the  first  fracture  occurs  in  such  a  patient,  there  may  be 
doubt  as  to  the  diagnosis  ;  but  when  repeated  breaking  of  different  bones  occurs,  in  each 
case  from  apparently  trivial  causes,  the  diagnosis  becomes  clear.  The  undue  fragility  may 
show  itself  in  early  life,  but  more  often  not  until  the  patient  has  reached  adult  stature  and 
weight.  There  is  a  very  remarkable  familial  type  of  the  disease,  in  which  successive 
generations  contain  some  members  who  have  fragile  bones  amongst  others  who  are  healthy: 
the  latter  have  white  scleroties,  whilst  those  exhibiting  fragilitas  ossium  have  sclerotics 
that  are  definitelv  blue — sometimes  even  dark  blue.  Both  bones  and  sclerotics  lack 
part  of  their  proper  matrix  ;  the  diagnosis  is  easy,  though  the  condition,  termed  *  blue 
sclerotics  with  brittle  bones,'  is  rare. 

Two  maladies  which  differ  from  fragilitas  ossium,  and  yet  which  may  cause  undue 
bending,  or  partial  or  green-stick  fracture  of  bones,  are  rickets  in  children,  in  which  disease, 
for  a  time  at  least,  there  is  excess  of  preparation  for  bone  formation,  but  deficiency  in  com- 
pleting the  ossifying  process,  so  that  the  bones,  being  unduly  soft,  not  only  bend,  but  also 
give  way  as  a  green  stick  would,  causing  the  partial  or  green-stick  fracture  ;  and  moUitia 
ossium,  a  rather  rare  affection  in  this  country,  though  reported  to  be  less  unconunon  in 
certain  parts  of  the  Continent,  notably  in  the  Rhine  valley,  coming  on  especially  after 
pregnancy,  and  associated  with  concentric  thinning  of  the  bones  from  the  marrow  outwards, 
so  that  they  eventually  consist  of  a  mere  shell,  which  bends  with  undue  ease,  and  may 
sometimes  break  spontaneously.  The  relationship  to  pregnancy  may  suggest  the  diagnosis, 
and  there  is  no  other  disease  which  produces  the  same  degree  of  pathological  softening  and 
fragility  of  the  bones  in  adults  ;  active  rickets  is  practically  confined  to  young  children, 
only  a  few  cases  having  been  recorded  during  adolescence  and  none  in  adult  life. 
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Spontaneous  fractures  in  general  paralysis  of  the  insane  occur,  like  the  aural  haemato- 

lata  of  this  disease,  at  a  late  stage  when  the  patient  is  bedridden.    They  may  arouse 

iuspicion  that  the  attendants  have  been  unduly  rough  in  their  handling  of  the  patient ; 

tmt  80  atrophic  do  the  tissues,  and  particularly  the  bones,  become,  that  the  latter  may 

tncture  from  slight  and  otherwise  inadequate  causes.    The  diagnosis  will  have  been  made 

months  or  more  previously,  by  reason,  first,  of  the  mental  changes  of  the  patient,  particularly 

ideas  of  grandeur  ;  and  secondly,  by  the  occurrence  of  convulsive  seizures  after  there  have 

been  changes  in  the  patient's  mental  condition  for  a  longer  or  shorter  time.     The  case  is 

generally  that  of  a  man  who  has  suffered  previously  from  syphilis,  for  which  treatment 

was  not  very  prolonged,  and  whose  business  has  entailed  much  mental  hard  work,  and 

possibly  worrj',  in  a  city.     Confirmatory  evidence  may  be  obtained,  if  need  be,  by  finding 

relatively  large  numbers  of  small  lymphocytes  in  the  cerebrospinal  fluid  removed  by  lumbar 

puncture,  and  Wassermann's  serum  reaction  for  syphilis  may  be  positive. 

Before  concluding  that  spontaneous  fracture  of  a  bone  is  due  either  to  neurotrophic 
causes,  or  to  fragilitas  ossium,  it  is  important  to  exclude  the  possibility  of  primary  or 
secondary  new  growth  in  the  affected  bone,  or  tuberculous  caries.     It  may  be  that  the  patient 
is  already  suffering  from  a  bony  swelling,  such  as  myeloid  sarcoma,  before  the  fracture  takes 
place,  or  it  may  be  known  that  there  is,  or  has  been,  a  primary  growth  elsewhere  ;    for 
instance,  in  the  pelvis,  breast,  stomach,  or  thyroid  gland,  in  which  case  the  spontaneous 
fracture  of  a  bone  would  suggest  that  a  second  metastasis  has  occurred  at  the  site  of  frac- 
ture, eroding  the  bone  until  it  finally  broke  from  a  trivial  cause.     The  chief  difficulties  arise, 
first,  when  there  are  no  symptoms  of  the  primary  growth  itself,  for  instance  in  the  case 
of  a  diffuse  carcinoma  of  the  stomach  of  the  indiarubber-bottle  type  ;  and  secondly,  when 
the  patient  is  really  suffering  from  tuberculous  caries  whose  existence  has  been  entirely 
unsuspected.     As  an  instance,  one  might  mention  the  case  of  a  woman  fifty  years  of  age, 
who,  seeming  to  be  in  perfectly  robust  health,  was  standing  in  her  kitchen,  when  her  son 
entered  unexpectedly,  causing  her  to  start  suddenly,  giving  her  body  a  twist  at  the  same 
time.    This  movement  was  followed  immediittely  by  paralysis  of  both  legs,  and  it  seemed 
as  though  the  sudden  muscular  exertion  had  led  either  to  a  haemorrhage  or  to  a  fracture- 
dislocation  of  the  spine  ;  the  cause  for  the  fracture  was  in  itself  inadequate,  however,  and 
it  would  not  have  produced  the  symptoms  had  there  not  been  spinal  caries  which  had  been 
slowly  eroding  the  bones  for  some  time  previously,  until  they  now  gave  way  as  the  result  of 
what  would  otherwise  have  been  a  trivial  movement.     The  diagnosis  in  cases  of  the  kind 
depends  chiefly  upon  remembering  the  possibilities,  and  not  omitting  a  most  careful  exami- 
nation of  every  part  of  the  body.     When  the  a;-rays  are  available,  they  may  sometimes  be 
of  considerable  value  in  detecting  a  neoplasm  {Fig.  286,  p.  673)  or  a  tuberculous  focus 
Fig.  195,  p.  460)  in  the  affected  bone  Herbert  French. 

FRAGILITAS  OSSIUM.— (See  Fracture,  Spontaneous,  p.  242.) 

FREQUENCY  OF  MICTURITION.— (See  Micturition,  Abnormalities  of,  p.  393.) 

FULLNESS*  SENSE  OF. — A  sense  of  fullness  is  experienced  when  the  tension 
xerted  on  the  muscle  fibres  of  the  stomach  or  intestines  is  greater  than  normal. 

Localization. — A  sense  of  fullness  felt  in  the  upper  part  of  the  abdomen,  in  the 
eighbourhood  of  the  umbilicus,  and  in  the  lower  part  of  the  abdomen  is  generally  due  to 
istention  of  the  stomach,  small  intestines,  and  colon  respectively. 

1.  Gastric  Fullness. — ^The  bulk  of  gastric  contents,  whether  fluid  or  gas,  required  to 
roduce  a  sense  of  fullness  depends  upon  whether  the  tone  of  the  muscles  of  the  stomach 
;  (a)  Normal,  (6)  Excessive,  or  (c)  Deficient.  The  sensation  is  the  same  in  each  case  ;  the 
atient  commonly  believes  it  is  due  to  excess  of  gas  in  the  stomach,  and  it  is  generally 
fiought  that  tone  is  deficient ;  but  the  former  is  rarely  true,  and  the  latter  is  certainly  not 
lore  commonly  the  case  than  the  reverse. 

(a).  In  normal  individuals  the  sensation  of  fullness  is  produced  by  eating  very  rapidly, 
s  the  intragastric  pressure  rises  owing  to  the  relaxation  of  tone,  which  should  proceed 
ari  passu  with  the  increasing  bulk  of  the  gastric  contents,  taking  place  with  insufficient 
apidity. 

{b).  When  the  tone  of  the  stomach  is  increased,  a  comparatively  smaVV  c\\\awV\\>j  ol 
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food  produces  a  sensation  of  fullness  unless  the  food  is  eaten  with  extreme  slowness,  b 
rare  cases  the  stomach  is  abnormally  small,  owing  to  infiltration  of  its  walls  with  canoer 
(leather-bottle  stomach,  Fig,  132,  p.  270) :  as  its  capacity  cannot  then  increase  at  all  ligr 
relaxation  of  its  muscular  coat,  a  very  small  quantity  of  food  produces  an  immediate  me 
in  intragastric  pressure  and  a  corresponding  sensation  of  fullness. 

(c).  In  atonic  dilatation  of  the  stomach  the  muscle-fibres  are  relaxed  completd^ 
before  any  food  is  eaten  ;  the  weight  of  the  food,  however  slowly  it  is  eaten,  stretches  the 
fully  relaxed  fibres  from  the  minute  it  is  eaten,  and  a  sensation  of  ftillness  is  felt.  ^ 

In    slighter   cases   (hypotonus)   the    muscle-fibres   are   not   relaxed   completely,  bat    ] 
complete  relaxation  occurs  as  soon  as  a  small  quantity  of  food  has  been  eaten ;  any 
further  addition  to  the  gastric  contents  produces  a  sense  of  fullness. 

From  these  considerations  it  is  clear  that :  (1)  If  a  sense  of  fullness  is  only  felt  when 
an  excessive  quantity  of  food  is  eaten,  the  size  of  the  stomach  is  probably  normal,  and  the 
excess  is  the  cause  of  the  symptom  ;  (2)  If  it  is  only  felt  when  food  is  eaten  very  rapidly, 
the  size  of  the  stomach  is  probably  normal,  and  the  bolting  is  the  cause  of  the  symptom ; 
(3)  When  it  is  felt  in  spite  of  the  food  being  normal  in  quantity  and  eaten  at  the  nonnal 
rate,  it  is  due  to  hypertonus  or  hypotonus  if  it  can  be  prevented  by  eating  smaU  meats 
very  slowly,  and  to  atony  or  to  leather-bottle  stomach  if  this  is  not  the  case. 

The  distinction  can  only  be  made  with  certainty,  however,  by  estimating  the  tone  of 
the  stomach  directly,  or  indirectly  from  its  size,  a  hypertonic  stomach  being  small,  whereas 
a  hypotonic  or  atonic  stomach  is  large. 

Although  percussion  gives  some  idea  of  the  quantity  of  gas  in  the  stomach,  it  does  not 
help  in  the  determination  of  its  size,  and  auscultatory  percussion  and  friction  have  been 
shown  by  means  of  the  a;-rays  to  be  quite  valueless  so  far  as  the  stomach  is  concerned. 

Splashing  and  succussion  occur  in  the  normal  stomach  after  an  ordinary  meal;  it     ^ 
however,  they  can  be  produced  after  drinking  two  ounces  of  water  on  an  empty  stomach, 
atony  is  probably  present. 

Inflation  is  the  only  method  apart  from  the  2;-rays  which  gives  definite  information  as 
to  the  size  and  tone  of  the  stomach.     The  patient  drinks  on  an  empty  stomach  two  quanti- 
ties of  water  in  rapid  succession  :    1^  drachms  of  sodium  bicarbonate  are  dissolved  in  one 
and  1}  drachms  of  tartaric  acid  in  the  other.     At  the  body  temperature  and  atnioq>heric    ^ 
pressure,  1700  c.c.  of  carbon-dioxide  are  evolved.    The  normal  stomach  has  a  capacity  of 
600  to  1200  c.c.  when  filled  rapidly  :   the  1700  c.c.  of  gas  are  therefore  subjected  to  a  con- 
siderable degree  of  tension  ;  a  certain  amount  of  discomfort  is  felt,  and  the  gas  is  expdUfA 
rapidly  on  sitting  up.     When  the  tone  of  the  stomach  is  excessive,  the  capacity  is  less  than 
600  c.c,  and  when  it  is  deficient  it  is  more  than  1700  c.c. ;  in  the  former  case  a  sensation 
of  painful  fullness  is  produced,  and  the  gas  is  expelled  violently  on  sitting  up ;  whereas  in 
the  latter  case  no  discomfort,  and  sometimes  actual  relief,  is  experienced,  and  the  gas  can 
be  expelled  only  with  difficulty.     The  tumour  formed  with  a  hjrpertonic  stomach  is  gener- 
ally situated  too  high  to  be  accessible  for  palpation,  but  when  it  can  be  reached  it  is  found 
to  be  firm  and  well  defined  ;  with  a  normal  stomach  it  is  also  firm  and  well  defined,  and  is 
often  visible  through  the  abdominal  wall,  whereas  with  a  hypertonic  stomach  it  is  soft, 
and  its  outline  is  less  easy  to  determine  by  palpation  and  percussion.     When  the  inflated 
stomach  is  outlined  by  means  of  palpation  and  percussion,  the  distance  between  the  lesser 
and  greater  curvatures  of  the  stomach  should  be  between  3  and  4  in.,  and  the  greater  curva- 
ture should  reach  within  an  inch  of  the  umbilicus.     The  distance  between  the  curvatures 
in  a  hypertonic  stomach  is  less  than  3  in.,  and  the  greater  curvature  is  more  than  an  inch 
above  the  umbilicus  ;   in  atonic  dilatation  the  distance  is  more  than  4  in.,  and  the  greater 
curvature  often  reaches  below  the  umbilicus. 

The  size  and  tone  of  the  stomach  can  be  determined  most  accurately  with  the  ar-rays 
after  a  meal  of  p>orridge  containing  2  oz.  of  barium  sulphate.  Owing  to  the  adaptation 
of  the  tone  of  the  normal  stomach  to  the  volume  of  its  contents,  there  is  little  difference  in 
the  upper  level  of  the  semi-fluid  chyme  as  seen  in  the  erect  position,  whether  the  volume 
is  5  oz.  or  2  pints,  and  the  greater  curvature  is  not  more  than  an  inch  above  or  an  inch 
below  the  umbilicus  {Fig,  122).  A  hypertonic  stomach  is  diagonal,  or  even  horizontal,  instead 
of  almost  perpendicular,  as  in  normal  individuals,  and  its  lowest  extremity  is  situated  at 
least  an  inch  and  often  considerably  more  above  the  umbilicus.  An  atonic  stomach  does  not 
adapt  itself  to  the  volume  of  its  contents  :  food  taken  when  it  is  empty  drops  at  once  to  its 
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most  dependent  part,  instead  of  being  held  up  for  a  few  seconds  by  the  tonic  contraction 
of  the  body  of  the  stomach.  As  more  and  more  food  is  taken,  the  upper  surface  of  the 
gastric  contents  gradually  rises,  but  it  never  reaches  the  height  observed  in  noimal  and 
hypertonic  stomachs  after  the  first  two  or  three  mouthfuls  of  food  are  swallowed.  The 
gastric  tone  is  insufficient  to  withstand  the  weight  of  the  food,  and  the  greater  curvature 
oonsequently  sinks  as  the  quantity  of  gastric  contents  increases. 

Most  patients  ascribe  a  sense  of  fullness  in  the   epigastrium   to  '  wind."   and  try  to 
relieve  their  discomfort  by  eructation  ;  as,  however,  it  is  rare  for  excess  of  gas  to  be  present, 
the  attempt  leads  to  aerophagy.    The  sense  of  fullness  is  thus  often  aggravated  by  aero- 
phagy.  though  primarily  due  to  some  other  cause.     In  addition  to  ascertaining  the  tone 
and  size  of  the  stomach,  it  is  therefore  necessary  to  discover  whether  the  sense  of  fullness 
is  in  part  due  either  to  excess  of  gas  produced  by  fermentation  or  to  secondary  aiJrophagy. 
The  presence  of  excess  of  gas  in  the  stomach  can  be  ascertained  most  readily  by  means  of 
thej--rays,  as  it  is  often  difficult  to  distin- 
guish by  percussion  whether  a  resonant 
area  corresponds  to  a  collection  of  gas  in 
the  stomach  or  in  the  splenic  flexure. 

Excess  of  gas  is  only  produced 
in  the  stomach  when  evacuation  is 
delayed  :  this  never  occurs  in  a  hyper- 
tonic stomach,  and  only  in  a  normal 
stomach  when  an  excessive  quantity  of 
food  lias  been  eaten.  In  atonic  dila- 
tation of  the  stomach  stasis  is  never 
sufficiently  great  for  much  fermentation 
to  occur,  the  only  condition  in  which  it 
is  really  active  being  dilatation  due  to 
pyloric  obstruction.  This  can  readily 
be  distinguished  from  atonic  dilatation 
with  the  x-rays,  even  before  the  onset 
of  visible  peristalsis  and  the  character- 
istic vomiting  of  large  quantities  of 
food  eaten  many  hours  earlier,  by  the 
excessive  activity  of  peristalsis,  the 
occurrence  of  retro-peristalsis,  and  the 
presence  of  a  large  residue  in  the 
stomach  six  hours  after  a  barium  meal. 
The  diagnosis  of  pyloric  obstruction  is 
confirmed  if  the  passage  of  a  stomach- 
tube  at  9  a.m.  shows  that  renmants  of 

a  dinner  Uken  at  «  p.m.  the  previous  ^.^  i.,._sw^™  tate,,  i„  ««  v„,k.»i  initio.,,  ni^-ing  . 
evening  are  still  tn  the  stomach,  nothing  hismuiii  nnii  in  » lumnui  wiuii  tioniarh. 

,        .  .  .  11-..  (.«»™ram  hu  lir.  C.  TlmTKan  ffoHand.) 

having    been    eaten   or   drunk    in    the 
iiiter\'al. 

Aerophagj-  can  be  diagnosed  with  certainty  if  eructation  occurs  six  or  more  times  in 
rapid  succession,  or  if  it  occurs  before  breakfast,  unless  food  is  present  in  the  stomach  as  a 
result  of  pyloric  obstniction.  Finally,  it  is  ([uite  easy  lo  watch  the  whole  process  of  aero- 
phagy with  the  j--rays. 

•1.  Intestinal  Fullness. — A  sense  of  fullness  in  the  lower  ytatt  of  the  abdomen  is  almost 
invariably  due  to  the  extensive  tension  on  the  intestinal  walls  produced  iiy  the  presence  of 
an  excessi^■e  quantity  of  gas.  The  only  symptom  which  proves  conclusively  that  this  is 
the  case  is  the  passage  of  excess  of  flatus,  (larticularly  if  it  is  found  to  relieve  the  discomiVirt. 
In  the  al)5encc  of  evidence  of  a  hypertonic  condition  of  the  colon,  such  as  occurs  in  spastic 
constitution  {Fig.  52,  p.  124),  a  sense  of  fullness  in  the  lower  part  of  the  abdomen  may  lie 
presumed  to  be  due  to  the  pressure  of  an  excessive  quantity  of  gas.  Spastic  dmstijHilion 
is  much  more  often  accompanied  by  pain  than  a  sense  of  fullness  ;  it  can  be  recognized  by 
the  contracted  condition  of  parts  of  the  colon,  the  situation  and  degree  of  the  spasm 
var>'ing  from  one  examination  to  another,  and  with  more  certainty  by  means  of  the 
.r-rays  after  a  barium  meat  or  a  barium  enema. 
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intestinal  flatulence  may  be  due  to  the  excessive  production  of  gas  in  the  intestiDH 
from  excessive  fermentation  or  putrefaction,  retention  of  gas  behind  a  fiecal  mass  ii 
constipation,  the  passage  of  some  of  the  swallowed  air  into  the  intestines  in  severe  cam 
of  aerophagy,  and  deficient  absorption  of  gas  due  to  the  impeded  venous  circulation  ii 
cirrhosis  of  the  liver  and  heart  failure.  The  stools  should  always  be  examined  :  if  thcj 
are  bubbly,  acid  in  reaction,  and  contain  obvious  excess  of  vegetable  residue,  intestinit 
fermentation  is  probably  the  cause  ;  if  they  are  alkaline  in  reaction,  have  a  putrefactive 
odour  and  contain  obvious  fragments  of  meat,  excessive  putrefaction  is  probably  prmnt. 
On  incubating  some  of  the  stool  made  thin  with  water  for  twenty-four  hours  in  u 
apparatus  in  which  the  gas  evolved  can  be  collected,  it  is  found  that  little  or  no  gas  de\«la|it 
and  the  stool  remains  neutral  in  reaction  if  there  is  no  abnormal  bacterial  acti\nty.    Whoi 

excess  of  gas  is  evolved,  it  is  due 
to  fermentation  if  it  is  odouiks 
and  the  stools  have  become  vor 
acid,  and  to  putrefaction  if  it  hv 
an  unpleasant  odour  of  putiflM- 
tive  products  and  the  stool  is  veiy 
alkaline. 

In  the  absence  of  excessif 
fermentation  or  putretsctioii.  i 
history  of  constipation  would  su)^ 
gest  that  that  is  the  cause  of  tbe 
flatulence  {vide  Constipation,  p. 
121).  Aerophagy  only  lead)  to 
intestinal  flatulence  when  it  ii  n 
well  marked  as  to  be  easily  recog- 
nized (vide  supra),  and  an  examiii- 
ation  of  the  liver  and  heart  ihow 
whether  it  is  due  to  deflcient  ' 
absorption  of  gas  from  cirriionior 
heart  failure.  Arthur  F.  llvl. 

FUNGOUS     AFFECTVWS 

OF  THE  SKIN.— We  here  in- 
clude (1)  Favta  ;  (2)  Ringaom; 
(8)  Eczema  marginatum;  (4)Tinta 
imbricata ;  (5)  Tinea  venicolm; 
and  (6)  Erythraama. 

1.  FAVUS  in  man  is  due  in 
about  89  per  cent  of  eases  to 
inoculation  with  the  Aehoriati 
Schiinleinii.  Four  other  achorions. 
of  animal  origin,  have  been  identi- 
fied, and  it  has  been  proved  thai 
the  affection  can  be  commuoi- 
cated  from  animals  to  man,  but 
the  instances  are  so  rare  as  to  bt 
negligible.  Between  the  achorioM 
on  the  one  hand  and  the  micro- 
sporons  and  trichophytons  on  the  other  (see  p.  247),  there  are  close  morphological  resem- 
blances, but  the  clinical  differences  are  well  marked. 

Favus,  while  showing  a  distinct  i>reference  for  the  scalp,  may  attack  any  part  of  the 
skin  {Fig.  123),  and  even  a  mucous  membrane.  The  characteristic  lesion — a  tiny  sidphur- 
yellow  disc  witli  a  cup-like  depression  in  the  centre,  resembling  both  in  colour  and  in  shapr 
a  honeycomb,  and  in  hairy  parts  pierced  by  a  hair — can  hardly  be  mistaken  on  account  of 
its  peculiar  mousy  smell.  The  lesion  begins  as  a  collection  of  whitish  material,  somewhat 
resemliling  a  pustule,  which  grows  and  presently  becomes  dry  and  Mable.  The  cup-like 
disc  can  then  be  detached  from  the  epidermis,  lea\\n6  a  \)implv,  smooth,  greasy  surface. 
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As  they  grow,  the  discs  often  run  together.  In  a  later  stage  roughish  crusts  are  formed, 
separated  by  pale,  bluish-pink  scars.  The  crusts,  when  broken  up,  are  seen  under  the 
microscope  to  consist  of  spores,  varying  much  both  in  size  and  shape,  and  of  short  threads 
of  mycelium,  which  may  penetrate  into  the  mucous  layer  of  the  epidermis,  and  may  even 
reach  the  derma  ;  this  never  occurs  in  trichophytosis.  Hairs  affected  with  favus  are  dis- 
coloured and  lustreless  ;  they  may  fall  out,  but  do  not  break  off  as  in  ringworm.  Under 
the  microscope  one  may  see  in  favus-hairs  segments  of  fungus  12-15  fi  in  length,  dicho- 
tomized at  an  acute  angle.  If  the  nails  are  affected,  the  ungual  cells  will  be  found  to  be 
separated  by  irregular  threads  of  mycelium,  or  by  spores. 

In  the  less  characteristic  cases  the  lesions  must  be  examined  closely  under  a  good  lens 
for  remains  of  the  yellow  discs  of  favus  or  the  broken  hairs  of  ringworm.  If,  owing  to 
applications  to  the  skin,  the  crusts  are  lacking,  treatment  should  be  stopped  for  a  few  days, 
when  the  whitish  points  and  the  discs  will  usually  reappear.  In  prolonged  cases  the  crusts 
may  be  replaced  by  an  irregular,  lumpy,  dirty-yellowish  accumulation,  but  the  odour  of 
favus  will  still  remain.  At  this  stage  the  disease  may  resemble  psoriasis  of  the  scalp  ;  but 
there  is  a  much  greater  loss  of  hair,  the  scales  are  less  pearly,  and  even  when  no  discs  or 
sulphur-yellow  scabs  can  be  seen  about  the  edges,  the  lustreless  hair  and  the  atrophic 
scarring  left  by  the  scabs  are  sufficiently  distinctive  of  favus.  The  scarring  may  suggest 
lupus  erythematosus  of  the  scalp,  but  in  that  affection  the  crusting  and  the  mouse-like  odour 
are  absent,  while  generally  there  are  characteristic  lesions  on  the  face.  From  both  eczema 
and  seborrhoea  favus  is  differentiated  by  the  fact  that  its  lesions  are  never  diffuse,  but  always 
have  a  definite  margin.     In  alopecia  areata  there  is  no  scaling,  crusting,  or  cicatrix. 

2.  RINGWORM — whether  of  the  scalp,  the  beard,  the  hairless  skin,  the  mucous  mem- 
brane, or  the  nails — is  due  to  fungi  belonging  to  two  different  families,  the  microspora  and 
the  trichophyta,  each  of  them  comprising  a  number  of  different  sp>ecies.  In  the  one  case 
the  affection  is  styled  microsporosis,  or  tinea  with  small  spores  ;  in  the  other,  trichophytosis, 
or  tinea  with  large  spores.  Eleven  species  of  ringworm  microsporons  have  been  identified  ; 
of  the  trichophyta,  upwards  of  thirty.  Only  four  species  of  the  microspora,  and  the  same 
number  of  species  of  the  trichophyta,  are  of  importance.  The  four  microsporons  are  M, 
Audouiniy  M.  felineum,  M,  canis,  and  M.  tardum  ;  the  four  trichophytons,  T.  crateriforme, 
T,  acuminatum,  T,  sulphureum,  and  T.  violaceum.  In  both  families  some  of  the  species 
are  of  animal  origin,  and  it  is  these  which  account  for  nearly  all  the  inflammatory  forms  of 
ringworm,  including  kerion. 

Of  the  microsporons,  the  type  species  is  M,  Audouini,  which  is  the  cause  of  some 
90  per  cent  of  the  juvenile  ringworm  of  London.  It  is  also  the  cause  of  much  of  the 
juvenile  ringworm  of  Paris,  though  of  much  less  than  was  the  case  a  few  years  ago.  M, 
felineum  and  M .  canis,  closely  allied  species,  are  responsible  for  an  appreciable  percentage 
of  human  ringworms — the  one  in  England,  the  other  in  France.  M,  tardum  is  met  with 
occasionally  in  France.  Of  the  four  clinically  important  species  of  trichophytons,  the  one 
encountered  most  frequently  is  T.  crater  if orme  ;  next  comes  T,  acuminatum,  then  T.  sul- 
phureum,  which,  however,  is  not  known  in  France  ;  and  lastly  T.  violaceum,  A  fifth  species 
of  trichophyton,  T.  rosaceum,  which  chiefly  affects  the  beard,  but  also  the  hairless  skin,  is 
said  to  be  relatively  not  infrequent  in  Northumberland  and  Durham. 

The  division  of  the  ringworms  into  a  small-spored  and  a  large-spored  group  may  easily 
lead  to  confusion  in  diagnosis,  for  among  both  microsporons  and  trichophytons  the  spores 
vary  considerably  in  size,  according  to  the  species.  Those  of  the  microsporons  may  be  as 
large  as  4  /i,  while  those  of  the  trichophytons  may  be  as  small  as  3  /i  ;  the  limits  of  the  one 
are  2  to  4  /i,  and  of  the  other,  3  to  8  //.  Clinically,  therefore,  microsporosis  and  tricho- 
phytosis are  to  be  differentiated  from  bach  other  not  alone  by  the  size  of  the  spores,  but 
also  by  their  shape  and  arrangement  and  modes  of  growth. 

First,  as  to  shape  :  In  microsporosis  the  spores  are,  speaking  generally,  round  or  ovoid  ; 
in  trichophytosis,  they  tend  to  be  square  with  rounded  angles,  or  oblong  with  sharper 
angles.  Still  more  important,  for  diagnosis,  is  the  arrangement  of  the  spores.  In  micro- 
sporosis they  are  dotted  about  irregularly,  and  the  mycelium  inter\^'()ven  with  them  ia 
curved  and  branching,  and  irregularly  jointed.  In  trichophytosis  they  are  arranged  ia 
regular  chains,  and  the  mycelium  is  short  and  regularly  jointed.  In  microsporosis  the 
fungus  forms  a  greyish  sheath  around  the  hair — whether  of  the  scalp  or  of  the  body — which 
it  eats  away,  fraying  the  edges,  penetrating  to  the  interior   of  the  shaft,   and   growing 
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downwards  towards  the  root.     Presently  the  hair  breaks  off,  at  some  distance  from 
follicular  orifice,  and  the  parasitic  sheath  is  disintegrated  and  may  be  seen  as  a  patch 
ash-coloured  scales  on  the  epidermis.     In  trichophytosis,  the  parasite  attacks  the  moi 
the  hair  first,  and  grows  upward.     The  hairs  arc  broken  off  short,  and  no  sheath  is 
be  seen  outside  the  follicular  orifice.     It  should  be  added  that  some  small-spored 
phy tons  form  a  sheath  outside  the  hair  like  that  of  microsporosis,  but  the  spores  observe 
chain- format  ion  which  is  characteristic  of  trichoi^ytosis,   and  this  is  never  present 
microsporosis.     These  small-spored  trichophytons  are  all  pyogenic,  and  are  the  cause  of^j 
many  cases  of  kerion. 

Trichophytons  may  be  either  endoihrix  or  endo-ecioihrix.  If  the  parasite  penetntcii 
the  hair  between  the  cuticle  cells  and  develops  entirely  within  the  hair-structure,  it  beloqp 
to  the  endothrix  class.  If  it  develops  not  only  within  the  hair,  but  also  continues  to  pro-' 
liferate  in  the  follicle  outside,  it  must  be  allocated  to  the  endo-ectothrix  class.  The  grot 
majority  of  the  cases  of  scalp  trichophytosis,  both  in  London  and  in  Paris,  are  due  to  endo* 
thrix  infections  ;  but  the  endo-ectotriches  are  responsible  for  most  of  the  ringworms  of  the 
hairless  skin,  for  nearly  all  the  adult  ringworms,  and  for  the  majority  of  spiecially  inflam- 
matory cases. 

Sabouraud  divides  the  endotriches  into  (1)  True  endotriches,  and  (2)  Neo-endotriche% 
the  distinguishing  feature  between  them  being  that  in  the  latter  the  early  {neo)  stage  of 
the  attack,  the  stage  in  which  the  outside  of  the  hair  is  assailed,  is  prolonged.  If  the  panste 
is  a  true  endothrix,  it  is  easy  to  miss  the  invasion  stage,  so  short  is  it ;  if  it  is  a  neo-endothriz,  J 
the  invasion-stage  is  so  protracted  that  it  is  possible  to  mistake  the  case  for  one  of  tricho- 
phytosis due  to  an  endo-ectothrix.  The  endo-ectotriches  are  subdivided  into  those  with 
large  spores  (megaspores),  and  those  with  small  spores  (microides).  It  is  the  latter  whidi» 
as  mentioned  above,  may  be  mistaken  for  microsporons,  unless  the  chain-formation  be 
looked  for.  In  the  case  both  of  the  microspora  and  of  the  trichophyta  cultmres  may  have 
to  be  grown  to  distinguish  between  the  different  species.  There  are  four  microspora  of 
human  origin,  and  these  give  either  a  small  or  medium  culture  ;  to  this  group  beloiif 
M,  Audouini  and  M,  tardum.  The  seven  species  of  animal  origin  yield  a  large,  enduring 
culture  ;  in  this  group  occur  the  two  remaining  species  of  clinical  importance,  M.  canii 
and  M,  felineum.  In  the  first  group  pleomorphism  is  never  met  with  ;  in  the  second, 
on  a  suitable  medium,  a  white  downy  pleomorphism,  quite  different  from  the  mother 
culture,  is  exhibited. 

Of  trichophyton  cultures  there  are  four  main  types  :  (1)  The  crateriform  or  acuminate; 
(2)  Those  with  large  white  growths,  either  powdery  or  velvety  ;  (3)  The  Caviform  ;  (4)  A 
single  species,  Epidermophyion  inguinale^  which  is  the  cause  of  eczema  marginatum.  In 
the  first  group,  to  which  belong  all  the  four  clinically  important  species,  the  culture  resembles 
the  crater  of  a  volcano,  and  is  white,  cream,  or  primrose-coloured,  or  it  is  like  a  mountain 
peak  (^  acuminate '')  and  is  grey  or  yellowish  in  colour.  The  parasites  of  this  cultuml 
group  arc  all  endotriches.  In  the  second  group  the  cultures  are  very  large  and  white,  some 
of  them  powdery,  others  velvety.  The  species  which  yield  cultures  of  this  type  are  all 
endo-ectotriches,  and  are  of  animal  origin.  The  three  species  which  give  cultures  like  those 
of  the  parasites  of  favus,  although  the  clinical  course  of  the  lesions  and  the  appearance  of 
the  fungus  in  the  hair  leave  no  doubt  that  they  are  trichophytons,  are  also  of  animal  origin. 
The  Epidermophyion  inguinale  yields  a  yellow-orange  culture,  dry  and  powdery,  but  often 
white  and  velvety  as  the  result  of  pleomorphism. 

Ringworm  of  the  Scalp  (Tinea  tonsurans), — Both  the  small-spored  and  the  large- 
spored  ringworm  of  the  scalp  begin  alike  as  a  small  red  papule,  which  develops  near  the 
orifice  of  a  hair- follicle  ;  the  size,  and  yet  more  the  shape  and  arrangement  of  the  spores, 
and  the  way  in  which  the  hair  is  attacked,  help  to  distinguish  between  them  ;  in  trichophy- 
tosis there  is  a  much  smaller  number  of  stumps  to  be  seen  with  the  naked  eye,  and  on  the 
surface  of  the  scaly  patches,  among  the  remaining  healthy  hairs,  one  may  detect  those 
dark  points  to  which  the  affection  owes  its  name  of  '  black-dot  ringworm.'  These  dots 
are  pigmented,  coiled-up  hair-stumps.  If  the  whole  scalp  is  thus  affected,  the  case  becomes 
one  of '  disseminated  ring^\orm.'  In  trichophytosis,  again,  the  scales  are  scantier,  or  may 
even  be  absent,  and  the  outline  of  the  lesions  is  not  so  rounded  or  so  well-defined.  As  a  rule 
it  is  not  difficult  to  distinguish  tinea  tonsurans,  whatever  its  form,  from  other  scalp  affec- 
tions, the  clinical  picture — the  broken  hairs,  the  black  dots,  the  slight  scaliness,  the  promi- 
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cnt  follicles,  the  baldness,  in  varying  degrees,  of  the  involved  area — being  sufficiently 
iiUnctive.  In  fcams  there  is  the  same  dull  and  brittle  condition  of  the  hair,  but  the  patches 
le  not  generally  circular,  while  in  ringworm  the  cup-shaped  crusts  are  absent,  there  is  no 
Bousy  smell,  nor  is  the  skin  atrophic.  The  broken  hairs  distinguish  tinea  tonsurans  from 
iStigiiasU  of  the  scalp  and  hova  psoriasis  of  the  hairy  skin,  in  both  which  affections  the 
|un  fall  out  unbroken.  In  psoriasis,  too,  there  is  a  greater  degree  of  scaliness,  generally 
jlis  not  the  scalp  only  that  is  affected,  nor  is  loss  of  hair  usual,  though  it  occurs  sometimes, 
h  the  anomalous  form  of  ringworm  known  as  tinea  decalvans,  or  bald  ringworm,  in  which 
tt  hair  falls  out  in  places  leaving  smooth  bare  patches,  confusion  with  alopecia  areata  may 
le  avoided  without  much  difficulty  ;  the  billiard-ball  smoothness  of  the  patches  in  the 
IrttcT  condition  is  not  present  in  ringworm.  Another  differential  feature  is  the  shape  of 
1^  short  hairs  found  at  the  edge  of  the  patches  :  in  tinea  tonsurans  they  are  bent,  whereas 
plBk>peeia  areata  they  may  be  compared  to  a  note  of  exclamation.  In  the  latter  condition, 
Pbo,  tiie  hairs  that  remain  are  free  from  fungus.  In  the  infrequent  cases  of  inflammatory 
■fafworm,  a  condition  somewhat  resembling  impetigo  or  eczema  may  be  set  up  ;  but  the 
boken  stumps  and  the  limited  area  of  the  affection,  together  with  the  history  of  the  case, 
■bould  prevent  confusion  with  those  affections.  In  these  forms  of  ringworm  again,  the 
Inions  are  sharply  defined,  and  the  pustules  are  invariably  situated  round  the  hairs. 
JBAoffhaa  can  be  ruled  out  by  remembering  the  greasiness  of  the  scales,  the  diffusion  of  the 
•ondition  over  the  whole  scalp,  and  the  absence  of  patches  of  baldness. 

ItB^orm  of  the  Beard  (Tinea  sycosis), — From  ordinary  sycosis  this  affection  is 
4irtinguiBhable  by  its  more  rapid  spread,  and  the  greater  lumpiness  of  the  affected  surface. 
3n  lycosis  vulgaris,  too,  the  pustules  are  usually  pierced  by  a  hair,  and  are  quite  small,  and 
VkleK  there  is  much  more  suppuration  than  is  usual,  the  hairs  do  not  fall  out.  Tinea  sycosis 
differs  from  eczematous  folliculitis  in  the  absence  of  the  serous  discharge  that  marks  the 
ktter  affection.  In  the  eczematous  condition,  again,  there  is  but  slight  if  any  loosening  of 
titt  hairs,  so  that  if  they  are  extracted  they  bring  with  them  their  root-sheaths.  The  affec- 
tkm  is  not  confined  to  the  hairy  parts,  as  in  tinea  sycosis,  nor  do  the  patches  assume  the 
ong-like  form.  The  ring-formation  is  absent  also  in  sehorrhoea,  nor  is  the  hair  involved  as 
in  beard-ringworm.  In  the  circinaie  tubercular  syphilodemi,  the  border  of  the  lesion  is 
dtrker  in  colour  and  more  infiltrated,  and  there  is  either  atrophy  or  pigmentation,  or  both. 
Occasionally  the  severer  cases  of  ringworm  of  the  beard  take  the  form  of  a  single  tumour- 
like formation  which  may  be  mistaken  for  a  carbuncle^  but  the  inflammation  is  almost  always 
less  active  than  in  carbuncle,  and  the  swelling  and  pain  are  correspondingly  less.  In  any 
dinically  doubtful  case  examination  of  the  hairs  under  a  microscope  will  show  whether  or 
not  the  case  is  one  of  beard  ringworm  by  revealing  the  presence  or  the  absence  of  the 
trichophytic  fungus. 

Ungworm  of  the  Body  Skin  (Tinea  circinata), — The  small,  red,  slightly  raised 
spot  which  is  the  first  visible  lesion  of  ringworm  of  the  body,  gradually  spreads  at  the  edge 
and  becomes  scaly.  Fading  away  at  the  centre,  the  redness  leaves  a  slightly  discoloured 
branny  area  which  forms  the  inside  of  a  red  ring.  The  circle  slowly  enlarges  without  any 
widening  of  the  edge.  Usually,  though  not  always,  there  are  several  rings,  sometimes, 
though  seldom,  arranged  concentrically,  and  those  adjoining  each  other  may  run  together. 
Prequently,  as  the  edge  advances,  there  is  no  involution  in  the  centre,  the  lesions  then 
appearing  not  as  rings  but  as  patches.  As  a  rule  inflammation  is  present  in  varying  degrees, 
md  the  neighbouring  lymphatic  glands  may  be  slightly  enlarged. 

These  symptoms,  with  the  tingling  and  itching,  form  an  ensemble  which  can  hardly 
e  mistaken  for  any  other  affection.  In  eczema  seborrhoeiaim  the  scales  are  greasy,  and 
ften  there  are  projections  into  the  glandular  openings.  In  psoriasis  the  skin  is  affected  in 
:ng-like  areas,  but  all  the  other  characters  are  different.  From  the  circinate  tubercular 
fphiloderm,  ringworm  of  the  body  may  be  distinguished  in  the  same  way  as  ringworm  of 
le  beard  (see  above).  As  a  rule  microscopic  examination  will  disclose  the  ringworm 
ingus — usually  a  trichophyte — ^without  difliculty  ;  but  occasionally  the  parasitic  elements 
re  deep-seated,  and  must  be  sought  in  a  section  of  the  affected  tissue. 

Ringworm  of  the  Nails  (Onychomycosis)  usually,  though  not  invariably,  appears  in 
9sociation  with  trichophytosis  of  the  beard  or  of  the  body  skin.  The  first  visible  lesion 
lows  as  greyish  stains  under  the  borders  of  the  nail  and  at  the  root.  Inflammation  of  the 
latrix  follows  and  the  structure  of  the  naii  degenerates,  becoming  thickened,  spoT\gY>  ^^^ 
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deposits  of  melanotic  sarcoma,  secondary  to  a  primary  ocular  growth  ;  and  secondly, 
on  the  discovery  in  the  liver  of  several  separate  nodules,  some  of  which  may  be  felt 
to  be  umbilicated,  that  is  to  say,  depressed  in  their  central  part  and  raised  around  the 
edges. 

Gumma  of  the  liver  is  not  very  frequent  nowadays,  and  when  it  occurs  is  apt  to  be 
mistaken  for  new  growth  unless  there  is  an  obvious  history  of  syphilis,  or  the  effects  of 
tertiary  lesions  are  visible  elsewhere,  especially  gummatous  lesions  of  the  skin  or  tongue. 
The  diagnosis  may  be  confirmed  by  obtaining  a  positive  Wassermann*s  serum  reaction, 
or  by  the  beneficial  effects  of  giving  salvarsan,  or  potassium  iodide  and  mercury,  though 
these  drugs  do  not  always  cause  a  gumma  of  the  liver  to  disappear  rapidly.  In  cases  that 
have  come  to  laparotomy  the  diagnosis  between  gumma  and  new  growth  is  by  no  means 
easy  even  when  the  liver  is  inspected. 

Abscess  of  the  liver  (see  p.  369),  if  it  is  to  simulate  an  enlargement  of  the  gall-bladder, 
is  likely  to  be  a  single  large  one,  which  if  it  has  not  arisen  in  some  pre-existent  mass,  such 
as  a  gumma,  new  growth,  or  hydatid  cyst,  is  likely  to  have  been  acquired  in  a  tropical 
country,  where  the  patient  may  have  suffered  Arom  amoebic  dysentery.  The  diagnosis 
may  not  be  evident  until  laparotomy  is  resorted  to,  or  until  the  mass  is  punctured  with  an 
exploring  needle,  when  the  chocolate-and-milk  appearance  of  the  pus  obtained  may  be 
characteristic. 

Hydatid  ofst  of  the  liver  is  seldom  situated  in  such  a  position  as  to  cause  difficulty  of 
diagnosis  from  gall-bladder  enlargement,  the  cyst  being  more  often  embedded  in  the  liver 
substance,  or  projecting  from  its  upper  surface.  The  diagnosis  might  be  arrived  at  if  the 
patient  were  knoMrn  to  have  had  hydatid  cysts  elsewhere  ;  but  in  most  cases  it  is  only  when 
laparotomy  has  been  performed  that  the  correct  diagnosis  can  be  made.  It  might  have 
been  suggested  by  the  occurrence  of  eosinophilia,  and  also  by  a  specific  hydatid  serum 
reaction,  though  neither  of  these  is  likely  to  be  found  unless  the  hydatid  cyst  has  produced 
toxic  symptoms,  because  latent  hydatid  cysts  cause  no  symptoms. 

The  Distiiiction  betweoi  an  Enlarged  Gall-bladder  and  a  Movable  Kidney  or 
Hydronephrosis  might  seem  to  offer  no  difficulty  ;  but  clinically  the  distinction  is  not 
always  easy.  There  is  often  no  jaundice  to  suggest  gall-bladder  trouble,  nor  need  there 
be  any  obvious  urinary  changes  to  suggest  kidney,  so  that  the  diagnosis  has  to  be  made 
chiefly  by  palpation.  One  would  lay  stress  upon  the  fact  that  the  gall-bladder  is  more 
easily  felt  anteriorly  than  posteriorly,  whilst  the  reverse  is  the  case  with  the  kidney  ;  that 
the  kidney  is  the  more  freely  movable  of  the  two,  as  a  rule  ;  that  it  is  seldom  possible  to 
demarcate  the  upper  pole  of  an  enlarged  gall-bladder  in  the  way  that  a  movable  kidney 
can  sometimes  be  made  out ;  that  with  a  kidney  tumour  the  loin  is  dull,  whilst  with  gall- 
bladder enlargement  it  is  resonant ;  and  that,  on  rather  firm  bimanual  palpation,  the 
peculiar  sickening  sensation  that  the  patient  may  complain  of  is  more  characteristic  of 
kidney  than  it  is  of  gall-bladder. 

Tumours  of  other  Organs  simulating  Enlargement  of  the  Gall-bladder  have  to 
be  distinguished  partly  by  the  fact  that  new  growths  of  the  pylorus,  duodenum,  transverse 
colon,  or  suprarenal  capsule,  big  enough  to  simulate  an  enlargement  of  the  gall-bladder, 
will  seldom  have  the  smooth  oval  outline  that  the  latter  nearly  always  possesses.  There 
may,  moreover,  be  distinct  symptoms  attributable  to  the  primary  growth,  such  as 
dilatation  of  the  stomach,  coffee-ground  vomit,  or  there  may  be  secondary  deposits  in  the 
liver,  in  the  left  supraclavicular  gland,  or  elsewhere,  to  indicate  the  diagnosis.  It  is  not 
easy,  however,  to  exclude  enlargement  of  the  gall-bladder  without  resorting  to  laparo- 
tomy in  some  of  these  cases. 

The  Cause  of  Enlargement  of  the  Gall-bladder. — Having  decided  that  a  given 
tumour  is  an  enlargement  of  the  gall-bladder,  it  is  necessary  to  determine  t  j  which  of 
the  following  causes  it  is  due  : — 


Empyema  of  the  gall-bladder 
Chronic   pancreatitis 
Carcinoma  of  the  head  of  the  pancreas 
Cholecystitis     from  :  —  (i)  Gall-stones  ; 


Typhoid  Fever 

Obstruction  of  the  common  bile-duct  bv  ii 

gall-stone 
Obstruction  of  the  cystic  duct  by  gall-stone 


(ii)  New  growth  |  Simple  mucocele. 

It  is  noteworthy  that  gall-stones  lead  to  enlargement  of  the  gall-bladder  far  less  often 
than  might   be   expected  ;  if  the  inflammation  they  lead  to,  and  which  leads  to  them. 
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GANGRENF. — ^When  any  necrotic  tissue  becomes  infected  with  putrefactive  micro- 
organisms, the  resulting  condition  is  known  as  gangrene — dry,  moist,  or  spreading.  (See 
also  Gangrene  of  the  Lung,  p.  259). 

CAUSES    OF    GANGRENE. 
Local  Traumatic  Causes: — 

Severe  bruising;  or  crushing  of  the  tissues 

Prolonged  pressure — splint-sores,  bed-sores 

Extreme  heat  or  cold — bums,  frostbite,  etc. 

The  action  of  strong  chemicals — acids,  alkalies,  phenol,  etc. 

The  action  of  powerful  electric  currents,  or  of  lightning. 

Lowered  Vitality  of  the  Tissues,  either  (a)  Local,  or  (h)  General, 

Local :   adjacent  to  the  infected  area  in  such  acute  infections  as — 


Septic  wounds 

Erysipelas 

Anthrax 


Gonorrhoea 

Syphilis 

Diphtheria 


Scarlet  fever 
Cancrum  oris. 


General :   occurring  after  some  slight  injury,  as  a  complication  or  sequela  of- 
Diabetes  •      Measles  Yellow  fever 


Enteric  fever  '      Infantile  marasmus 


Small-pox 
Chicken-pox 


Cholera 


Plaffue  1  venom. 


Malaria 

Poisoning  by  snake- 


"O 


Disturbances  of  tlie  Innervation  of  the  Tissues,  such  as  occur  in — 

Raynaud's  disease  Tabes  dorsalis    '^  |       Meningo-myelitis 

Erythromelalgia  '      Leprosy  *  |      Lesions  of  the  spinal  cord 

Peripheral  neuritis  Hemiplegia  and  caiida  equina. 

Syringomyelia  Myelitis  i 


Stoppage  of  the  Circulation,  due  to — 

Embolism 

Thrombosis 

Endarteritis  ;   senile  gangrene 


ages,  splints ;  Pressure  of  new 
growths ;  Pressure  of  aneurysms 
or  effused  blood 


Occlusion     of    vessels,     complete     or    '      The  arterial  spasm  of  ergotism,    the 
partial,    by — Ligature,   tight    band-  so-called  *  epidemic  gangrene.* 

Speaking  generally,  more  than  one  of  the  causes  enumerated  above  will  be  at  work 
in  the  production  of  gangrene  in  any  particular  instance.  Thus,  in  the  gangrene  following 
severe  injury  to  one  of  the  extremities,  stoppage  of  the  circulation  through  the  affected 
part  is  usually  observed  in  addition  to  the  direct  injury  caused  by  the  mechanical  crushing 
of  its  tissues.  Again,  in  cancrum  oris  or  noma — the  name  given  to  the  spreading  gangrene 
of  the  soft  tissues  of  the  mouth  and  cheek  occurring  in  debilitated  children  after  measles 
or  scarlet  fever — great  feebleness  of  the  circulation  contributes  to  its  production,  in  addition 
to  the  lowered  vitality  of  the  necrotic  tissues  (Fig,  24,  p.  74).  A  diabetic  patient  with 
gangrene  may  owe  it  partly  to  the  impoverished  or  altered  quality  of  his  blood,  partly 
to  the  arteriosclerosis  that  is  often  associated  with  diabetes,  and  partly  to  peripheral 
neuritis  occurring  as  a  further  complication  of  his  disease. 

In  dry  gangrene,  or  mummification,  the  affected  part  of  the  body,  usually  the  distal 
end  of  a  limb,  becomes  livid  and  cold,  and  gradually  blackens  as  the  blood-pigment  diffuses 
out  of  the  blood-corpuscles  and  enters  the  tissues  ;  the  part  withers  as  the  fluid  in  it 
evaporates.  It  is  a  slow  process  ;  putrefaction  is  little  in  evidence,  and  there  is  no 
markedly  offensive  odour  about  the  part,  for  it  is  too  dry  to  afford  a  satisfactorv*  culture- 
medium  for  the  bacteria  of  putrefaction  ;  between  this  dry  gangrenous  tissue  and  the 
adjoining  healthy  part  of  the  limb  is  an  inflammatory'^  zone  :  the  line  of  demarcation 
{Plate  XI \\  p.  258).  Dry  gangrene  is  common  in  cases  of  embolism  or  other  complete 
obstruction  of  the  arteries,  in  senile  gangrene,  and  in  Raynaud's  disease  (Plate  XIII) ;  the 
affected  part  is  converted  ultimately  into  a  shrunken,  black,  and  mouldy-smelling  mass. 

Moist  gangrene,  sphacelus,  or  sloughing,  may  often  be  seen  after  severe  crushing  of  a 
leg  or  an  arm,  when  the  distal  portion  of  the  limb  dies  and  putrefies.  At  first  hot,  red, 
and  painful,  the  crushed  extremity  presently  becomes  mottled,  purplish,  and  cold,  as  the 
circulation  through  it  stops.     Putrefaction  soon  appears  in  the  dead  tissue,  the  skin  rising 
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into  discoloured  blebs,  which,  on  rupture,  give  issue  to  offensive  sanious  fluid.  A  duaky 
red  line  of  demarcation  separates  the  gangrenous  from  the  adjoining  healthy  part. 
'  Sloughing  '  is  the  name  commonly  given  to  the  putrefactive  xeparation  of  smaller  parts 
of  the  soft  tissues  from  the  body  ;  sloughs  are  the  localized  gangrenous  patches  that  result 
from  most  of  the  injuries  described  under  the  first  heading. 

Spreading  gangrene  is  the  form  due  to  infection  by  special  virulent  bacteria  such  as 
Bacillus  aerogenes  eapgulatua,  which  cause  death  of  the  tissues  in  which  they  grow  and 
spread.  Fatty  acids,  sulphides,  and  gases  are  among  the  chemical  compounds  formed  by 
these  micro-organisms,  and  it  is  to  them  that  the  offensive  odour  is  due. 

THE  DUGNOSIS. 
Traumatic  Local  Causea  and  Lowered  Mtallty  ot  the  Tlssnes. — Gangrene  being 
an  infective  necrosis  of  some  part  of  the  body,  producing  changes  obvious  to  the  eye  and 
nose,  the  fact  of  its  occurrence  can  rarely  be  difficult  to  determine.  The  history  of 
exposure  to  one  or  another  of  the  forms  of  severe  injury  or  infection,  or  of  exposure  to 
some  injury  or  infection  that  would  be  unimportant  if  it  occurred  in  a  healthy  person, 
but  may  lead  to  gangrene  in  severely  debilitated  patients,  ought  to  be  elicited  readily. 

Mslurbances  of  tlte  Innervation  of  the  Tissues. — Gangrene  due  to  disturbances 
in  the  innervation  of  the  tissues  is  commonly  described  as  a  trophoneurosis  or  trophic 
change.     It  may  be  either  chronic  or  acule  in  its  onset. 

Gangrene  of  a  Chronic  Type. — In  Raynaud's  disease  gangrene  may  affect  the  tips  of 

the  Angers  or  the  toes,  less 
often  the  edges  of  the  ears  and 
the  end  of  the  nose  or  tongue. 
It  is  often  symmetrical,  and  is 
preceded  by  ttie  other  two  well- 
known  stages  of  the  disease, 
namely,  local  syncope,  in  which 
the  affected  extremities  become 
cold,  numb,  and  white ;  and 
local  asphyxia  {Fig.  125),  in 
which  they  turn  from  white  to 
blue-grey  or  purple.  Rarely, 
Raynaud's  disease  is  character- 
ized only  by  recurring  attacks 
of  necrosis  in  the  extremities 
(Fig.  126).  It  is  a  chronic 
/j(F,  i:s.-R.ji.aud'edto«M:  augeolioriiuphjiii  affection,     and    gangrene    only 

occurs  in  marked  cases  and  in 
;^/ their  later  stages,  although  it  may  be  seen  at  any  age.     As  a  dry  gangrene  atluUanS  the 
/  !  U  superficial  and  terminal  parts  of  some  of  the  digits,  it  may  bear  some   resemblance  to 
'  li  seniU  gangrene  [Ptate  XIV,  p.  25H  ;  this,  however,  generally  attacks  only  one  limb, .usually 
//  a  foot ;    it  is  more  extensive  and  progressive  than  the  gangrene  of  Raynaud's  disease ; 
'    and  it  is  associated  with  well-marked  disease  of  the  arterial  walls. 

Gangrene  may  be  a  part  of  the  manifestations  of  erythromelalgia,  a  rare  and  chronic 
disease  of  adults  who  do  hard  work  while  exposed  to  considerable  changes  of  temperature. 
It  is  characterized  by  pain,  heat,  and  flushing  of  one  nr  more  of  the  extremities,  all  aggra- 
vated when  the  limb  is  allowed  to  hang  downwards.  The  colour  varies  from  rosy  red  to 
purple,  and  the  affected  parts  arc  hot :  hence  the  condition  should  not  be  confused  with 
Raynaud's  disease.  The  gangrene  of  ery  thro  melalgia  is  confined  to  the  extremities  and 
may  be  symmetrical  ;  as  a  rule  it  is  more  narrowly  localized  and  less  superficial  than  the 
gangrene  met  with  in  Raynaud's  disease. 

Gangrene  is  a  rare  complication  of  peripheral  neuritis  due  to  alcoholic,  arsenical, 
or  other  forms  of  poisoning  (p.  05) ;  it  occurs  only  in  patients  exhibiting  the  vasomotor 
type  of  neuritis.  This  closely  resembles  Raynaud's  disease,  with  which,  indeed,  some 
hold  it  to  be  identical.  The  gangrene  is  symmetrical  ;  the  jiatient  will  very  probably 
exhibit  other  symptoms  of  peripheral  neuritis — disturbances  of  sensation,  tremor,  paresis, 
wasting,  trci)>hic  changes — and  a  history  of  alcoholic  excess  may  lie  obtainable. 
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Gangrene  of  the  skin  and  superficial  tissues  of  the  hands  or  feet,  or  of  the  flnger-«nds, 
may  be  met  with  in  sifringomyeUa  ;  this  disease,  if  associated  with  painless  whitlows  on 
ttie  fingers,  is  known  as  Morvan's  disease.  This  gangrene  is  to  some  extent  traumatic, 
und  nmy  be  symmetrical ;  but  the  diagnosis  should  not  be  dilflcult,  for  in  most  cases  three 
prominent  symptoms  are  seen  in  syringomyelia  ;  {a)  Loss  of  the  sensations  of  pain  and 
(if  temperature,  tactile  sense  being  preserved  over  the  aniEsthetic  area — the  '  dissociated 
unEDsthesia  '  of  Charcot,  (fr)  Trophic  changes  about  the  extremities,  often  originating 
in  some  neglected  or  unnoticed  injury  ;  hypertrophy  or  atrophy  of  tlie  skin  or  nails  ; 
trophic  ciianges  in  the  joints,  the  so-called  '  Charcot's  joints '  ;  brittleness  of  the  long 
lioncs.  with  a  tendency  to  spontaneous  fracture,  (c)  Progressive  muscular  atrophy, 
invading  the  hands  first,  later  the  forearms,  arms,  and  shoulders  ;  atropliy  of  the  spinal 
muscles  may  ensue,  giving  rise  to  spinal  cur\-ature.  Thus  the  gangrene  of  .syringomyelia 
is  elwracterized  by  its  painlessness,  and  by  its  combination  with  other  well-marked  special 
symptoms  ;  in  addition  the  hands  often  present  certain  deformities,  '  Claw-hand  '  (p. 
109)  resulting  when  the  muscular  atrophy  of  (he  hands  is  marked,  'succulent  hand' 
when  much  hyperplasia  and  redundancy  of  the  soft  parts  of  the  hand  and  Angers  occur. 

Gangrene  of  the  toes  may  occur  in  labea  dorsalia,  usually  in  connection  with  a 
perforating  ulcer  about  the  ball  of  the  big  toe  (Fig.  *J97,  p.  736).    The  process  is  slow 


and  jMiinless,  not  symmetrical  :  and  is  associated  with  the  other  main  signs  of  tabes 
(p.  n09).  Gangrene  of  a  similar  sort,  and  similarly  started  by  some  ulceraliiin  or  a 
neglected  injury,  is  common  in  (eprmy  of  the  smooth  or  aniesthetic  type.  It  occurs  only 
in  the  later  stages  of  this  disease,  and  from  its  rarity  calls  for  no  further  consideration 

Gangrene  of  an  acute  type,  attributable  to  trophic  changes,  occurs  in  the  form  of 
drculntua  aeutits,  or  acute  bedsore  in  certain  acute  disorders  or  infections  of  the  central 
nervous  system  or  spinal  cord,  producing  both  paralysis  and  aniesthesia.  Within  a  few 
days  or  even  hours  of  the  primary  lesion.  secon<iary  changes  are  seen  in  the  skin  and  soft 
(issues  where  they  are  most  exposed  to  pressure^about  the  buttock,  sacrum,  coccyx, 
iliac  crest,  great  trochanter,  tibia,  or  heel,  according  to  the  position  in  which  the  paralyzed 
patient  lies.  When  the  pressure  is  unduly  great  or  protracted  the  skin  turns  red  or  purple, 
and  unless  most  carefully  protected  presently  undergoes  extensive  and  spreading  necrosis 
and  gangrene.  Hot-water  bottles  that  would  expose  an  oT^inary  patient  to  no  discomfort 
or  danger,  may  Bet  up  analogous  necrosis  and  gangrene  if  allowed  to  remain  too  long 
or  too  closely  in  contact  with  the  skin  of  a  paralytic  patient  liable  to  the  formation  of 

u  17 
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bedsores.  The  prolonged  application  of  an  ice-bag  may  do  the  same ;  indeed,  the  u^  of 
ice-bags  over  long  periods  may  be  followed  by  gangrene  even  in  patients  who  are  free  froa 
any  nervous  disorder,  and  particularly  in  patients  who  are  very  fat.  The  chief  nenoui 
lesions  in  which  the  acute  bedsore  is  seen  are  the  following  :  hemiplegia,  whether  due  to 
cerebral  embolism,  haemorrhage,  or  thrombosis  ;  acute  infections  of  the  spinal  membraiKi 
or  cord,  such  as  meningitis,  myelitis,  or  menin go-myelitis,  whatever  the  nature  of  the  infec- 
tion ;  transverse  lesions  of  the  spinal  cord  or  cauda  equina,  such  as  are  caused  by  fracturei 
or  fracture-dislocations  of  the  spinal  column,  or  by  penetrating  wounds  involving  the 
spinal  cord.  These  bedsores  occur  only  in  the  anaesthetic  areas,  and  hence  tend  to  escape 
the  notice  of  the  patient,  who  may  also  be  unconscious  or  delirious.  It  is  most  important 
to  keep  a  sharp  look-out  on  the  skin  over  all  the  bony  prominences  exposed  to  pressure 
in  these  patients,  so  that  an  incipient  bedsore  may  be  detected  at  once,  and  its  spread 
checked  by  suitable  treatment.  Once  well  established,  the  acute  bedsore  tends  to  spread 
in  area  and  in  depth  in  spite  of  the  most  careful  treatment,  and  brings  about  the  death  of 
the  patient  by  septic  absorption,  pyaemia,  or  the  exhaustion  consequent  to  prolonged 
suppuration. 

Stoppage   of   the   Circulation. — Among  the  most  important  and  extensive  causes  of 
gangrene  are  those  in  which  the  exciting  factor  is  some  more  or  less  complete  vascular 
obstruction,  with  consequent  stoppage  of  the  circulation,  and  the  death  of  those  tissues 
whose  blood-supply  is  cut  off.     Occlusion  of  arteries  is  more  important  than  that  of  the 
veins,  but  in  exceptional  cases  moist  gangrene  of  some  distal  part  follows  blocking  of  the 
veins  by  thrombosis  or  by  pressure  from  without,  while  the  arteries  are  still  patent.    The 
importance  and  amount  of  the  pathological  changes  following  vascular  obstruction  depend 
on  the  extent  to  which  collateral  channels  are  able  to  carry  on  the  circulation  through  the 
affected  area.     If  they  are  ill-developed,  the  consequences  of  the  stoppage  are  serious. 
Embolism  is  likely  to  occur  in  patients  who  have  valvular  disease  of  the  heart*  with  vege- 
tations on  the  mitral  or  aortic  valves  that  may  be  swept  off  into  the  blood-stream ;  or 
the  embolus  may  be  derived  from  a  blood-clot  formed  in  a  diverticulum  of  one  of  the 
chambers  of  the  left  heart,  or  in  an  aneurysm,  or  upon  the  surface  of  a  rough  atheromatous 
aorta.     Thrombosis,  whether  arterial  or  venous,  may  be  suspected  in.  patients  iii  whom  no 
source  for  an  embolus  can  be  detected,  but  who  exhibit  widespread  arterial  degeneration, 
phlebosclerosis,  or  local  disease  that  may  spread  to  some  vessel  and  set  up  clotting  in  its 
contents.     The  occurrence  of  arterial  embolism,  in  the  leg  for  example,  is  marked  by  a 
sudden  and  very  severe  pain  in  the  limb  about  the  level  of  the  blockage.     The   parts 
beyond  become  numb,  cold,  insensitive  ;    pulsation  can  no  longer  be  felt  in  the  arteries 
distal  to  the  obstruction.     The  gangrene  that  follows  is  usually  of  the  dry  type.    Very 
similar  symptoms  may  mark  the  occlusion  of  an  artery  in  the  leg  by  thrombosis,  but  the 
onset  is  usually  much  more  gradual,  and  the  pain  may  be  terribly  protracted  and  severe. 
Senile  gangrene  occurs  in  patients  of  advanced  years  with  extensive  arterial  sclerosis ; 
in  many  instances  they  also  give  a  history  of  gout,  or  suffer  from  diabetes  mellitus.    It 
is  in  reality  a  form  of  occlusive  gangrene,  due  either  to  the  clotting  of  blood  on  the  diseased 
and  roughened  arterial  intima,  or  to  increasing  obstruction  of  the  arterial  lumina  by  a 
proliferative  endarteritis.     It  is  often  of  insidious  onset  and  confined  to  one  lower  limb, 
just  as  embolic  gangrene  may  be  ;   but  it  tends  to  spread  upwards  slowly  and  indefinitely, 
a  tendency  that  finds  a  natural  explanation  in  the  extensive  character  of  the   arterial 
degeneration  that  goes  with  it.     It  is  not  often  symmetrical  ;    if  more  than  one  limb  is 
affected  the  lesions  are  successive  in  their  development. 

Little  need  be  said  about  the  gangrene  that  follows  complete  or  partial  occlusion  of 
the  vessels  by  the  other  causes  enumerated  above.  The  gangrene  will  be  secondar\*  to 
some  primary  lesion  that  will  seldom  fail  to  be  obvious.  The  ligature  of  an  artery  in  the 
course  of  a  surgical  operation — of  the  femoral,  for  example,  in  the  treatment  of  jKjpliteal 
aneurysm — has  caused  gangrene  of  the  leg  in  patients  whose  collateral  circulation  unfortu- 
nately proved  to  be  inadequate.  The  application  of  tight  bandages  round  a  limb,  possibly 
to  cheek  haemorrhage,  may  cause  similar  gangrene  if  they  are  left  on  too  long.  Sew 
growth  readily  compresses  or  invades  veins  or  even  arteries  in  exceptional  cases,  and  renders 
them  impervious  ;  in  either  case  gangrene  of  some  distal  part  may  result.  The  new  growth 
may  be  i)rimary,  or  a  secondary  deposit  growing  perhaps  in  a  lymphatic  gland.  Thus 
carcinoma  in  the  mammary  gland,  or  endothelioma  of  the  lung  or  pleura,  may  lead  to 
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secondary  deposits  about  the  axillary  and  subclavian  vein  and  artery  ;  and  these  may  be 
so  extensive  as  to  obstruct  the  circulation  through  the  arm,  and  set  up  moist  gangrene 
in  the  fingers.  Similar  gangrene  of  the  fingers  may  result  from  the  vascular  obstruction 
caused  by  a  large  intrathoracic  aneurysm,  or  by  blood  that  has  escaped  and  clotted  round 
the  vessels  of  the  arm. 

The  epidemic  gangrene  of  ergotism  is  only  of  historic  interest  in  Great  Britain,  although 
it  is  said  to  occur  still  in  Russia.  It  is  seen  only  in  persons  who  consume  quantities  or 
mouldy  rye  ;  it  appears  not  to  occur  in  human  beings  as  the  result  of  excessive  doses  of 
the  pharmaceutical  preparations  of  ergot.  Minor  degrees  of  ergotism  may,  however, 
simulate  Raynaud's  disease  or  erythromelalgia.  Gangrene  due  to  ergot  is  dry,  chronic  in 
progress,  extremely  painful,  and  usually  asymmetrical  ;  it  results  in  much  disfigurement 
from  loss  of  tissue,  and  has  had  a  high  mortality  in  many  of  its  epidemics. 

A.  J.  Jex-Blake. 

GANGRENE  OF  THE  LUNG  occurs  when  a  portion  of  this  organ  undergoes  necrosis 
and  then,  owing  to  invasion  by  one  or  more  of  many  kinds  of  bacteria,  putrefies. 
It  usually  occurs  in  senile,  intemperate,  diabetic,  or  debilitated  patients.  Most  often  it 
affects  a  circumscribed  area  of  lung  tissue  only,  but  it  may  be  a  diffuse  process  involving 
a  whole  lung.  It  occurs  as  a  rare  complication  of  pneumonia  or  bronchopneumonia  ; 
and  as  a  comparatively  common  complibation  of  aspiration  pneumonia  due  to  direct 
infection  of  the  lung  by  bacteria  contained  in  food,  mucous  secretions,  or  foreign  bodies 
generally  (peas,  beans,  fish-bones,  extracted  teeth,  etc.).  that  have  made  their  way  past 
the  larynx  and  into  the  trachea  or  bronchi.  Gangrene  may  also  result  from  an  extension 
of  the  infection  in  such  chronic  suppurative  affections  of  the  lungs  as  chronic  pulmonary 
tuberculosis,  bronchiectasis ,  or  fcetid  bronchitis.  In  other  instances  the  infecting  agent 
reaches  the  lungs  by  the  blood-stream  ;  thus  gangrene  may  follow  pulmonary  embolism 
if  the  emboli  contain  septic  or  putrefactive  bacteria,  secondary,  for  instance,  to  lateral 
sinus  thrombosis  the  result  of  middle-ear  disease  ;  or  it  may  result  from  penetrating  wounds 
of  the  lung,  or  from  the  spread  of  infection  from  the  pleura,  peritoneum,  or  pericardium 
to  the  tissue  of  the  lungs. 

Gangrene  of  the  lung  is  characterized  by  great  prostration,  irregular  fever,  cough, 
and  in  most  cases  the  expectoration  of  copious,  fluid,  frothy  sputum  of  disgusting  odour. 
The  sputum  settles  into  three  layers  on  standing,  and  the  lowermost  of  these  contains 
fragments  of  elastic  tissue.  Severe  haemoptysis  from  gangrenous  erosion  of  a  blood-vessel 
may  be  noted  in  chronic  cases.  In  a  few  cases  the  sputum  lacks  the  indescribable  but 
characteristic  foetor,  oftenest  so  in  diabetics  or  children.  The  physical  signs  of  gangrene 
of  the  lungs  are  in  no  way  distinctive  ;  more  or  less  extensive  consolidation  or  infiltration 
of  the  affected  part  will  be  indicated  early  in  the  disease,  and  later,  when  the  gangrenous 
tissue  has  softened  and  been  expectorated,  the  signs  of  a  cavity  may  appear.  Occurring 
as  a  terminal  event,  shortly  before  the  death  of  an  exhausted  and  debilitated  patient, 
pulmonary-  gangrene  may  not  be  suspected,  and  so  may  escape  detection. 

As  a  rule,  however,  the  diagnosis  presents  no  great  difficulty,  being  suggested  by  the 
supervention  of  copious  and  highly  offensive  expectoration  in  a  patient  known  to  be 
suffering  from  one  or  another  of  the  diseases  already  mentioned.  The  gangrene  may, 
however,  be  simultaneous  with  the  development  of  an  aspiration  pneumonia,  and  this  con- 
dition may  therefore  be  considered  more  fully.  It  is  often  set  up  by  the  entry  of  a  foreign 
body  into  the  trachea  or  a  bronchus  ;  it  may  follow  stenosis  of  a  bronchus  from  any  cause, 
such  as  syphilis,  or  the  pressure  of  an  aneur>^sm  or  of  a  new  growth  :  it  may  result  from  the 
establishment  of  a  fistula  from  the  (esophagus  to  the  trachea  or  a  bronchus  as  a  terminal 
event  in  malignant  disease  of  the  air-passages  or  crsophagus  ;  it  is  seen  in  patients  with 
spreading  infections  of  the  mouth,  pharynx,  or  larynx  ;  it  occurs  in  the  insane,  or  in 
persons  with  extensive  laryngeal  or  bulbar  paralysis  who  are  constantly  exposed  to  the 
danger  of  swallowing  food  directly  into  their  air-passages  ;  and  it  is  observed  occasionally 
offer  operations,  particularly  those  on  the  mouth,  pharynx,  larynx,  or  trachea,  when 
infective  matter — e.g.,  mucus,  sputum,  a  fragment  of  a  tooth  that  has  just  been  extracted 
— has  made  its  way  into  the  bronchi  while  the  patient  was  under  the  influence  of  a  general 
anaesthetic.  All  the  causes  just  enumerated  are  dependent  on  exceptional  circumstances 
or  conditions  that  should  be  distinguished  fairly  easily  or  remembered  by  the  patient  : 
but  in  not  a  few  instances  gangrene  of  the  lung  has  followed  bathing,  diving,  or  accidental. 
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immersion,  though  the  patient  could  not  call  to  mind  that  he  inhaled  any  water ;  in  tfae 
same  way  the  origin  of  other  cases  of  pulmonary  gangrene  has  remained  obscure  noti 
the  patient  has  coughed  up  a  piece  of  bone,  a  fragment  of  a  tooth,  part  of  an  ear  of  oon, 
or  some  other  foreign  body  that  he  had  no  recollection  of  having  inhaled  down  his  tmdiei. 

In  patients  with  pyoBtnia,  gangrene  of  the  lung  due  to  multiple  embolic  pulmooaij 
abscesses  would  be  suggested  if  the  patient  should  develop  the  signs  of  pulmonary  ooa- 
solidation,  cough,  and  offensive  expectoration.  Similar  symptoms  occurring  after  woimk 
or  contusions  of  the  lungs  would  make  the  same  diagnosis  highly  probable. 

Greater  diHiculty  is  experienced  in  deciding  whether  gangrene  of  the  lung  has  oocund 
in  a  patient  suffering  from  bronchitctasis,  fcetid  bronchitis^  chronic  pulmonary  tubereukm 
with  cavity  formation^  or  putrid  empyema  discharging  through  the  lungy  where  expectoratioB 
of  highly  offensive  sputum  was  already  present.  Elastic  fibres  and  shreds  of  pulmonaiy 
tissue  may  be,  and  often  are,  present  in  the  sputa  of  all  these  conditions  ;  but  they  aie 
commonest,  and  present  in  greatest  amount,  in  pulmonary  gangrene.  Again,  the  onset 
of  pulmonary  gangrene  is  often  acute,  and  accompanied  by  much  prostration,  no  doubt 
due  to  septic  absorption  ;  these  facts,  coupled  with  evidence  of  appropriate  changes  ii 
the  physical  signs  of  the  patient's  lungs,  should  assist  in  arriving  at  the  diagnosis. 

Pulmonary  gangrene  may  occur  so  soon  before  death  as  to  be  unsuspected  ;  in  a  few 
instances  the  sputum  is  not  foetid  ;  in  others,  particularly  in  children,  the  gangrene  miy 
lead  to  no  expectoration  at  all.  In  these  circumstances  the  diagnosis  is  impossible,  tnd 
the  gangrene  of  the  lung  may  be  described  as  latent.  A.  J.  Jei-Blakt. 

GASTRECTASIS.— <^ee  Dilatation  of  thk  Stomach,  p.  173.) 
GIDDINESS.— (See  Vertigo,  p.  751.) 

GIRDLE  PAIN,  or  *  girdle  sensation  ' — which  is  often  a  better  description  of  the 
phenomenon — is  a  sense  of  constriction,  sometimes  of  painful  constriction,  as  though  t 
tight  band  encircled  the  trunk.  The  band  may  be  narrow  or  broad,  and  may  be  referred 
to  any  level  of  the  thorax  or  abdomen.  Although  a  common  symptom  of  tabes,  it  is  not 
pathognomonic  of  that  disease,  and  may  occur  with  any  morbid  condition  involving 
symmetrically  the  posterior  spinal  roots,  such  as  syphilitic  spinal  meningitis. 

Another  form  of  girdle  sensation,  having  a  different  pathological  basis,  is  often 
described  by  patients  suffering  from  spastic  paraplegia  due  to  focal  disease  within  or  out- 
side the  dorsal  region  of  the  spinal  cord.  In  such  a  case  the  tight  feeling  is  found  to  corres- 
pond with  the  highest  level  of  spasticity,  sometimes  with  the  highest  level  of  sensory  loss. 
Thus  a  girdle  sensation  may  be  a  symptom  of  disseminated  sclerosis,  of  myelitis^  or  of  com- 
pression paraplegia.  In  the  last  it  may  help  the  physician  to  localize  the  level  of  the  disease, 
but  it  is  rarely  so  reliable  for  this  purpose  as  the  infornmtion  which  can  be  obtained  from 
a  careful  investigation  of  the  distribution  of  motor  and  sensory  paralysis  and  of  the 
superficial  reflexes  (see  Paraplegia,  p.  510).  E.  Farquhar  Busuai. 

GLANDS,  LYMPHATIC,  ENLARGEMENT  OF.^See  Lymphatic  Gu^nd  Enlarge- 
ment, p.  376.) 

GLYCOSURIA. — The  diagnosis  of  glycosuria  falls  naturally  into  two  divisions:— 
(I)  The  recognition  of  glucose  in  the  urine  ;  and  (II)  The  inference  as  to  the  disorder  xmlh 
which  it  is  associated. 

I.   THE  RECOGNITION  OF  GLUCOSE  IN  THE  URINE. 

Certain  conditions  are  met  with  so  commonly  in  connection  with  glycosuria  that 
their  presence  makes  it  imperatively  necessary  to  test  the  urine  for  sugar.  Thus  irritation 
(eczema*  intertrigo)  in  the  neighbourhood  of  the  glans  penis  or  vulva  may  be  caused  by 
the  direct  local  action  of  the  sugar  contained  in  the  urine,  while  boils  and  carbuncles  arise 
in  the  skin  owing  to  diminished  resistance  to  the  attack  of  micro-organisms.  Peripheral 
neuritis,  perforating  ulcers,  and  gangrene  of  the  extremities  may  own  a  similar  cause. 
Obese  persons  are  often  the  subjects  of  a  chronic  form  of  glycosuria.  E^rly  symptoms  of 
diabetes  are  :  unexplained  weakness  and  lassitude,  increased  hunger  or  thirst,  increased 
frequency  of  micturition  owing  to  the  polyuria.     Dimness  of  vision  may  be  the  condition 
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of  which  complaint  is  made,  and  may  be  due  either  to  commencing  cataract  or  to  a  form 
of  retinitis  closely  resembling  that  met  with  in  cases  of  chronic  nephritis. 

Urine  containing  sugar  is  usually  large  in  quantity,  pale  in  colour,  and  peculiarly 
bright  and  clear  in  appearance.  Its  specific  gravity  is  high,  any  reading  over  1030,  except 
in  a  dark  concentrated  specimen,  suggesting  the  need  for  careful  examination  for  sugar. 
It  is  acid  in  reaction,  and  seldom  gives  rise  to  any  deposit  on  standing,  but  occasionally 
it  may  become  contaminated  with  torulse  which  form  a  turbidity,  or  even  a  white  sediment. 
In  all  cases  in  which  sugar  is  found  in  the  urine  it  is  important  to  ascertain  whether  acetone 
and  diacetic  acid  are  also  present,  such  abnormal  constituents  pointing  to  a  condition  of 
considerable  gravity,  a  true  diabetes  rather  than  a  simple  glycosuria. 

The  following  are  the  more  important  chemical  tests  for  the  presence  of  dextrose  in 
the  urine  : — 

1.  Trommer's  Test. — This — and  the  two  succeeding  tests,  which  are  modifications 
of  it — depend  on  the  power  possessed  by  glucose  of  reducing  alkaline  solutions  of  salts  of 
copper,  with  formation  of  red  oxide  of  copper.  To  perform  Trommer's  test,  a  small  amount 
of  solution  of  potassium  hydrate  is  poured  into  a  test-tube  (say  J-in.  depth),  and  to  it  are 
added,  first,  a  few  drops  of  solution  of  copper  sulphate,  which  will  produce  a  precipitate 
of  copper  hydrate  ;  and  secondly,  a  small  quantity  of  the  suspected  urine.  On  boiling  the 
mixture,  a  red  precipitate  or  suspension  of  cuprous  oxide  appears  if  glucose  be  present ; 
while  if  glucose  is  absent,  black  cupric  oxide  is  formed  instead. 

2.  Felilliig*s  Test — ^This  is  Trommer's  test  modified  by  the  addition  of  sodio-potassic 
tartrate,  which  holds  the  black  oxide  of  copper  in  solution.  Two  solutions  are  prepared 
as  follows  :  (i)  DivSsolve  36*64  grams  of  copper  sulphate  crystals  in  distilled  water  and 
make  up  to  500  c.c.  ;  (ii)  Dissolve  125  grams  potassic  hydrate  and  173  grams  sodio-potassic 
tartrate  (Rochelle  salt)  in  distilled  water  and  make  up  to  500  c.c.  These  two  fluids  should 
be  kept  in  separate  stoppered  bottles.  For  use,  take  equal  quantities  of  each  (say  J-in. 
deep  in  a  test-tube),  mix,  and  boil.  Add  to  the  hot  fluid  a  few  drops  of  boiling  urine.  If 
glucose  is  present  a  red  suspension  of  cuprous  oxide  is  formed  ;  if  it  is  absent,  the  fluid 
retains  its  blue  colour. 

3.  Pavy's  TesL — ^This  is  practically  the  same  as  Fehling's,  with  the  exception  that 
a  certain  amount  of  ammonia  is  added  to  retain  the  red  oxide  of  copper  in  solution.  The 
solution  is  made  thus  :  Copper  sulphate,  4*16  grams  :  sodio-potassic  tartrate,  20*4  grams  ; 
strong  solution  of  ammonia,  300  c.c.  ;  and  distilled  water  to  1  litre.  On  boiling  this  with 
urine  containing  glucose  it  is  decolorized.  The  blue  colour  returns  on  contact  with  the 
air.     This  test  is  seldom  used  except  for  quantitative  purposes  (see  below). 

Sources  of  Error  in  the  Above  Tests, — Error  may  be  caused  by  the  presence  in  the  urine 
of  other  bodies  besides  glucose  which  have  the  power  of  reducing  copper  salts.  The  most 
important  of  these  are  Lactose  and  Pentose.  Both  of  these  sugars  form  '  osazone ' 
crystals  with  phenyl-hydrazine,  but  they  do  not  ferment  with  yeast.  Pentoses  give  a 
cherry-red  colour  when  heated  with  hydrochloric  acid  and  a  little  phloroglucin.  They 
also  react  with  the  following  solutions  (Bial's  Test)  :  Orcin,  1  gram  ;  10  per  cent  solution 
of  ferric  chloride,  25  drops  ;  strong  hydrochloric  acid,  500  c.c.  On  heating  5  c.c.  of  the 
urine  with  10  c.c.  of  this  solution  a  greenish-blue  colour  is  produced,  and  finiilly  a  precipi- 
tate of  this  colour  is  formed. 

Other  substances  which  mav  cause  error  in  testiii''  with  Fchlinir's  solution  arc — 
Glucuronic  Acid,  Uric  and  Hippuric  Acids,  Xanthin,  Crentinin,  and  Alkapton.  As  a  rule, 
however,  they  do  not  produce  more  than  a  dull  greenish-yellow  precipitate,  instead  of 
the  golden  colour  given  with  glucose.  They  are  none  of  them  fermented  by  yeast.  Glycu- 
ronic  acid  gives  the  reactions  described  as  characteristic  of  pentose.  Alkaptonuria  is 
suggested  by  the  dark  colour  of  the  urine  (see  Urine,  Abnormal  Coloration  of,  p.  740). 
The  reduction  sometimes  seen  on  testing  the  urine  of  patients  who  have  been  taking 
certain  drugs,  such  as  morphine,  chloroform,  chloral,  salol,  camphor,  phenazone,  benzoic 
acid,  or  carbolic  acid,  is  probably  due  to  glycuronic  acid. 

If  the  urine  to  be  tested  for  glucose  by  the  copper-reduction  method  contains  any 
large  amount  of  albumin,  this  should  be  removed  first  by  boiling  and  fi  tration.  If  the 
urine  l>e  ammoniacal,  Fehling's  test  may  be  converted  unwittingly  into  Pavy's,  and 
decolorization  be  produced  instead  of  a  red  precipitate.  Strongly  alkaline  urine  should 
be  rendered  slightly  acid  with  acetic  acid. 
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of  glucose.  A  small  amount  of  fermentation  may  be  produced  by  bacterial  action  on 
other  sugars,  but  by  boiling  the  urine  this  error  is  eliminated.  Lsevulose  may  also  ferment 
with  yeast,  but  its  presence  in  urine  is  so  exceptional  that  it  may  practically  be  disregarded. 
A  rough  indication  of  the  amount  of  sugar  present  may  be  gained  by  taking  the  specific 
gravity  of  the  urine  after  fermentation,  and  comparing  it  with  that  of  a  specimen  kept 
under  similar  conditions  but  without  yeast.  It  is  said  that  a  fall  of  one  point  in  the  specific 
gravity  takes  place  for  every  grain  of  sugar  per  ounce  of  urine  ;  but  this  mode  of  quantita- 
tion is  very  inaccurate. 

Quantitative  Measurement  of  the  glucose  present  may  be  made  by  either  Fehling*s 
or  Pavy's  fluid. 

If  Fehlln^s  Fluid  is  used,  10  c.c.  of  the  mixed  fluid  (i.  and  ii.)  are  placed  in  a  porcelain 
dish  along  with  about  40  c.c.  of  distilled  water,  and  heated  to  boiling  over  a  flame.  A 
burette  is  filled  up  to  a  known  mark  with  the  urine,  diluted  to  1  in  10  (10  c.c.  in  90  c.c. 
of  distilled  water),  and  this  is  allowed  to  run  slowly,  a  few  drops  at  a  time,  into  the  boiling 
fluid,  which  is  stirred  meanwhile  with  a  glass  rod.  A  precipitate  of  red  oxide  of  copper 
forms,  and  the  blue  colour  is  gradually  discharged.  When  this  has  completely  disappeared, 
the  quantity  of  diluted  urine  is  read  ott ;  and  the  amount  of  sugar  in  this  is  known  to  be 
0*05  gram.  Suppose  that,  for  example,  8  c.c.  of  urine  diluted  to  1  in  10  have  been  used  ; 
then  8  c.c.  of  undiluted  urine  will  contain  10  x  0*05  gram  glucose,  or  0'5  gram.  Knowing 
this,  the  percentage  of  sugar  is  easily  calculated  to  be  0*5  x  100  -;-  8,  or  6-25  per  cent. 

The  method  of  using  Pavy*s  Solution  is  similar,  with  the  exception  that  it  must  be 
boiled  in  a  closed  flask,  and  the  nozzle  of  the  burette  connected  to  this  by  a  piece  of  tubing 
which  passes  through  the  cork  of  the  flask.  The  complete  reduction  of  the  copper  is  known 
by  the  decolorization  of  the  fluid.  Ten  c.c.  of  Pavy's  solution  are  equivalent  to  0*005  gram 
sugar  (it  is  thus  only  one- tenth  the  strength  of  Fehling's). 

Bang's  Method  consists  in  boiling  a  portion  of  urine  with  a  standardized  solution  of 
cupric  sulphate  and  titrating  the  amount  of  copper  remaining  unreduced  with  a  solution 
of  hydroxylamine  sulphate.  The  reagents  are  as  follows  :  (i)  Dissolve  500  grams  potassic 
carbonate,  400  grams  potassic  sulphocyanate,  100  grams  potassic  bicarbonate,  by  heating 
in  1200  c.c.  water  ;  add  25  grams  cupric  sulphate  crystals  dissolved  in  150  c.c.  water,  and 
make  up  the  whole  to  2  litres,  (ii)  Dissolve  6-55  grams  hydroxylamine  sulphate  and 
200  grams  potassic  sulphocyanate  in  water  and  make  up  to  2  litres.  Thus  1  c.c.  of  (ii) 
decolorizes  1  c.c.  of  (i).  To  perform  the  quantitative  test,  take  10  c.c.  of  urine  (or  of 
urine  diluted  to  1-5  or  1-10  if  there  is  much  sugar  present)  and  boil  with  50  c.c.  of 
solution  (i)  for  three  minutes.  Cool  the  mixture  under  the  tap  :  it  must  remain  blue, 
otherwise  the  operation  must  be  repeated  with  10  c.c.  of  more  dilute  urine.  Titrate  with 
solution  (ii)  in  the  cold  till  the  colour  disappears.  The  quantity  of  sugar  present  in  the 
amount  of  (undiluted)  urine  originally  used  is  calculated  from  the  following  table  : — 
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The  Polarimeter  may  also  be  used  for  quantitative  estimation  of  glucose  ;  but  as  the 
instrument  is  not  likely  to  be  available  in  ordinary  medical  practice,  it  will  not  be  described 
here. 

IL  DIAGNOSTIC    IMPORTANCE    OF    GLUCOSE    IN    THE    URINE. 

In  the  great  majority  of  instances,  if  glycosuria  persists  for  any  length  of  time — e.g., 
if  sugar  is  found  in  the  urine  at  frequent  examinations  during  six  weeks  or  two  months— 


264  GLYCOSURIA 

the  patient  is  suffering  from  some  form  of  diabetes  mellitus.     Two  main  varieties  may  be 
distinguished  : — 

1.  True  or  Acute  Diabetes. — This  occurs  usually  in  youngish  subjects ;  the  nme 
is  increased  largely  in  amount,  and  the  condition  is  accompanied  by  muscular  weaknciV:' 
wasting,  marked  thirst,  and  increased  appetite.  The  face  may  be  flushed,  and  the  toogv, 
often  looks  large  and  deep-red  in  colour.  The  amount  of  sugar  in  the  urine  is  influeneci 
but  slightly  by  diet.  As  the  disease  advances,  acetone,  diacetic  acid,  and  oxybutyric  aeii 
make  their  appearance  in  the  urine.  (Sec  Acetonuria,  p.  3.)  The  presence  of  aoetne 
in  the  breath  may  be  recognized  by  the  peculiar  sweet  smell.  The  knee-jerks  are  ofta 
lost.  Death  occurs,  usually  within  two  or  three  years,  in  a  condition  of  coma.  It  vuf 
be  hastened  by  the  supervention  of  acute  pneumonia  or  of  a  rapidly  progressive  tub©- 
culosis  of  the  lungs. 

2.  Chronic  Glycosuria. — This  occurs  in  elderly  subjects,  who  are  often  obese,  and 
may  show  gouty  tendencies.  The  urine  is  not  markedly  increased  in  amount,  and  doQ 
not  contain  acetone  bodies.  The  amount  of  sugar  present  is  reduced  considerably  by 
strict  dieting.     There  is  no  wasting,  and  little  alteration  of  thirst  or  appetite. 

Forms  of  intermediate  severity  are  met  with,  the  rapidity  of  the  progress  of  the  disease 
diminishing  somewhat  as  age  advances. 

There  are  a  few  conditions  associated  with  temporary  glycosuria  which  have  to  be 
distinguished  from  true  diabetes.     The  following  are  the  most  important : — 

1.  Cerebral  injuries.  Haemorrhage,  and  Tumours  may  be  associated  with  glyco- 
suria. In  the  case  of  cerebral  tumours  it  may  persist  till  death,  and  is  by  some  writeis 
described  as  diabetes  due  to  this  afTection.  It  will  usually,  however,  be  associated  with 
the  cardinal  signs  of  cerebral  tumour — headache,  vomiting,  and  optic  neuritis.  None  of 
these  are  common  in  diabetes,  though  optic  neuritis  may  occur.  If  a  patient  is  seen 
for  the  first  time  during  the  coma  which  is  caused  by  a  cerebral  haemorrhage  or  injury, 
the  presence  of  glycosuria  may  lead  to  a  mistake  in  diagnosis.  It  must  be  borne  in  mind 
that  in  diabetic  coma  there  are  usually  acetone  bodies  present  in  the  urine  ;  also  that 
cerebral  haemorrhage  is  most  often  seen  in  elderly  subjects,  diabetic  coma  in  younfjcr 
persons,  and  that  the  amount  of  sugar  found  in  cases  of  cerebral  disease  is  not  as  a  rule  large. 

2.  In  Alcoholic  Subjects  considerable  quantities  of  sugar  may  occur  in  the  urine 
and  persist  for  some  weeks,  and  may  yet  disappear  entirely  on  careful  dieting  and  complete 
abstinence  from  alcoholic  liquors.  This  condition  may  be  due  to  disturbance  of  the 
pancreatic  or  hepatic  functions  by  the  poison,  and  may  really  be  an  early  stage  of  true 
diabetes  which  is  amenable  to  treatment.  It  is  well,  therefore,  not  to  make  a  diagnosis  of 
incurable  diabetes  in  an  alcoholic  subject  until  the  effects  of  careful  regime  have  been  noted. 

3.  Pancreatic  Disease,  acute  and  chronic,  may  be  accompanied  by  glycosuria. 
Pancreatic  hjemorrhage  and  acute  pancreatitis  arc  signalized  by  severe  pain  in  the  upper 
part  of  the  abdomen,  constipation,  vomiting,  and  collapse — symptoms  suggestive  of  acute 
intestinal  obstruction.  In  only  a  minority  of  these  cases  does  sugar  appear  in  the  urine: 
when  it  does,  it  is  an  important  aid  in  diagnosis  of  the  affection  present.  In  chronic 
pancreatitis — as  also  in  some  cases  of  gall-stones,  in  which  this  condition  is  probably 
present — glycosuria  is  encountered  ;  indeed,  the  condition  may  go  on  to  true  and  fatal 
diabetes.  Wasting,  pigmentation  of  the  skin,  repeated  rigors,  and  the  passage  of  undigested 
meat-fibres  and  of  an  increased  quantity  of  fat  (especially  neutral  or  unsplit  fats)  in  the 
faeces,  accompany  this  form  of  pancreatic  disease.  (See  under  Cammidge*s  Reaction. 
p.  100.)     Jaundice  is  often  a  marked  symptom. 

4.  Other  conditions  in  which  small  quantities  of  sugar  may  be  found  in  the  urine  are 
Graves's  Disease,  Starvation,  and  so-called  Alimentary  Glycosuria,  in  which  glucose  is 
excreted  after  meals  containing  large  quantities  of  this  substance  or,  more  rarely,  of 
starchy  food.     These  conditions  should  not  lead  to  difliculties  of  diagnosis. 

It  is  well  to  bear  in  mind  that  the  onset  of  true  diabetes  may  be  signalized  by  the 
iransitory  appearance  of  glucose  in  the  urine.  This  symptom  may  disappear  once  or  twice, 
with  or  without  special  treatment,  but  may  finally  return  and  persist.  This  occurTenoe 
may  be  observed  sometimes  in  connection  with  pregnancy,  sugar  being  found  in  the  urine, 
or  increased  thirst  and  appetite  noted  along  with  polyuria,  the  patient  subsequently 
regaining  her  health  ;  then,  at  a  subsequent  pregnancy,  the  symptoms  may  recur  and 
persist.  w,  Cecil  Botanquet. 
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GOITRE. — (See  Thyroid  Gland  Enlargement,  p.  721.) 


GRINDING  OF  THE  TEETH  DURING  SLEEP  is  a  symptom  which  troubles  the 
patient  little,  but  may  considerably  disturb  those  who  sleep  with  him.  In  itself  it  is^ 
however,  a  symptom  of  little  importance.  It  is  popularly  held  that  grinding  of  the  teeth 
at  night,  especially  in  children,  is  an  indication  of  the  presence  of  intestinal  worms,  particu- 
larly of  the  Oxyuris  vermiculenris  ;  it  would  be  well,  therefore,  to  have  the  fecces  examined 
in  all  cases  of  the  kind,  both  for  parasites  and  for  their  ova.  The  popular  belief  of  the 
association  of  intestinal  parasites  with  the  teeth-grinding  habit  is  seldom  verified  clinically, 
however,  and  the  habit  may  be  very  bad  and  persistent  in  children,  or  even  adults,  who 
are  in  perfect  health.  Very  often  it  is  rather  a  rattling  of  the  upper  teeth  against  the 
lower,  owing  to  lateral  movements  made  by  the  lower  jaw  as  the  patient,  when  half  roused, 
turns  over  in  bed  ;  actual  gritting  of  the  teeth  during  sleep  is  far  less  common.  It  is 
possible  that  in  its  beginning  there  was  a  gumboil  or  other  local  irritation,  which  led  to 
jaw-movements  that  persisted  as  habitual  grinding  of  the  teeth  long  after  the  primary 
cause  was  gone.  Herbert  French^ 

GUMS,  BLEEDING.— (See  Bleeding  Gums,  p.  72.) 

GUMS,  RETRACTION   OF.— (See  Retraction  of  the  Gums,  p.  589.) 

GUMS,  SPONGY.— (See  Bleeding  Gums,  p.  72.) 

H^!MATEMESIS  is  a  term  indicating  vomiting  of  blood.  It  has  to  be  differen- 
tiated from  haemoptysis,  but  the  distinction  is  not  difficult  if  attention  is  paid  to  the 
points  discussed  on  p.  285. 

Having  arrived  at  the  conclusion  that  the  patient  is  suffering  from  haematemesis,  the 
next  point  is  to  determine  the  cause. 

CAUSES    OF    HiCMATEMESIS. 

A.  Swallowed   Blood. 

Epistaxis  i     Bleeding  from  the  mouth  and        Malingering 

Hsemoptysis  i         throat 

B.  Diseases  of  the  (Esophagus: — 

Epithelioma  Mediastinal  growth  perforating  the  ccsophagus 

Aortic    aneurysm    rupturing    into   the  and  aorta 

(jesophagus  Foreign   body   perforating  the  trsophagus  and 

Kupture  of  varicose  oesophageal  veins  aorta 

C.  Diseases  of  the  Stomach: — 


Acute  gastritis 
Chronic  gastritis 
Toxic  gastritis 
Corrosive     poisons, 

such  as  strong  acids 

or  alkalies 


Gastrointestinal  irritants,  such  Carcinoma 

as  arsenic,  phosphorus,  anti-  Injuries 

mony  Atlicroma 

Ulcer  Abdominal  aneurysm  opening 
Gastrostaxis  into  the  stomach 

Hsemorrhagic  erosions 


D.  Diseases  of  the  Duodenum : — 

Ulcer  I      Carcinoma  |      Gall-stone   ulcerating   into   the   duodeiiuru 

E.  Portal   ObstrucUon : — 

Cirrhosis  of  the  liver 

Pylephlebitis  (adhesive)  \ 

Pressure  on  the  portal  veins  I 

Chronic  heart  and  lung  disease  T  ^"'*^^  rarely 

Some  cases  of  enlarged  spleen  / 

F.  Aeate  Febrile  Diseases: — 

Malignant  variola  Malaria 

Malignant     scarlet  Yellow  fever 

fever  Dengue 


Cholera 

Acute  yellow  atrophy 

Fungating  endocarditis 
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G.  Blood  Diseases: — 

Purpura  I      Leukaemia  '     Pernicious  anaemia 

Scurvy  I      Hodgkin*s  disease  .    Malarial  cachexia 

Haemophilia  i     Chlorosis  (?)  Splenic  anaemia 


H,  Miscellaneous: — 

Chronic  Bright^s  disease 
Following  abdominal  operation 


Prolonged  jaundice 
Syphilis 


It  may  be  said  at  once  that  there  are  only  three  common  causes  of  profuse  haematemeflij 
— namely,  gastrostaxiSy  gastric  ulcere  and  cirrhosis  of  the  liver.     The  dilTerential  dij 
between  these  is  by  no  means  always  easy.     The  older  the  patient  and  the  greater 
history  of  alcoholism,  the  more  likely  is  the  symptom  to  be  due  to  cirrhosis  of  the  liverd 
at  this  stage  of  the  malady  there  may  be  neither  jaundice  nor  ascites,  but  the  liver  mtybt] 
felt  enlarged  and  unduly  firm,  and  the  spleen  may  also  be  palpable.     Haematemeait  ill 
a  young,  anaemic  woman  is  more  likely  to  be  due  to  gastrostaxis  than  to  ulcer,  wherauii 
older  patients,  especially  in  males,  gastric  or  duodenal  ulcer  is  the  probable  diagnontfj 
cirrhosis  can  be  excluded.     The  distinction  between  gastrostaxis  and  gastric  ulcer  oftni 
becomes  one  of  opinion  only,  unless  operation  is  resorted  to.     The  longer  the  precec&f , 
history  of  gastric  symptoms,  and  the  more  definitely  localized  the  epigastric  pains,  the 
more  likely  does  ulcer  become. 

The  diagnosis  is  often  arrived  at  quickly  enough,  but  sometimes  a  routine  diseunioi 
of  all  the  possible  causes  is  required  :  so  that  we  will  take  each  of  the  above  groups  in  ton. 

A.  Swallowed   Blood. 

Epistaxis. — If  there  is  obvious  bleeding  from  the  nose  as  well  as  haematemesis,  tte 
probability  would  be  that  some  of  the  blood  had  trickled  down  the  posterior  naies  isH 
the  pharynx,  and  had  been  swallowed  and  subsequently  vomited.  It  should  be  remembered, 
however,  that  the  two  commonest  causes  of  epistaxis  in  adults  are  cirrhosis  of  the  liver 
and  chronic  interstitial  nephritis,  so  that  the  possibility  of  bleeding  having  occurred  froa 
the  stomach  as  well  as  from  the  nose  would  have  to  be  considered.  If  a  moderate  degree 
of  epistaxis  has  taken  place  during  the  night,  blood  may  have  been  swallowed  uncoii- 
sciously.  In  some  cases  in  which  no  blood  has  come  from  the  anterior  nares,  examinatioi 
may  reveal  blood  trickling  from  the  posterior  nares,  and  the  epistaxis  may  become  evident 
if  the  patient  blows  his  nose. 

Haemoptysis, — When  blood  comes  from  the  air-passages,  some  of  it  may  flow  back 
into  the  pharynx  and  be  swallowed,  especially  if  the  haemorrhage  occurs  during  sleep.  If 
the  patient  has  a  cough,  or  expectorates  blood-stained  sputum  and  presents  signs  of  chronic 
pulmonary  disease,  the  possibility  of  swallowed  blood  must  be  considered  as  a  cause  of 
the  haematemesis,  though  difBculties  may  arise  in  forming  a  correct  conclusion,  for  cirrhosis 
of  the  liver,  for  instance,  is  not  infrequently  complicated  by  phthisis,  and  so  on. 

Bleeding  from  the  Mouth  and  Throat, — The  gums,  tongue,  and  fences  should  be 
examined  carefully,  as  blood  from  any  of  these  sources  may  be  swallowed  and  later  vomited. 
Bleeding  from  the  gums  is  most  likely  to  occur  when  they  are  spongy,  as  in  scurvy  or 
mercurial  stomatitis. 

Malingering. — The  possibility  of  blood  having  been  drunk  in  secret  and  afterwards 
vomited  with  intent  to  deceive  must  be  considered  in  some  cases  when  no  cause  can  be 
found  to  account  for  its  occurrence.  Should  fraud  be  suspected,  it  may  generally  be 
detected  by  careful  observation.  The  red  corpuscles  should  be  examined  microscopically 
in  ease  the  oval  corpuscles  of  a  bird  may  reveal  their  extraneous  source. 

B,  Diseases  of  the  (Esophagus. 

Epithelioma. — Haemorrhage  is  rare  in  the  commonest  form  of  epithelioma  of  the 
<jesophagus  which  leads  to  an  annular  stricture,  but  it  may  occur  from  erosion  of  small 
blood-vessels  as  the  result  of  the  ulcerative  form  of  the  disease,  the  amount  of  blood  which 
is  brought  up  being  small.  When  the  ulceration  is  deeper  and  more  extensive  it  may 
finally  lead  to  perforation  of  a  larger  vessel,  even  the  aorta,  a  condition  which  causes 
sudden,  profuse,  and  rapidly  fatal  haemorrhage.  The  diagnosis  of  this  cause  does  not, 
as  a  rule,  give  rise  to  much  difficulty  ;  dysphagia  is  the  earliest  symptom  in  nearly  all  the 
cases  (see  p.  104), 
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An  Aneurysm  of  the  Thoracic  Aorta  compressing  the  cesophagus  may  finally  erode  and 
open  into  it,  with  profuse  and  fatal  haematemesis. 

Rupture  of  Varicose  (Esophageal  Veins. — Varicose  veins  occur  in  the  lower  end  of 
the  oesophagus  as  a  result  of  portal  obstruction,  especially  that  form  which  is  due  to 
cirrhosis  of  the  liver,  and  the  rupture  of  such  veins  is  often  followed  by  profuse  hsematemesis. 
It  is,  however,  practically  impossible  to  determine  whether  the  blood  comes  from  the 
lower  end  of  the  cesophagus  or  from  the  stomach,  so  that  the  diagnosis  resolves  itself  into 
one  of  cirrhosis  of  the  liver. 

Medias{in€U  Growth  perforating  the  (Esophagus  and  Aorta. — Hsematemesis  from  this 
cause  is  exceptionally  rare,  for  mediastinal  growth  is  by  no  means  a  common  disease,  and 
vomiting  of  blood  is  an  infrequent  complication  of  it.  Haemorrhage  may  occur,  however, 
if  the  growth  compresses  and  erodes  the  oesophagus.  It  is  most  likely  to  be  mistaken 
for  thoracic  aneurysm  or  epithelioma  of  the  oesophagus.  The  tendency  of  new  growth 
to  compress  and  invade  the  large  veins,  leading  to  oedema  of  the  neck  and  upper  extremities, 
cyanosis,  and  dilated  superficial  veins,  is  characteristic,  and  serves  to  distinguish  it  from 
aneurysm,  in  which  severe  venous  obstruction  is  much  rarer.  The  following  case  of 
mediastinal  sarcoma  perforating  the  oesophagus  and  aorta  is  an  example  of  haematemesis 
from  this  cause  : — 

Michael  H.,  aged  30.  was  admitted  for  dyspnoea  and  pain  in  the  chest.  He  liad  suffered  from 
several  attacks  of  what  had  been  considered  to  be  haemoptysis  similar  to  that  of  phthisis,  the  first 
occurring  seven  months  before  his  admission.  He  was  found  to  have  impairment  of  note,  with 
diminished  breath-sounds,  over  the  whole  of  the  left  side  of  his  chest.  About  a  month  after  his 
admission  he  suddenly  brought  up  a  large  quantity  of  blood,  and  died.  At  the  post-mortem  examin- 
ation, the  stomach  and  duodenum  were  full  of  blood.  There  was  a  large  sarcomatous  mediastinal 
growth,  which  had  surrounded  the  lower  end  of  the  oesophagus,  trachea,  and  aorta.  The  wall  of 
the  oesophagus  at  the  level  of  the  bifurcation  of  the  trachea  had  been  destroyed,  and  the  aorta  was 
perforated  at  the  origin  of  the  left  subclavian  artery,  so  that  a  direct  communication  between  the 
cesophagus  and  the  aorta  had  been  established. 

Foreign  Body  perforating  the  (Esophagus  and  Aorta. — Copious  haemorrhage*  which  may 
cause  death,  may  be  produced  as  a  result  of  a  foreign  body,  such  as  a  pin,  fishbone,  or 
tooth-plate,  perforating  both  the  oesophagus  and  some  large  vessel,  or  even  the  aorta. 
A  history  of  such  a  foreign  body  being  swallowed,  followed  by  a  feeling  of  discomfort  in 
the  oesophagus,  would  suggest  such  a  condition,  which  might  be  confirmed  by  the  use  of 
a»-rays,  bougies,  or  the  ocsophagoscope. 

C.  Diseases  of  the  Stomach. 

Acute  Gastritis. — The  mucous  membrane  of  the  stomach  in  this  disease  is  CQUgested, 
and  small  haemorrhages  and  erosions  may  be  present.  They  can  be  seen  clearly  with  the 
gastroscope.  The  haemorrhage  which  occurs  is  slight,  in  the  form  of  streaks  of  blood  mixed 
with  mucus  in  the  vomit,  and  it  hardly  merits  the  term  haematemesis.  Acute  gastritis 
is  caused  most  frequently  by  errors  in  diet,  irritating  or  decomposing  foods,  alcohol,  corro- 
sive or  irritant  poisons,  or  sepsis  from  septic  teeth,  stomatitis,  or  pyorrhoea  alveolaris. 
The  chief  symptoms  are  :  a  feeling  of  discomfort  and  tenderness  in  the  epigastrium, 
nausea,  eructations,  vomiting,  constipation  ;  or  in  children,  diarrhoea  :  headache,  a 
feeling  of  depression,  furred  tongue,  foul  breath,  and  concentrated  urine.  Pus  corpuscles, 
or  micro-organisms  such  as  streptococci,  pneumococci,  or  diplitheria  bacilli,  have  been 
recovered  from  the  gastric  contents  on  appropriate  examination  in  some  cases. 

Chronic  Gastritis. — The  mucous  membrane  of  the  stomach  niav  be  thickened  and 
congested,  with  haemorrhagic  erosions  scattered  over  its  surface.  Tlie  vomit  usually 
consists  of  a  good  deal  of  mucus,  and  occasionally  a  little  blood.  It  may  follow  acute 
gastritis,  but  most  frequently  is  caused  by  the  continual  and  excessive  ingestion  of  alcohol, 
tea,  coffee,  and  irritating  and  indigestible  articles  of  diet.  The  main  symptoms  are  : 
tenderness  in  the  epigastrium  aggravated  by  the  taking  of  food,  nausea,  vomiting — 
especially  in  the  early  morning  if  due  to  alcohol — flatulence,  foul  breath,  a  furred  tongue 
indented  by  the  teeth  at  the  edges,  constipation,  concentrated  urine,  and  slight  pyrexia. 

Toxic  Gastritis  due  to  Corrosive  Poisons. — Strong  acids  or  alkalies  destroy  the  mucous 
membrane  of  the  stomach  as  well  as  injure  that  of  the  mouth,  throat,  and  (rsophagus. 
More  or  less  constant  vomiting  of  blood  and  blood-stained  mucus  is  one  of  the  most 
prominent  symptoms,  and  it  may  be  associated  with  intense  pain  in  the  mouth,  throat. 
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8  after  th«  ingestion  of  food,  but  in  some  cases  is  not  experienced  until 
an  liour  or  two  afterwards.  Pain  may  also  Ik  felt  in  the  back,  between  the  tenth  dorsal 
and  first  lumbar  spines.  Its  character  and 
intensity  are  very  variable,  but  it  is 
iisuully  severe.  Hypcntsthesia  of  the  skin 
and  tenderness  on  pressure  in  the  epigas- 
trium may  also  be  present.  Vomiting  may 
come  on  immediately  after  food  is  taken, 
or  may  be  deferred  for  an  hour  or  two, 
bcinji  preceded  usually  by  a  good  deal  of 
pain.  The  vomit  has  a  very  acid  taste 
and  an  abnormally  acid  reaction.  Melsena 
follows  luematemesis  ;  occasionally  it  may 
preeede  It,  and  rarely  occurs  independently. 
Tlie  tongue  in  the  majority  of  cases  is 
clean,  red,  moist,  and  steady.  There  is 
more  or  less  aniemia  ;  the  points  of  dis- 
tinction between  gastric  ulcer  and  amemic 
vomiting  are  discussed  on  page  36. 

Simple  ulcer  is  sometimes  diilicult  to 
difl'crentiatc  from  cirrhosis  of  the  liver 
or  careinoma  of  the  stomach.  Examina- 
tion of  the  stomach  with  the  z-rays 
after  u  bisnuith  or  barium  meal  some- 
times affords  [xisitive  evidence  of  the 
nature  of  the  lesion  (Fi?.  las).  especially 

when  there  is  some  stenosis  of  the  pylorus  ;  pi^    i;H.-ski«™m  o(  i  normnL  alomacli  alwr  H  bL.muth 

but  it  is  possible  to  have  an  active  ulcer 
and  yet  for  the  ;E-ray  appearances  of  the 
stomach  to  be  normal. 


(.Vtio^niin  bt  Dr. 


Gaslrosla.ris  (see  Anemia,  p.  30). 

Hamorrhagic  erosions  are  probably  tiie 
earliest  stage  of  gastric  ulcer,  though  ttiey 
may  not  develop  beyond  the  phase  of 
minute  erosions.  They  may  be  the  actual 
cause  of  gastrostaxis.  and  perhaps  the  dis- 
tinctions between  gastrosta\is,  htcniorrliagic 
erosions,  and  multiple  small  gastric  ulcers 
are  differences  of  degree  and  not  of  kind. 
There  arc  certain  conditions,  however, 
especially  acute  malignant  fevers,  purpura, 
infective  endocarditis,  and  similar  septic 
states,  in  which  a  general  tcudenev'  to 
subcutaneous  and  submucous  ti.Tniorrhages 
leads  to  multiple  small  gastric  erosions, 
whicli  pro<luec  liieniatcmesis  without  being 
directly  related  to  ordinary  gastric  ulcer.    ^ 

Carcinoma. —  Hipmaternesis  is  a  less 
frequent  and  important  sign  of  careinoma 
of  the  stomach  than  of  gastric  ulcer,  for  it 
occurs  in  but  a  little  over  20  per  cent  of  the 
cases,  and  even  then  is  generally  slight. 
Bright- red  blood  is  rarely  seen  in  the 
m«ifen»ni'd£wMo?irie  nlkfiit  vomit,  for  the  slow  ooze  from  the  ulcerated 
: end >™  ngnnai.  The Ji««i«B;j  surfacc  of  the  gTowth  allows  the  blood  to 
fc»  Dr.  c.  Thurauui  iioUaai.i  remain  in  contact  with  the  gastric  juice  and 
develop  the  '  cofTce-grounils  '  appearance. 
About  60  per  cent  of  the  cases  occur  between  the  ages  of  forty  and  sixty.     The  chief 
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symptoms  and  signs  of  the  disease  are  :    pain  in  tli 
anorexia,  loss  of  weiglit  and  strength,  pyrexia,  anteii 

abdominal   tu 

symptoms,  bi 

position.     It 

epigastrium,  I 

gnstrie  ulcer, 

wliich   varies 

to  the  positic 

is   involved  s 

a  large-  qiiani 

enated    everj 

dirtusc  carcin 

diminished,  a 

two    or    tlire< 

situated     at 

resemble  thos 

the   food  inn 

tatcd   rather 

growth  which 

stomach,  thei 

Fig.  m.-skbutn.!..  alia  »  Oprmnii  moil  In  h      may  have  no 

stomKii™"' '"'""'  "'  ^^^""^  "'"'  ''*'""''  ""•  "•      being   mftjnl> 

(attafnim  iy  iir,  c.  Tiairaan  //oUanj.)    chemical  anal 

of  hydrochlor 
but  the  value  of  this  test  is  limited  :  first  because  t 
besides  carcinoma  of  the  stomach  in  which 
there  is  deficiency  or  absence  of  free  HCl 
in  the  gastric  contents — cachexia  of  any 
kind,  cirrhosis  of  the  liver,  heart  disease 
with  failing  compensation,  enteric,  pneu- 
monia and  other  fevers,  achylia  gastrica, 
pernicious  ana;mia,  and  many  other  con- 
ditions under  which  tlie  patient  is  ill 
enough  for  all  his  secretions  to  sufTer, 
amongst  them  the  gastric  juice ;  and 
secondly  because  insulhcicnt  care  is  some- 
times taken  to  recover  the  gastric  content.-i 
at  the  right  time  after  a  meal.  All  persons 
fail  to  show  free  hydrochloric  acid  in  the 
gastric  juice  for  some  while.  Kcncrully  three- 
(luarters  of  un  hour  at  least,  after  a  meal 
containing  proteid.  The  more  the  |>roteid 
the  longer  it  takes  for  the  stomach  to 
accumulate  .suflicient  Hl'l,  first  to  combine 
with  all  the  molecules  of  ]>rotcid  as  com- 
bined HCl,  and  hitcr  to  permit  of  a  surplus 
^f  uncombined  or  free  HCl.  Merely  to  test 
a  vomit  obtained  tit  hazard  is  of  little  use 
therefore :  one  must  know  what  f<io<l  was 
taken  ))reviously,  and  how  l<mg  before  i  it 
is  on  this  account  tliat  test  meals  of  known 

composition    arc    employed,     followed    by       _diSiJ;*cH-fn'wMof''S 
lavage  at  such  an  inter\-iil  afterwards  that        si«oiiiaii 
free  liCI  is  to  be  expected  unless  there  is       jnigihei 
Nunie   disease    interfering   with    the   proper 
formation  of  the  gastric  juice.    A  growth  in  • 

the  stomach  may  be  seen  with  the  aid  of  the  gaslrosi-ope.     The  loss  of  M-eight  and  atrmgUi 
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are  usually  progressive,  and  they  are  amongst  the  most  constant  and  characteristic  signs  of 
the  disease.  Anaemia  of  the  secondary  chlorotic  type,  with  a  low  colour-index,  may  be 
so  prominent  a  symptom  that  a  primary  anaemia  may  be  suspected  until  a  careful  blood 
examination  has  been  made.  A  very  careful  investigation  of  the  abdomen  must  be  made, 
for  in  about  70  per  cent  of  the  cases  a  tumour  may  be  felt,  though  it  is  to  be  hoped 
that  the  gastroscope  will  lead  to  the  diagnosis  of  carcinoma  ventriculi  before  this  stage 
is  reached,  and  when  surgical  cure  is  still  possible.  The  position  and  character  of  the  tumour 
vary  according  to  the  part  of  the  stomach  which  is  involved.  Pyloric  growth  may  cause 
the  abdomen  to  be  distended  as  a  result  of  gastric  dilatation,  and  a  movable  tumour  may 
be  felt  above  the  umbilicus,  near  the  middle  line  and  to  the  right  of  it.  When  the  cardiac 
orifice  is  involved,  there  may  be  no  tumour  to  be  felt,  and  the  same  applies  to  the  small 
'  indiarubber- bottle  '  stomach  of  diffuse  carcinoma  ventriculi  (Fig,  132).  Tumours  of  the 
body  of  the  stomach  may  be  felt  in  the  epigastrium,  or  below  the  left  costal  margin.  It 
may  be  necessary  to  examine  under  a  general  anaesthetic  in  some  cases  ;  a;-ray  examina- 
tion after  a  bismuth  or  barium  meal  may  assist  in  some  cases  (Fig.  181)  ;  and  even 
laparotomy  may  be  advisable  as  a  diagnostic  measure  under  some  circumstances.  If  the 
patient  is  weighed  carefully  twice  a  week,  and  is  proved  to  increase  in  weight  steadily  under 
treatment,  carcinoma  is  improbable,  provided  this  increase  does  not  prove  transient  after 
a  week  or  two. 

Injuries, — Haematemesis  may  follow  blows,  stabs,  or  gunshot  wounds  in  the  epigastric 
region,  or  the  passage  of  instruments  or  foreign  bodies,  such  as  a  broken  thermometer, 
into  the  stomach.  The  history  and  the  evidence  of  any  such  occurrence  would  make  the 
diagnosis  sufficiently  obvious. 

Atheroma  in  association  with  arteriosclerosis  or  granular  kidney  and  high  blood- 
pressure  may  lead  to  haematemesis  in  very  exceptional  cases  by  causing  weakness  and 
rupture  of  small  gastric  vessels.  Such  a  diagnosis  should  be  made  with  extreme  caution, 
even  when  other  symptoms  and  signs  of  atheroma  are  present,  for  haematemesis  as  the 
result  is  exceedingly  rare.  It  is,  however,  not  uncommon  in  splenomegalic  polycythcemia 
(p.  534),  in  which  malady  the  blood-pressure  is  generally  high. 

Abdominal  Aneurysm  opening  into  the  Stomach, — Aneurysm  of  the  abdominal  aorta  is 
uncommon.  The  sac  may  rupture  into  the  stomach,  however,  and  lead  to  a  sudden, 
profuse,  and  fatal  attack  of  haematemesis.  The  chief  diagnostic  signs  are  :  an  epigastric 
tumour,  with  distinct  expansile  pulsation  arid  severe  pain  both  in  the  abdomen  and  in  the 
back  over  the  site  of  the  bulge,  in  a  patient  who  has  suffered  from  syphilis  and  has  been 
accustomed  to  repeated  and  violent  muscular  exertion. 

D,  Diseases  of  the  Duodenum. 

Duodenal  Ulcer, — Haematemesis  is  caused  in  the  same  manner  in  this  disease  as  in 
gastric  ulcer,  viz.,  by  the  erosion  of  small  duodenal  blood-vessels  or  by  the  ulcerative 
process  spreading  to  and  opening  larger  and  deeper  blood-vessels  outside.  The  ulcers  are 
in  the  first  part  of  the  duodenum  in  a  ver>^  large  proportion  of  eases.  They  are  about 
eight  times  as  common  in  men  as  in  w^omen.  Some  of  the  symptoms  are  similar  to  those 
of  gastric  ulcer,  viz.,  haematemesis,  melaena,  abdoniinal  pain  and  tenderness,  anieniia,  and 
vomiting.  Haematemesis,  however,  is  not  so  frequent  as  it  is  in  gastric  ulcer  ;  it  is 
generally  less  marked  than  is  the  melaena,  and  the  latter  may  occur  independently  of 
haematemesis  or  before  it.  In  the  acute  form  of  the  disease  there  may  be  a  copious  intes- 
tinal haemorrhage  in  an  apparently  healthy  person,  accompanied  by  acute  pallor  and 
followed  Iby  the  evacuation  of  a  mixture  of  black  altered  blood  and  bright  arterial  blood 
from  the  rectum.  The  more  the  bleeding,  the  greater  the  tendency  for  the  blood  passed 
to  be  still  bright  red.  There  may  be  no  pain  at  all,  but  more  often  it  is  considerable  ; 
there  is  hardly  any  part  of  the  abdomen  to  which  it  may  not  be  referred,  but  generally 
it  is  deep-seated  in  the  upper  part,  about  an  inch  below  the  tip  of  the  ninth  right  rib,  more 
to  the  right  of  the  middle  line  than  is  that  of  gastric  ulcer,  and  usually  its  onset  is  two  or 
three  hours  after  the  ingestion  of  food.  One  point  about  this  pain  that  is  almost  patho- 
gnomonic is  the  way  in  which,  coming  on. when  the  patient  is  beginning  to  get  hungry- — 
'  hunger  pain ' — it  is  often  relieved  entirely  by  taking  food.  Vomiting  is  another 
im|)ortant  symptom  which  may  be  ver>'  troublesome,  though  in  some  cases  it  is  entirely 
absent.     One  characteristic  of  some   cases  of  duodenal  ulcer  is  the  very  rapid  way  in 
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which,  under  the  a;-rays,   bismuth   may  be  seen  emptying  out  of  the  stomach  into 
duodenum. 

Carcinoma  of  the  Duodenum  is  very  rare,  and  would  only  be  diagnosed  if  there 
general  symptoms  of  malignant  disease  together  with  a  fixed  tumour  in  the  situatioB 
the  duodenum. 

Gall-stones  ulcerating  through  from  the  Gall-bladder  into  the  Duodenum  may  causelmiiti 
emcsis  and  mela^na.     Previous  attacks  of  pain  occasioned  by  the  gall-stone  might 
to  a  diagnosis  of  gastric  or  duodenaL  ulcer  ;  but  if  the  pain  was  colicky  in  character, 
was  associated  with  tenderness  and  enlargement  of  the  liver,  pain  over  the  gall-bl 
and  jaundice,  it  would  point  to  a  gall-stone.     The  diagnosis  might  be  confirmed  by 
discovery  of  the  stone  in  the  faeces,  or,  in  the  case  of  a  larger  calculus,  by  the  occui 
of  acute  intestinal  obstruction  from  its  impaction  in  the  small  intestine.     As  a  cause 
hsematemcsis  this  condition  is  naturally  very  rare. 

E.  Portal  Obstruction. 

As  a  result  of  obstruction  to  the  flow  of  blood  through  the  portal  vein,  passive  coi- 
gestion  and  hsemorrhagic  erosion  of  the  mucous  membrane  of  the  stomach,  and  varioM 
gastric  and  oesophageal  veins,  may  be  produced.  Haematemesis  may  then  arise  throogk-j 
oozing  of  blood  from  the  congested  mucous  membrane,  or  from  an  actual  escape  of  blood ' 
in  the  case  of  htemorrhagic  erosion  or  the  rupture  of  one  of  the  varicose  veins.  The  s^ 
which  are  common  to  portal  obstruction  in  addition  to  hasmatemesis  are :  nauset, 
vomiting,  ascites,  oedema  of  the  legs,  albuminuria,  and  the  presence  of  dilated  and 
tortuous  superficial  abdominal  veins  ;   the  chief  cause  is  : — 

Cirrhosis  of  the  Liver, — This  disease  is  one  of  the  commonest  and  most  important 
causes  of  profuse  haematemesis,  and  it  is  often  difficult  to  diagnose  from  gastric  ulcer  or 
carcinoma  of  the  stomach.  Haematemesis  may  be  one  of  the  earliest  symptoms,  and  it  is 
frequently  profuse,  and  very  liable  to  recur,  though  it  is  seldom  fatal.  There  may  bet.j 
history  and  the  signs  and  symptoms  of  chronio  alcoholism  (p.  726).  The  liver  may  be 
enlarged,  its  surface  rough  and  hard,  and  its  edges  irregular  and  beaded.  The  spleen  nny 
be  enlarged  as  a  result  of  the  portal  obstruction,  but  in  adults  rarely  attains  to  such  u 
enormous  size  as  it  does  in  the  splenomegalic  variety  of  cirrhosis  in  children  and  young 
adults.  In  distinguishing  this  disease  from  carcinoma  of  the  stomach,  it  is  very  important 
to  determine,  if  possible,  the  absence  of  a  stomach  tumour  and  of  large  nodules  projecting 
from  the  surface  of  the  liver. 

Adhesive  Pylephlebitis. — Non-suppurative  thrombosis  of  the  portal  vein  is  very  rare, 
and  diflicult  to  diagnose.  It  may,  however,  give  rise  to  sudden  and  profuse  hsematemesis. 
It  is  distinguished  from  other  forms  of  portal  obstruction  by  the  relatively  sudden  onset 
of  ascites,  haematemesis,  melaena,  and  enlargement  of  the  spleen,  and  by  an  absence  of 
signs  and  symptoms  of  cirrhosis  of  the  liver  and  other  causes  of  portal  obstruction. 

Pressure  on  the  Portal  Vein. — Haematemesis,  when  due  to  this  cause,  is  generally 
associated  with  ascites  and  intense  jaundice,  since  the  common  bile  duct  is  liable  to  be 
compressed  as  well  as  the  portal  vein,  on  account  of  their  close  proximity  to  each  other. 
(See  Jaundice,  p.  329.) 

»S'ow€  cases  of  Enlarged  Spleen  (see  Spleen,  Enlargement  of,  p.  628). — Haematemesis 
is  a  fairly  common  symptom  in  cases  of  enlarged  spleen,  even  when  the  enlargement  is  not 
associated  with  cirrhosis  of  the  liver  or  leukaemia.  Osier  explains  the  occurrence  as  being 
due  to  the  "  intimate  relation  between  the  vasa  brevia  and  the  splenic  circulation  "  ;  some- 
times, however,  it  results  from  actual  thrombosis  of  the  splenic  vein,  though  the  diagnosis 
of  this  is  scarcely  possible  without  laparotomy  or  autopsy. 

F,  Acute  Febrile  Diseases. 

Malignant  Variola. — Haematemesis  occurs  in  about  a  third  of  the  cases  of  haemorrhagic 
small-pox.  It  is  associated  with  cutaneous,  subcutaneous,  and  submucous  haemorrhages, 
lio^maturia,  epistaxis,  melaena,  and  bleeding  from  the  gums.  The  sudden  initial  rigor, 
intense  backache  and  headache,  severe  vomiting,  epigastric  pain,  cutaneous  haemorrhages, 
and  the  diffuse  hypenemic  rash  with  small  punctiform  haemorrhages  which  appears  first 
on  the  groins  and  lower  part  of  the  abdomen,  would  point  to  a  diagnosis  of  haemorrhagic 
x>r  black  small-pox  if  such  a  case  occurred  during  an  epidemic  of  the  disease. 
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Malignant  Scarlet  Fever. — In  the  hsemorrhagic  form  of  scarlet  fever,  lucmatemesis  may 
occur  ;  but  hsematuria,  epistaxis,  and  cutaneous  haemorrhages  are  more  frequent.  The 
sudden  and  severe  onset,  the  very  high  temperature,  the  extremely  rapid  and  feeble  pulse, 
the  headache  and  delirium,  and  the  appearance  of  the  characteristic  rash  on  the  second  day 
would  point  to  scarlet  fever. 

Yellow  Fever. — *  Black  vomit '  due  to  the  presence  of  altered  blood  is  one  of  the  most 
characteristic  features  of  this  disease.  Hypersemia  and  catarrhal  swelling  of  the  mucous 
membrane  is  the  only  change  which  is  found  in  the  stomach.  It  is  essentially  a  disease 
of  tropical  and  sub-tropical  countries.  The  onset  is  sudden,  with  a  chill,  headache,  and 
severe  pain  in  the  back  and  limbs.  The  face  is  flushed,  and  very  soon  jaundice  appears. 
After  the  first  day  the  pulse-rate  drops,  so  that  with  a  temperature  of  103°  or  104°  the 
pulse  may  be  only  70  or  80.  Albuminuria  is  another  early  symptom,  which  may  appear 
on  the  third  day.  In  addition  to  the  black  vomit,  there  may  be  cutaneous  petechis  and 
bleeding  from  the  gums.  It  is  often  difficult  to  distinguish  from  malignant  malaria, 
though  in  the  early  stages  of  malaria  jaundice,  albuminuria,  and  haematuria  are  extremely 
rare,  whilst  an  examination  of  the  blood  may  reveal  the  presence  of  malarial  parasites. 

Cholera  may  be  associated  with  hsematemesis  sometimes.  The  sudden  onset  of  acute 
gastro-intestinal  symptoms,  the  rapidly  repeated  rice-water  stools,  and  the  epidemic  nature 
of  the  malady,  all  point  to  the  diagnosis,  which  may  be  confirmed  by  recovering  the  vibrio 
from  the  motions  bacteriologically. 

Actite  Yellow  Atrophy  of  the  Liver. — Hsematemesis  is  the  commonest  form  of  haemor- 
rhage in  this  rare  disease.  Women  between  twenty  and  thirty  are  affected  more  frequently 
than  men,  especially  during  and  just  after  pregnancy.  It  sometimes  follows  fright  and 
mental  emotion.  The  first  symptoms  are  indistinguishable  from  catarrhal  jaundice — 
viz.,  malaise,  loss  of  appetite,  nausea,'  vomiting,  and  jaundice.  The  vomiting  soon  becomes 
intractable,  the  jaundice  increases,  and  drowsiness,  restlessness,  and  delirium  supervene. 
The  vomit  is  black,  and  may  resemble  treacle,  its  appearance  being  due  to  altered  blood. 
Mela^na,  epistaxis,  and  subcutaneous  petechias  may  be  noticed.  The  tongue  becomes  dry 
and  brown :  the  liver  dullness  diminishes ;  the  urine  shows  characteristic  changes  in  the 
marked  diminution  in  the  amount  of  urea  and  the  presence  of  bile  pigment,  whilst  leucin 
and  tyrosin  crystals  in  it  (Fig.  148,  p.  838)  are  an  important  diagnostic  sign  of  this  disease. 

G.  Blood   Diseases. 

Purpura  Hcemorrhagica. — Haemorrhage  from  the  stomach  is  rare  in  this  disease. 
Haematemesis  may  occur,  however,  as  a  result  of  blood  derived  from  the  mucous  membrane 
of  the  nose  or  mouth  being  swallowed.  As  purpura  is  a  symptom  rather  than  a  disease 
in  the  majority  of  cases,  before  making  a  diagnosis  of  purpura  haemorrhagica  or  idiopathica, 
those  diseases  which  lead  to  symptomatic  purpura  must  be  excluded  (see  Purpura, 
p.  552).  An  examination  of  the  blood  must  also  be  made,  to  exclude  pernicious  anaemia 
and  leukaemia  ;  and  blood  cultures  may  be  required. 

Scurvy. — Haematemesis  is  uncommon,  only  occurring  in  severe  and  well-marked  cases, 
so  that  the  diagnosis  is  not  difficult.  The  swollen  and  spongy  gums,  anaemia,  cutaneous 
haemorrhages  around  the  hair  sacs,  and  subcutaneous  indurations,  in  a  patient  who  is 
found  to  have  been  living  on  a  diet  deficient  in  quantity  and  in  vegetables,  would  point 
to  scurvy. 

Hcemophilia. — Out  of  334  eases  analyzed  by  Grandidier,  there  were  only  fifteen 
examples  of  haemorrhage  from  the  stomach.  Excessive  bleeding  from  slight  cuts  or  after 
tooth  extraction,  epistaxis.  bleeding  from  the  mouth,  and  haemorrhage  into  the  joints, 
are  the  earliest  and  the  conmionest  manifestations  of  the  disease.  The  association  of 
haematemesis  with  haemorrhage  from  other  parts,  and  with  haemorrhage  into  joints  in 
particular,  in  a  patient  whose  near  male  relations  sliow  a  tendency  to  bleed  on  the  slightest 
provocation,  would  ])oint  to  haemophilia.     There  are  no  pathognomonic  blood  changes. 

Ijeuktemia. — Haemorrhages  from  and  into  various  parts,  especially  epistaxis,  are 
conunon  in  this  disease.  Haematemesis  mav  be  the  actual  cause  of  death.  Its  association 
with  enormous  enlargement  of  the  spleen  is  by  no  means  pathognomonic  of  leukaemia, 
for  the  two  conditions  may  be  present  in  chronic  malaria,  splenic  anaemia,  and  spleno- 
megalic  cirrhosis.  An  accurate  diagnosis  cannot  be  made  until  the  blood  has  been 
examined  and  a  high  degree  of  leucocytosis  found  (100,000  to   1,000,000  white  blood 
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corpuscles  per  c.  mm.),  with  a  large  proportion  of  myelocytes  in  the  cjase  of  splenonwdi 
leukaemia  and  a  high  percentage  of  lymphocytes  (90  per  cent)  in  lymphatic  leuluemit. 

Hodgkin's  Disease. — In  the  late  stages  of  this  disease  there  is  a  tendency  to 
rhage  from  and  into  various  parts  of  the  body,  e.g.,  epistaxis,  bleeding  from  the 
cerebral  haemorrhage,  and  rarely  haematcmesis.     There  should  be  little  difficulty  in 
a  diagnosis,  as  haematemesis  would  be  a  late  symptom ;  the  characteristic  features  of 
disease  are  described  on  pages  37  and  635. 

Chlorosis. — It  is  difficult  to  determine  whether  haematemesis  occurring  in  an 
woman  under  thirty  is  due  to  gastric  ulcer  or  to  gastrostaxis  (p.  86).     That  chlorosis 
something  to  do  with  haematemesis,  apart  from  the  formation  of  macroscopic  ulceiii 
probable  ;    it  is  also  probable  that  chlorosis  predisposes  to  gastric  ulcer.    The 
nature  of  the  symptom  in  a  chlorotic  girl  is  therefore  very  difficult  to  determine, 
observers  diagnosing  gastric  ulcer  where  others  prefer  to  label  the  condition  gast 
The  former  withhold  solid  food  longer  than  the  latter,  and  are  perhaps  inclined  to 
mend  operation  more  readily  ;    these  are  the  main  grounds  for  striving  to  draw  a 
distinction  between  the  two  conditions. 

Young  women  suffering  from  chlorosis  are  usually  well  nourished.  The  skin 
have  a  greenish  tinge  and  the  sclerotics  a  distinct  bluish  appearance.  (Edema  of  the  f^ 
dyspnoea,  palpitation,  and  amenorrhoea  are  prominent  symptoms  ;  but  the  diagnaii 
cannot  be  made  with  any  certainty  until  the  blood  has  been  examined.  It  is  pale  ui 
thin  ;  the  red  blood-corpuscles  are  reduced  in  number,  but  rarely  are  under  3,000,000  ps 
c.mm. ;  the  average  size  of  the  red  blood-corpuscles  is  below  normal ;  the  haemoglobin  ii 
reduced  much  more  in  proportion  than  are  the  red  blood-corpuscles,  so  that  the  colo» 
index  is  low,  being  as  a  rule  about  0*5  or  under ;  the  white  blood-corpuscles  are  nol 
increased,  and  the  differential  leucocyte-count  is  almost  normal.  Seeing  that  amenorrlMEi 
and  haematemesis  are  both  liable  to  occur  in  anaemic  girls,  the  gastric  haemorrhage  \m 
sometimes  been  regarded  as  vicarious  menstruation  ;  there  is  little  evidence  to  support 
this  view  of  its  pathology,  however,  and  when  the  bleedings  recur,  the  attacks  do  not  show 
any  monthly  regularity. 

Pernicious  Anosmia. — Haematemesis  is  a  very  rare  symptom  in  pernicious  ancmis; 
when  it  occurs,  the  difficulty  in  distinguishing  between  this  disease  and  carcinoma  of  the 
stomach  is  much  increased.  A  correct  diagnosis  cannot  be  made  until  the  blood  has  beet 
examined  (p.  24).     The  urine  contains  pathological  urobilin. 

Malarial  Cachexia. — Anaemia  and  enlargement  of  the  spleen  may  follow  repeated 
attacks  of  malaria,  and  severe  haematemesis  may  be  a  prominent  symptom.  In  making 
the  diagnosis,  the  history  of  residence  abroad,  of  attacks  of  ague,  and  the  condition  of  the 
blood,  must  be  relied  on.  A  normal  or  a  diminished  number  of  leucocytes,  with  a  relative 
increase  in  the  large  mononuclear  cells  beyond  15  per  cent,  is  strong  presumptive  evidence 
of  a  previous  malarial  infection. 

Splenic  ancemia  may  run  its  course  without  any  haematemesis  ;  on  the  other  hand, 
the  latter  is  sometimes  one  of  the  most  serious  symptoms  in  the  case,  and  may  be  the  cause 
of  death.     The  chief  features  of  the  malady  are  described  on  p.  37. 

//.  Miscellaneous. 

Chronic  Interstitial  Nephritis. — Haematemesis  occasionally,  but  very  rarely,  occurs 
in  this  disease.  Its  association  with  anaemia,  thickened  and  tortuous  superficial  arteries, 
high-tension  pulse,  hypertrophy  of  the  heart,  albuminuric  retinitis,  polyuria,  and  urine 
of  low  specific  gravity  containing  a  variable  quantity  of  albumin  and  renal  tube-casts, 
would  point  to  chronic  interstitial  nephritis  as  the  cause.  It  is  most  important  that  the 
blood -pressure  should  be  measured  instrumentally,  and  not  guessed  at  by  palpation. 

Follounng  Abdominal  Operations. — Haematemesis  may  occur  after  severe  abdominal 
operations,  independently  of  any  injur>'  to  the  stomach  or  duodenum.  Should  death 
occur,  no  obvious  lesion  can  be  found  in  the  stomach  to  account  for  it  in  the  majority  of 
castas.  The  reason  of  the  occurrence  of  such  an  alarming  symptom  remains  a  mystery 
in  many  cases,  but  in  some  infective  conditions,  such  as  appendicitis,  multiple  minute 
ulcers  have  been  found. 

Prolonged  Jaundice. — The  importance  of  this  condition  as  a  cause  of  almost  any 
variety  of  bleeding  lies  chiefly  in  the  added  danger  attending  operations  in  such  cases. 
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Syphilis  of  the  Liver  is  sometimes  cited  as  being  itself  a  cause  of  hacmatemesis  ;  the 
lAculty  is  to  exclude  the  possibility  of  alcoholic  cirrhosis  in  such  a  case  ;  it  is  doubtful 
'fliether  s>'philis  alone  can  cause  the  vomiting  of  blood.  Herbert  French. 

HAMATOPORIVYRINURIA.— <^ee  Urine,  Abnormal  Coloration  of,  p.  744.) 

HEMATURIA. — Blood  may  apf)ear  in  the  urine  as  the  result  of  injury,  of  disease 
p.  some  portion  of  the  urinary  tract,  or  of  other  organs  involving  the  urinar>'  apparatus, 
r  of  a  few  general  diseases  of  other  parts  of  the  body.  The  blood  may  be  present  in  large, 
mall,  or  microscopic  amounts,  it  may  continue  for  days  or  even  weeks,  or  appearing  sud- 
■enly  and  without  apparent  cause,  may  disappear  completely  for  a  variable  period. 
tarUier,  it  may  be  present  in  the  urine  either  as  corpuscles  or  as  hsemoglobin,  and  it  is 
iry  to  distinguish  between  the  two  conditions.  In  hsemoglobinuria  the  urine  is 
brown  from  the  presence  of  methaemoglobin,  and  any  deposit  is  found  to  consist  of 
HMwnish  debris  in  which  no  red  blood-corpuscles  can  be  found  (see  HiCMOOLOBiNURiA, 
»•  284).  Occasionally  the  colouring  matter  of  the  blood  may  escape  from  the  corpuscles 
f  the  stained  urine  has  been  retained  for  any  length  of  time  in  the  bladder,  when  crenated 
Mr  disintegrated  corpuscles  will  be  found  on  microscopic  examination  of  the  sediment, 
following  list  gives  the  chief  causes  of  haematuria  : — 


I. — H.CMATURIA    FROM    AFFECTION    OF    SOME    PART    OF    THE    UrINARV    OhOANS. 

A.  Boial  Causes. 


Profuse. 

Malignant  tumours  of  the  kidney  : 

Hypernephroma 

Enibryoma 

Carcinoma 

Sarcoma 
Innocent  tumours — papilloma  of  pelvis, 

angioma 
Injury  of  the  kidney 
Calculus 
Tuberculosis 
So-called  *'  essential '  hematuria 

B.  Ureteric  Causes. 

Calculus  in  the  ureter. 

C.  Vesical  Causes. 

Profuse. 

Villous  tumour 
Papilloma 

Villus-eovered  carcinoma 
Prostatic  adenoma  or  carcinoma 


D.  Urethral  Causes. 

Acute  urethritis,  impaction  of  calculus, 
injury 


Slight. 
Calculus 
Tuberculosis 
Renal  mobility 
Hydronephrosis 
Polycystic  disease 
Injury 
Oxaluria 

Nephritis,  acute  and  subacute 
Coli  bacilluria 
Drugs  :    turpentine,  carbolic  acid,  cantharides 


Slight. 

Epithelioma 

Tuberculosis  of  bladder  or  prostate 

Calculus 

Acute  cystitis 

Bilharzia  bsematobia 

Injury 


Acute  spermato-cystitis 
Nacvus 


ii. h.«maturia  from  disease  of  the  neighbouring   visckra   involving  the 

Urinary   Organs. 


Carcinoma  of  the  uterus,   vagina,   or 

rectum 
Acute  appendicitis 
Acute  salpingitis 


Pelvic  abscess 

Dysenteric    or    tuberculous    ulceration    of   the 
intestine. 


III. — Hematuria  in  General  Diseases. 


Renal  infarction  in  endocarditis 

Arteriosclerosis 

Leuluemia 

Purpura  and  scurvy 


Haemophilia 

Acute   fevers,    malaria,   small-pox,    and   yellow 
fever. 
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In  considering  the  diagnosis  of  a  ease  presenting  hscmaturia  as  a  symptom,  il 
seldom  that  there  are  not  other  symptoms  present,  such  as  pain,  tumour,  or  i 
frequency  of  micturition,  which  will  point  to  one  or  other  organ  as  the  source  of  the 
ing  ;   but  in  some  cases  ha^maturia  may  be  the  only  symptom.     The  following  points 
often  help  in  the  differential  diagnosis  : — 

The  Colour  of  the  Urine, — If  the  urine  is  stained  a  bright  red  colour,  the  luei 
is  most  likely  to  arise  from  the  bladder  or  lower  urinary  tract.     Dark-coloured  blood 
the  urine  may,  however,  be  due  to  the  retention  of  blood  in  the  bladder  for  some  time, 
fronfi  the  large  amount  present  in  the  urine. 

The  Distribution  of  the  Blood  in  the  Urine  during  Micturition, — If  the  urine  d 
micturition  is  only  tinged  with  blood  during  the  final  expulsive  efforts,  or  if  the  t 
urine  is  stained  more  deeply  than  the  rest,  the  source  of  the  haematuria  is  almost 
in  the  bladder.     If  the  first  urine  passed  is  blood-stained  and  the  remainder  clear, 
bleeding  is  probably  from  the  urethra  or  prostate ;  whereas  if  the  urine  is  evenly 
with  blood  throughout,  it  suggests  that  the  source  of  haemorrhage  is  in  the 
although  a  vesical  lesion  which  causes  more  than  a  slight  hemorrhage  may  also  give 
to  a  deeply  blood-stained  urine  throughout  micturition. 

The  Quantity  of  Blood  Present  in  the  Urine, — A  large  quantity  of  blood  in  the 
in  the  absence  of  traumatism,  suggests  some  form  of  growth  in  the  bladder  or 
Papillomata  and  villus-covered  carcinomata  in  the  bladder  may  cause  sudden 
haemorrhage  without  pain  or  other  symptom,  whilst  equally  profuse  hsemorrfaagc 
arise  from  a  malignant  tumour  in  the  kidney  which  has  invaded  the  renal  pehis. 
ination  of  any  clots  of  blood  passed  may  occasionally  afford  useful  information  in 
mining  the  seat  of  hiemorrhage.     The  urine  should  be  poured  into  a  lai^  flat  tray 
taining  water,  and  the  clots  floated  out,  when  some  may  show  the  triangular  or  p; 
shape  indicating  their  formation  in  the  renal  pelvis,  or  others  the  thin,  worm-like 
with  tapering  or  decolorized  ends  from  their  formation  in  the  ureter ;  their  passage  doin 
the  ureter  is  accompanied  by  the  same  acute  renal  colic  that  is  caused  by  renal  cakxAa, 
Clots  formed  in  the  bladder  are  flat,  disc-like,  but  often  broken  up  in  their  passage  throqi^ 
the  urethra. 

If  the  quantity  of  blood  is  increased  by  movement  or  exercise,  suspicion  of  renal  itoB 
or  growth  will  arise.  In  a  recent  case,  profuse  haematuria  occurred  after  three  suoccsKfl 
railway  journeys,  when  the  lesion  found  at  operation  was  an  early  carcinoma  of  one  kidney 
which  had  recently  invaded  the  renal  pelvis. 

The  Association  of  otlier  Elements  from  the  Urinary  Organs  with  Blood  in  the  Urine,-' 
Microscopical  examination  of  the  deposit  obtained  by  centrifuging  the  urine  may  re\tll 
cellular  elements  distinctive  of  the  renal  pelvis  or  vesical  mucous  membrane  or  epithelid, 
granular,  and  blood-casts  from  the  renal  tubules  {Plate  I,  p.  6),  which  may  help  in  the 
diagnosis  in  a  case  of  hiematuria.  The  presence  of  a  number  of  urinary  crystals  in  a  urine 
of  acid  reaction  will  point  to  renal  calculus.  Occasionally,  small  pieces  of  growth  may  be 
passed  in  the  urine  from  the  delicate  villous  papilloma  or  villus-covered  carcinoma  of  the 
bladder,  and  more  rarely  plugs  of  muco-pus  from  a  caseous  tuberculous  cavity  in  the  kidncf 
may  be  found.  It  is  important  to  remember  that  the  presence  of  a  villous  tuft  in  the  urine 
gives  no  indication  whether  it  is  derived  from  an  innocent  papilloma  or  a  villus-co\'errd 
carcinoma,  as  it  becomes  detached  only  from  the  surface  of  the  growth. 

The  association  of  pus  with  blood  in  the  urine  does  not  give  much  assistance  in  deter 
mining  the  seat  of  the  bleeding.  Both  pus  and  blood  will  often  be  present  with  either 
calculus  or  tuberculosis  of  the  kidney  or  bladder,  and  may  both  be  present  with  vesicil 
growth  or  with  prostatic  enlargement. 

The  Amount  of  Albumin. —  If  the  amount  of  albumin  in  the  urine  is  in  excess  of  that 
which  would  be  due  to  the  amount  of  blood  present,  the  bleeding  is  probably  renal  in  origin. 

The  Reaction  of  the  Urine  is  of  very  slight  assistance  in  determining  the  source  of  bleed- 
ing. Generally  speaking  blood  in  an  acid  urine  is  more  likely  to  be  derived  from  the  kidney 
than  from  the  bladder  ;  this,  however,  is  no  universal  rule,  for  blood  may  be  present  in 
an  acid  urine  in  a  case  of  vesical  calculus  or  growth;  whereas,  on  the  other  hand, there 
may  be  blood  in  alkaline  urine  in  a  case  of  renal  calculus  as  well  as  in  pathological  con- 
ditions of  the  bladder. 

The  association  of  unilateral  lumbar  pain,  situated  in  the  angle  between  the  last  rib 
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and  the  border  of  the  erector  spinae  muscle,  passing  forwards  above  the  iliac  crest  into  the 
groin,  with  occasional  attacks  of  colic,  would  suggest  a  renal  lesion ;  whilst  haematuria, 
accompanied  by  increased  frequtnqf  of  micturition,  or  by  penile  pain  immediately  following 
micturition,  would  indicate  vesical  disease.  This  statement  must  ^  of  necessity  be  taken 
in  a  very  general  sense,  for  exceptions  to  it  are  frequent.  Thus  a  vesical  tumour  causing 
hsematuria  may  implicate  an  ureteric  orifice  sufficiently  to  cause  increased  intra-renal 
tension  on  that  side  with  lumbar  aching  or  even  enlargement  of  the  kidney ;  whilst  on  the 
other  hand  a  tuberculous  lesion  in  the  kidney,  with  descending  ureteritis,  may  cause  increased 
frequency  of  micturition  before  there  is  any  vesical  infection.  Equally  important  is  it  to 
take  into  consideration  the  age  of  the  patient ;  thus,  in  a  young  adult,  continued  slight 
hsematuria  with  increased  frequency  of  micturition  are  highly  suggestive  of  tuberculous 
disease  of  the  kidney,  whereas  slight  hsematuria  in  a  more  elderly  patient  suggests  vesical 
carcinoma  or  calculus.  At  any  age,  severe  hsematuria  may  be  present  with  a  villous  tumour 
of  the  bladder,  or  in  a  patient  more  advanced  in  years  with  renal  growth  or  prostatic 
enlargement. 

Further  evidence  of  the  source  of  the  haemorrhage  may  be  obtained  upon  the  physical 
examination  of  the  patient.  This  should  be  carried  out  systematically,  and  not  only  should 
the  urinary  organs  be  examined,  but  any  evidence  of  disease  elsewhere  in  the  body,  as  in 
the  heart,  lungs,  blood,  liver,  or  pelvic  organs,  sought  for  also.  Each  kidney  should  be 
examined  bimanual ly,  one  hand  being  placed  in  the  angle  made  by  the  last  rib  and  the 
margin  of  the  erector  spinse  muscle,  and  the  other  in  front,  immediately  below  the  costal 
margin  ;  the  patient  is  then  directed  to  breathe  deeply  whilst  pressure  is  maintained  by 
the  two  hands,  when  an  enlarged  or  unduly  mobile  kidney  may  be  felt  to  descend,  or  may 
be  grasped  on  deep  inspiration.  Any  pain  or  undue  tenderness  on  either  side  should  be 
noted,  especially  any  sharp,  pricking  pain  experienced  by  the  patient  if  the  anterior  hand 
be  depressed  suddenly,  a  sign  said  to  be  indicative  of  renal  stone. 

Examination  of  the  bladder  by  palpation  in  the  suprapubic  area  may  elicit  pain  in 
acute  inflammatory  conditions,  or  may  give  evidence  of  a  distended  bladder  in  a  case  of 
hsematuria  from  prostatic  obstruction  ;  but  much  more  knowledge  may  be  gained  by  a 
thorough  rectcd  examination.  For  this  purpose  the  patient  should  assume  the  knee-elbow 
position,  when  the  examining  finger  can  explore  not  only  the  prostate,  but  the  vesiculse 
seminales,  the  lower  end  of  each  ureter,  and  the  bladder  base,  as  well  as  the  lateral  pelvic 
wall.  The  prostate  may  show  adenomatous  enlargement,  or  may  be  infiltrated  with 
primary  carcinoma — which  has  recently  been  shown  to  be  far  from  uncommon, — when 
the  gland  will  present  marked,  firm,  rounded  nodules,  and  will  often  be  immovable. 
Search  should  be  made  for  any  nodules  in  the  prostate  or  vesicles,  or  thickening  of  the 
lower  end  of  the  ureter,  suggestive  of  tuberculous  disease,  or  thickening  or  infiltration  in 
the  bladder  base,  which  may  often  be  felt  in  a  case  of  vesical  carcinoma.  Examination 
in  the  lateral  pelvic  space  may  show  infiltration  of  the  pelvic  lymphatics,  or  enlargement 
of  the  lymphatic  glands  in  a  ease  of  carcinoma  of  the  bladder  or  prostate.  Examination 
of  the  testes  should  always  be  made.  A  nodule  in  either  epididymis  may  indicate  tuber- 
culous disease  which  may  have  spread  to  the  urinary  organs,  but  care  nuist  be  taken  not 
to  mistake  a  nodule  dating  from  a  gonorrhceal  epididymitis  for  one  due  to  tuberculous 
disease. 

Great  assistance  may  be  obtained  by  the  use  of  the  cystoscope  {Plates  Xl\  p.  282,  and 
AT/,  p.  284).  Needless  to  say,  the  greatest  gentleness  must  be  used  in  carrying  out  any 
instrumentation,  to  avoid  any  further  haemorrhage,  which  would  obscure  a  view  by  the 
cystoscope,  and  if  any  bleeding  is  present,  an  attempt  should  be  made  to  arrest  it  by  irriga- 
tion of  the  bladder  with  silver  nitrate  1-1000,  or  with  adrenalin  solution  of  the  same 
strength.  If  the  bleeding  is  profuse,  it  is  probably  impossible  to  obtain  a  satisfactory  view  of 
the  interior  of  the  bladder,  but  with  even  moderate  haemorrhage  going  on  a  rapid  disten- 
tion of  the  bladder  may  produce  a  medium  clear  enough  to  obtain  a  view  which  will  show 
the  seat  of  haemorrhage.  Thus  in  renal  hsematuria  blood-stained  urine  may  be  seen  to  be 
emitted  from  one  ureteric  orifice  {Plate  AT,  Fig.  A,  p.  282)  and  clear  urine  from  the  other 
before  the  medium  is  too  obscured  ;  or  with  vesical  haemorrhage  a  vesical  tumour  may  be 
seen.  Even  slight  haemorrhage  will,  however,  rapidly  render  the  medium  in  the  bladder 
too  hazy  for  a  satisfactory  examination  of  any  minute  changes  in  the  vesical  wall  to  be 
obtained — tuberculous  disease  for  example.     Hence  it  is  better,  if  possible,  to  undertake 
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any  eystoscopic  examination  in  the  interval  between  attacks  of  bleeding,  when  the  bladdsj 
can  be  examined  thoroughly  and  any  pathological  lesion  found.     If  no  evidence  is  obtAiui^- 
in  this  way,  a  further  examination  may  be  conducted  during  an  attack  of  bleeding. 

I.  HiCMATURIA    FROM  AFFECTION   OF   SOME   PART   OF   THE    URINARY   TRACT. 
A.  Renal  Causes. 

The  Malignant  Tumours  of  the  Kidney,  hypernephroma,  embrj'oma,  carcinoma,  aaij 
sarcoma,  are  all  associated  with  profuse  hematuria  at  intervals.  Hypemephroniata  « 
the  most  common  ;  they  arise  in  the  cortical  portions  of  the  kidney,  and  are  of  compui- 
tively  slow  growth.  The  embryomata  may  occur  in  small  children  or  in  elderly  person^ 
whilst  the  true  careinomata  and  sarcomata  are  much  more  uncommon.  These  turoooB 
cause  an  aching  in  the  loin,  and  may  lead  to  considerable  enlargement  of  the  kidney  befoie 
any  ha^matiiriu  occurs.  In  the  progressive  growth  of  the  tumour,  the  renal  jiclvis  ii 
involved  gradually  and  luematuria  is  evoked.  This  is  usually  severe  in  type,  so  that  cloU 
may  be  formed  in  the  calices  of  the  renal  pelvis  or  in  the  ureter,  and  cause  the  typical  |iain 
of  renal  colic  in  their  descent  of  the  latter.  The  renal  tumour  usually  maintains  the  stupe 
of  the  kidney,  but  in  some  cases  may  present  a  nodular  form.  Hence  profiise  harniaturia, 
with  clots  of  pyramidal  or  worm-like  shape,  associated  with  renal  enlargement,  is  stn)ngly 
suggestive  of  a  renal  malignant  growth. 

The  only  conunon  form  of  innocent  tumour  in  the  kidney  is  papilloma  of  the  renal  iielvui. 
This  gives  rise  to  profuse  hseniatiiria  and  to  renal  enlargement,  which  in  this  instance  b 
due  to  hydro-  or  hsemato-nephrosis  from  the  obstruction  to  the  ureter  by  the  papillan* 
growth  or  by  blood-clot.  Thus  the  renal  tumour  may  varj'  in  size.  Papillomata  of  the 
nuicous  membrane  of  the  renal  pelvis  are  accompanied  occasionally  by  similar  growths 
in  the  ureter,  and  may  also  show  a  similar  growth  at  the  ureteric  orifice  upon  inspection 
of  the  bladder. 

An  angioma  of  the  kidney,  forming  a  distinct  tumour  in  the  renal  tissues  and  causin}; 
pK)fuse  hicmaturia,  has  recently  been  described  by  the  writer,  whilst  Hurry  Fenwiek  has 
described  cases  of  angioma  of  the  apex  of  a  renal  papilla  causing  haematuria. 

Injuries  to  the  Kidney  may  cause  haematuria  ;  the  diagnosis  is  usually  obvious.  Hie 
history  of  the  accident,  a  blow  or  s<iueeze  to  the  lumbar  region,  associated  with  haematuria. 
would  point  to  an  injury  to  the  kidney.  There  may  be  renal  enlai^ment,  but  this  must 
be  diagnosed  from  an  extravasation  of  blood  in  the  perinephric  tissues  from  the  ruptuir 
of  the  renal  cortex.  Comparatively  slight  injur\'  to  the  loin  may  produce  haematuria  from 
a  small  lesion  in  the  renal  tissues,  whilst  in  some  cases  there  is  no  sign  or  recollection  of 
external  violence.  In  any  case  of  haematuria  following  traumatism,  it  is  essential  to  dia- 
gnose an  injurj'  to  the  kidney  from  injury  to  the  urethra  or  bladder.  In  urethral  injur>'  the 
canal  may  be  merely  contused,  or  partially  or  wholly  ruptured  ;  blood  may  be  found  at 
the  urethral  meatus  or  may  be  marked  in  the  first  portion  of  any  urine  that  may  be  passed, 
whilst  if  the  urethra  be  entirely  divided,  signs  of  extravasation  of  urine,  with  inability  to 
micturate,  will  appear. 

If  the  bladder  be  injured,  blood  may  be  present  in  any  urine  drawn  off  :  or  after  rupture 
of  the  bladder  involving  the  peritoneal  coat  fluid  may  be  found  in  the  abdominal  eavity. 
The  length  of  time  between  the  last  passage  of  urine  and  the  occurrence  of  the  accident 
should  be  ascertained,  and  a  catheter  passed  :  ver\'  gentle  irrigation  of  the  bladder  with 
sterile  fluid  should  be  carried  out  in  any  sus|>ected  rupture  of  the  viscus,  to  see  if  the  amount 
of  fluid  run  into  the  bladder  is  duly  returned.  At  the  same  time,  a  thorough  examination 
of  the  bony  pelvis  should  be  made  for  any  sign  of  fracture,  which  is  frequently  the  cause 
of  direct  injury  to  the  bladder  or  urethra. 

In  Renal  Calculus  the  bleeding  is  seldom  profuse,  is  usually  associated  with  a  small 
amount  of  pus,  and  frecpiently  is  increased  after  exertion  or  the  jolting  of  a  journey.  The 
subject  of  a  renal  stone  will  usually  complain  of  pain  in  one  loin  of  a  constant  aching 
character,  which  will  remain  of  this  character  so  long  as  the  stone  remains  embedded  in 
the  renal  tissues,  in  which  condition  slight  ha?maturia  is  often  present.  When,  however, 
the  calculus  |)rojects  into  or  is  free  in  the  renal  pelvis,  the  urine  also  contains  a  small  quan- 
tity of  pus,  and  attacks  of  renal  colic  come  on,  characterized  by  vcr\'  acute  pain  in  the 
loin,  passing  forwards  and  downwards  to  the  groin,  upper  part  of  the  thigh,  and  testicle 
of  thv  snnw  side,  and  accompanied  by  frequent  desire  to  pass  urine.     The  calculus  may 
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be  passed  into  the  bladder  along  the  ureter,  may  become  impacted  in  the  course  of  the 
ureter,  or  may  remain  in  the  renal  pelvis,  in  which  case  successive  attacks  of  renal  colic 
may  occur.  The  previous  passa)^  of  a  small  calculus  per  urethram,  following  an  attack 
of  renal  colic,  is  an  important  point  in  the  history  of  such  a^atient,  but  in  any  case  an 
examination  by  skia^^raphy  should  be  carried  out,  when  a  calculus  may  be  proved  present 
in  the  kidney  {Fig.  133).  A  calculus  in  the  kidney  may  attain  a  size  too  larf^  U>  become 
engaged  in  the  upper  end  of  the  ureter,  when  renal  colic  will  be  absent,  or  it  may  cause 
hydronephrosis,  renal  abscess,  or  pyonephrosis,  of  which  symptoms  may  be  present. 

Renal  Tuberculosis,  apart  from  the  miliary  form  of  children,  is  not  uncommon  as  a 
primary  disease  of  one  kidney.  The  patients  affected  are  usually  young  adults,  who  com- 
plain of  n  constant  aching  in  one  loin,  with  occasional  attacks  of  more  acute  pain  resembling 
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renal  colic.  At  the  onset  of  the  disease,  when  the  foci  are  limited  to  Ihc  renal  tissues,  there 
is  no  change  in  the  urine  beyond  the  occasional  presence  of  albimiin  ;  but  as  it  advances 
the  foci  coalesce  and  form  a  softened  area  which  o|>ens  into  the  renal  {lelvis.  when  there 
is  a  constant  discharge  of  small  quantities  of  pus  and  blood  in  the  urine.  The  lil>eration 
of  tuberculous  material  into  the  renal  pelvis  and  ureter  causes  infection  uf  the  mucous 
lining  of  these  passages,  and  is  nmrked  almost  constantly  by  increased  fre(|uency  of 
micturition  during  both  day  and  night,  even  before  any  tuberculous  infection  has  occurred 
in  the  bladder.  These  cases  are  often  mistaken  fur  renal  calculus,  but  in  any  case  of  [ler- 
sistent  slight  lucmaturia  or  pyuria  a  careful  search  should  he  made  for  tul>ercle  bacilli  in 
the  urine.     It  should  be  noted  also  that  a  skiagram  may  show  a  distinct  shadow  produced 
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by  a  tuberculous  Tociis  Id  tlio  kidney  (Fig.  134),  but  its  outKnc  generally  differs  from 
due  to  a  calculus  in  its  less  definite  border.  In  renal  tuberculosis  the  hsmaturiii  ii  n 
increased  by  exertinn  on  the  part  of  the  patient,  as  is  frequently  the  case  with  cslo 
and  )>Bin  in  the  loin  is  less  mitigated  by  rest  in  bed.  In  renal  tuberculosis  the  kma 
end  of  the  ureter  of  the  affected  side  may  often  be  felt  to  be  thickened  on  examii 
per  vaginam.  or  per  rectum,  whilst  in  the  male  tuberculous  nodules  may  be  felt  in  tte 
prostate  or  vesicles. 

In  Renal  MohiUly.  hsematuria  is  certainly  uncommon,  but  occurs  occasionally, 
the  case  of  a  ]>aticnt  with  markedly  increased  renal  mobility,  hteniaturia  may  follow  tKj 
exertion,  such  as  hunting  or  dancing.  Renal  mobility  is  so  common,  howe^'cr.  that  Ik 
occurrence  of  hematuria  should  in  any  case  arouse  suspicion  of  some  other  lesion  of 

urinary  tract,  and  a  thorough 
examination  both  of  the 
especially  for  tubercle  bi 
and  of  the  bladder  (by  tte 
cystoscope)  and  of  the  Lidncj, 
should  be  made  before  Uf 
attempt  at  fixation  is  undtr- 
tflken.  Movable  kidney  mtr 
be  entirely  painless  and  |iR 
rise  to  no  symptoms  whit- 
ever,  or  may  cause  lumbn 
aching  or  attacks  of  kbIc 
pain  resembling  renal  odk 
(Dietl's  crises).  It  fiequentlr 
causes  gastro  -  intestinal  dii- 
turbance  from  the  drag  upea 
the  duodenum  in  relation  U 
it,  and  occasionally  also  poly- 
uria and  increased  frequraq 
of  micturition.  The  tddatf 
can  be  felt  to  be  mo^'ablc 
but  care  must  \x  taken  not 
to  mistake  other  abdomiul 
swellings  for  a  kidney  («t 
Kidney,  Enlargement  of, 
p.  352). 

llydroniphrosi*  occasion- 
ally (lives  rise  to  lucmaturii. 
and  the  combination  of  mi*l 
tumour  and  hsemaluria  wouW 
^*>K8^^     ^     growth     in    the 
/■-V-nt.- likNiuriuni  Inn  rnseodiiiwiii.uL-kiiiiicy  Btiiii.vonn'hro8i«;  the       kidney.    The   blood    (roni  • 
S'i' bi' mi^^"l^^?i?"lK^l™hU^ra7mll"^^^        '"  "'"  "'''  '"'*"'"''™'  '™'^'''       hydronephrotic  kidne>-,  ho«- 
{fi-iatn'n  fry  iir.  c.  Thurnait  HuBtnid.i  evcr,  IS  very  rarely  copious, 

and  the  other  symptoms  of 
liydronephrosis  would  ilistin^ruisli  the  two,  in  ))articular  intcmiittency  with  corresponding 
changes  in  the  amount  of  the  urine. 

Poli/cj/stic  disease  of  the  kidneys  is  conunonly  accompanied  by  tucnwturis  in  the  lain 
stages  of  the  disease.  It  occurs  in  early  childhood  or  in  adult  life,  and  is  most  conunonly 
bilateral.  forming  an  enlargement  of  each  kidney  which  may  reach  large  dimensions, 
although  on  the  other  hand  a  tumour  may  only  be  felt  on  one  side.  In  the  eariy  stsfT^ 
the  diagnosis  is  dilTlcult :  but  later,  pain,  bilateral  tumour,  hsematuria,  and  signs  of  mul 
inedicieney  will  be  j>resent.  The  renal  tiunour  caused  by  polycystic  disease  is  smoolh 
and  rounde<l,  but  differs  from  bydmnrphrosis  in  that  fluctuation  can  seldom  l>e  obtained. 
Hilateral  hydronephrosis  will  be  diagnosed  from  jralyeystic  disease  by  the  finding  of  some 
lesion  obstructing  the  norinul  urinary  flow,  such  us  stricture  of  the  urethra,  prostatir  or 
\-csical  tliscasc,  or  cnrcinonia  of  the  pelvic  organs  m\-ad\v\%  the  uceters. 
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Oxaluria  (p.  423)  may  give  rise  to  slight  hsematuria.  The  passage  of  large  numbers 
of  oxalate  crystals  in  the  urine  occurs  in  some  patients,  especially  after  a  diet  containing 
rhubarb,  gooseberries,  or  tomatoes,  and  is  often  accompanied  by  dyspepsia.  An  examina- 
tion of  the  urine  on  successive  days  will  demonstrate  the  condition.  The  aching  in  one 
loin,  and  the  presence  of  envelope  crystals  in  the  urine,  may  simulate  renal  stone,  but  the 
absence  of  a  shadow  in  a  skiagram  will  disprove  the  latter. 

Acute  \ephritis  is  accompanied  by  ha^maturia,  but  is  usually  obvious  by  the  sudden 
onset  of  the  disease,  by  the  history  of  some  specific  fever,  or  of  a  chill,  and  by  the  subcu- 
taneous cedema.  The  urine  is  scanty  and  of  high  specific  gravity,  and  contains,  in  addition 
to  blood  discs,  hyaline  and  epithelial  tube-casts,  many  renal  epithelial  cells,  and  abundant 
albumin.  There  are  some  cases  of  acute  nephritis  in  which  no  oedema  occurs,  and  then 
the  abundance  of  renal  tube-casts  in  the  urine  affords  the  main  evidence  as  to  the  diagnosis. 

Essential  Renal  Hcemaiuria  is  the  name  given  to  a  group  of  cases  in  which  definite 
unilateral  hsematuria  is  present,  but  in  which  examination  of  the  kidney  on  exploration 
has  failed  to  show  the  cause  of  the  haemorrhage.  The  bleeding  is  profuse  and  comes  on 
raddenly  without  any  apparent  cause  ;  it  is  intermittent  and  may  be  accompanied  by 
lumbar  aching,  but  there  is  no  tenderness  and  enlargement  of  the  kidney,  and  on  cysto- 
scopic  examination  it  is  proved  to  be  unilateral.  In  the  inter\'als  of  haematuria  there  may 
be  no  albuminuria.  The  kidney  on  exploration  appears  to  be  normal,  but  if  a  piece  is 
removed  for  microscopic  section,  evidence  of  nephritis  will  usually  be  found.  The  evidence 
tends  to  show  that  these  cases  are  probably  due  to  a  unilateral  nephritis. 

B.JJreteric  Calculus  may  cause  haematuria,  either  during  the  descent  of  the  stone 
or  when  the  latter  becomes  arrested  in  the  duct  without  causing  complete  obstruction  to 
the  flow  of  urine.  The  diagnosis  is  usually  easy  from  the  history,  and  the  character  of  the 
pain,  accompanied  by  the  increased  desire  to  micturate  ;  but  in  some  cases  on  the  right 
side  it  may  be  mistaken  for  acute  appendicitis.  The  previous  history  of  the  passage  of  a 
calculus  or  of  renal  symptoms  of  stone  will  usually  be  elicited.  A  skiagram  should  be 
obtained  (Fig.  102,  p.  455). 

C.  Vesical  Causes. — ^The  profuse  haematuria  of  a  papilloma,  villous  tumour,  or  of  a 
villus-covered  carcinoma  of  the  bladder  frequently  occurs  without  any  other  symptom, 
coming  on  suddenly  without  any  exciting  cause  ;  it  may  last  a  variable  time,  and  then 
disappear  entirely,  or  continue  as  a  slight  haematuria  for  some  days.  With  the  carcino- 
matous form  there  may  be  some  increased  frequency  of  micturition  in  the  absence  of  bleed- 
ing, but  in  either  variety  the  clotting  of  blood  in  the  bladder  may  cause  urgent  desire  to 
micturate  or  even  retention  of  urine.  A  rectal  examination  may  give  evidence  of  infil- 
tration of  the  base  of  the  bladder  or  of  the  pelvic  lymphatics  in  the  malignant  form,  but 
it  is  only  rarely  that  an  innocent  tumour  is  large  enough  to  be  felt  per  rectum.  In  the 
inter\'als  between  haemorrhages,  a  cystoscopic  examination  will  demonstrate  the  presence 
of  a  vesical  growth  (Plate  XVI,  Figs.  F  and  G),  It  should  be  noted  that  the  common  situ- 
ation  for  a  vesical  tumour  is  at  the  base  of  the  bladder,  in  close  proximity  to  a  ureteric 
orifice  ;  the  latter  may  be  obstructed,  or  dragged  upon  by  the  growth  in  such  manner  as 
to  cause  renal  distention  or  hydronephrosis,  so  that  a  vesical  tumour  may  give  rise  to  renal 
pain  and  tumour,  and  in  this  way  be  mistaken  for  a  renal  growth.  This  difTiculty  will  l>e 
overcome  by  a  cystoscopic  examination  of  the  bladder. 

Prostatic  enlargement  of  the  adenomatous,  or  more  frequently  of  the  carcinomatous 
variety,  may  cause  haematuria.  The  age  of  the  patient  (54  or  more),  the  increased  fre- 
quency and  difficulty  in  micturition,  the  evidence  obtained  by  rectal  examination  and  by 
catheterization,  suffice  to  diagnose  the  disease.  The  haematuria  of  prostatic  enlargement  is 
often  profuse,  and  may  occur  early  in  the  disease  ;  but  on  careful  inquiry  it  w^ill  usually  be 
found  that  there  has  been  for  some  months  a  gradually  increasing  frequency  of  micturition. 

Vesical  Epithelioma  occurs  in  elderly  patients,  and  causes  slight  but  fairly  constant 
haematuria.  For  haemorrhage  to  take  place  from  a  vesical  epithelioma  there  must  be 
ulceration  of  the  surface  of  the  growth,  and  other  symptoms  will  be  present,  namely, 
increased  frequency  of  micturition  both  day  and  night,  penile  pain  following  the  act  of 
micturition,  and  pyuria.  The  blood  often  occurs  as  a  few  drops  at  the  termination  of 
urination,  or  may  be  mixed  throughout  the  act.  I'sually  a  vesical  epithelioma  is  situated 
on  the  base  of  the  bladder,  and  may  be  felt  as  a  distinct  infiltration  per  rectum. 

Vesical  Tuberculosis  gives  rise  to  exactly  the  same  symptoms  as  an  eY>\X\\e\\ow\«L,  \i\\\ 
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stone,  will  usually  make  the  diagnosis  elear.  It  is  not  uncommon  in  male  children.  The 
calculus  mav  be  felt  from  the  outside  in  the  course  of  the  urethra,  often  at  or  near  the 
meatus,  or  seen  by  an  endoscopic  examination. 

Xcevus  of  the  urethral  mucous  membrane  is  a  rare  but  important  cause  of  severe  and 
recurrent  lucmaturia,  the  patient  generally  presenting  no  other  symptoms  beyond  the 
spontaneous  bleeding  and  serious  anaemia  resulting  from  it.  The  blood  is  passed  both 
with  and  apart  from  micturition.  There  may  or  may  not  be  bleeding  naevi  elsewhere  ;  but 
the  condition  is  precisely  analogous  to  the  small  bleeding  nsevi  of  the  tongue  and  mouth 
that  have  been  described  in  conjunction  with  naevi  of  the  skin  by  Osier  and  others.  The 
diagnosis  of  a  urethral  naevus  could  scarcely  be  made  with  certainty  except  by  urethroscopy. 

II.  HiEMATURIA    FROM    DISEASE   OF   THE    NEIGHBOURING   VISCERA    INVOLVING 

THE    URINARY   ORGANS. 

The  direct  spread  of  carcinoma  of  the  pelvic  organs  may  in  its  progress  involve  the 
bladder,  as  is  not  uncommon  in  the  later  stages  of  carcinoma  of  the  uterus,  vagina,  rectum, 
or  pelvic  colon.  The  infiltration  of  the  bladder  wall  before  actual  ulceration  has  occurred 
is  usually  indicated  by  vesical  irritability,  followed  by  ulceration  and  haematuria,  together 
with  the  passage  of  urine  Ly  the  vagina  or  faecal  matter  in  the  urine.  Occurring  as  a  late 
stage  of  carcinomatous  disease,  there  is  usually  little  difficulty  in  the  diagnosis. 

Ila^maturia  may  occur  during  an  attack  of  acute  appendicitis  from  the  direct  spread 
of  the  inflammatory  process  to  the  vesical  wall.  In  some  cases  in  which  the  inflamed 
appendix  turns  downwards  over  the  pelvic  brim,  it  may  become  adherent  to  the  bladder, 
or  an  abscess  mav  form  in  immediate  relation  to  the  bladder  wall.  The  localized  inflam- 
mat  ion  of  the  vesical  mucous  membrane  causes  haematuria,  whilst  the  sudden  appearance 
of  a  quantiy  of  pus  in  the  urine  has  been  noticed  when  an  appendicular  abscess  has 
ruptured  into  the  bladder.  The  history  of  acute  pain  low  down  in  the  right  iliac  fossa, 
the  pyrexia,  and  general  symptoms  of  peritoneal  inflammation  before  any  urinary  symptom 
was  noted,  will  point  to  the  disease  ;  a  rectal  examination  may  reveal  the  inflammatory 
process  in  the  right  pelvic  region. 

Acute  Salpingitis  or  Pelvic  Abscess  may  similarly  cause  haematuria  from  direct  inflam- 
matory extension  to  the  vesical  wall,  but  this  is  rarer  than  in  appendicitis. 

Tuberculous  and  Dysenteric  Ulceration  of  the  Intestine  have  both  caused  haematuria  by 
the  adhesion  of  the  bowel  to  the  fundus  of  the  bladder  and  the  subsequent  inflammatory 
condition  of  the  mucous  membrane.  In  a  case  of  slight  haematuria,  a  cystoscopic  exam- 
ination showed  a  localized  area  of  intense  congestion  at  the  fundus  of  the  bladder  without 
any  other  vesical  lesion,  and  on  opening  the  abdomen,  a  coil  of  small  intestine,  obviously 
ulcerated  by  tubercle,  was  found  adherent  to  the  peritoneal  aspect  of  the  bladder.  In 
most  cases  the  symptoms  due  to  the  intestinal  disease  would  be  apparent. 

III.  HiCMATURIA    IN    GENERAL    DISEASES. 

The  sudden  plugging  of  a  renal  vessel  by  embolism  {renal  infarction)  is  not  uncommon 
in  cases  of  endocarditis,  and  may  be  accompanied  by  hieniaturia.  The  cnibolism  is  seen 
most  commonly  in  infective  endocarditis  ;  it  is  indicated  by  sudden  pain  in  the  loin,  followed 
by  haematuria.  The  occurrence  of  acute  endocarditis  in  the  course  of  acute  septic  pro- 
cesst»s,  such  as  acute  osteomyelitis,  pneumonia,  or  acute  rheumatism,  is  not  uncommon, 
and  will  usually  be  diagnosed  before  there  is  any  evidence  of  renal  embolism.  On  the 
other  hand,  there  are  certain  cases  of  chronic  heart  disease  in  which  the  first  evidence  of 
infected  endocarditis  having  become  superadded  may  be  the  occurrence  of  sudden 
haematuria  ;  and  in  some  such  cases  there  may  be  difliculty  in  excluding  acute  Bright's 
disease,  because  around  each  infarct  there  is  local  acute  inflanmiation,  and  therefore  the 
urine  will  contain  tube-casts  as  well  as  blood  ;  the  other  signs  of  infective  endocarditis 
(p.  31)  should  be  watched  for. 

I^ukcemia  may  be  accompanied  by  lucmaturia  :  but  the  enlargement  of  the  spleen, 
general  symptoms  of  antemia,  and  the  total  and  differential  blood  counts  (p.  2V)  will  point 
to  the  diagnosis. 

Scurvy  and  the  various  forms  of  PrariRA  (j).  552)  may  each  be  accompanied  by 
haematuria,  but  the  general  symptoms  of  each  disease  are  usually  well  marked  before 
haematuria  occurs.  «.  //.  Jocelyn  Swan, 
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HEMOGLOBINURIA  differs  from  liteniaturia  in  tliat  the  blood  pigme 
solution  in  tlie  urine  apart  from  red  corpuscles ;  small  numbers  of  red  corpi 
ghosts,  may  tie  found  mierost^opically,  but  these  constitute  hematuria  in  as 
the  htenioRlubiiuiria  ;  the  essential  [>art  of  the  latter  is  the  passage  of  the 
disfxilved  out  of  the  red  eorjiuscles.  It  gives  the  same  chemical  teats  as  oi 
spectroscopicnlly  it  is  almost  as  common  to  And  the  bands  of  methsmoglobin 
as  those  of  oxyha-moglobin  (Fig.  30,  p.  80} ;  by  the  addition  of  ammonfur 
spectnnii  ix  chiinged  t<i  that  of  reduced  hvnioglobin  [Fig.  31,  p.  80),  and  I 
addition  of  a  few  drops  of  concentrated  caustic  soda,  that  of  alkaline  htematin 
is  pniduccd.  The  diagnosis  depends  upon  the  discovery  of  blood  pigment 
whilst  the  niicroscojie  shows  no  red  corpuscles,  or  so  few  as  to  be  out  of  all 
the  pigment.  It  is  iin])ortant  that  the  urine  should  be  examined  ftesh, 
owing  to  the  disintegration  of  red  cells  after  they  have  been  passed  as  such,  i 
mistake  for  hiemoglobinuria  that  which  is  really  htematuria.  To  the  naked 
may  be  only  just  tinged  with  a  colour  that  suggests  blood  pigment,  or  it  maj 
bl<M>d  red,  brown,  murky,  or  even  black,  as  in  tropical  blackwater  fever, 
clear  ;   but  clouded  by  mucus,  casts,  amorphous  masses  of  pigment,  and  d€l 

Ilicmoglobinuria  results  from  any  condition  which  leads  to  hcmoglobina 
the  red  corjtuscles  within  the  living  vessels.  It  has  been  produced  in  animals  experimentally 
by  the  injection  of  various  ha^molytie  sera  and  other  substances.  It  may  occur  in  man  as 
the  result  of  the  oral  administration  of  certain  chemical  sutMtances,  such  as  potassium 
chlorate,  phenylhydrazine,  turpentine,  ether,  carbon  bisulphide,  pyrogallic  acid.  naphtliuL 
carbolic,  hydrochloric,  sulphuric,  nitric,  oxalic  and  chromic  acids,  glycerin,  chlorofomi. 
sulphonal,  veronal,  trional,  tannin,  saponin,  strychnine,  urotropine,  and  possibly  quininr ; 
after  the  inhalation  of  certain  toxic  gases,  notably  carbon  monoxide,  carbon  bisulphide, 
naphtha  vapour,  arseniu retted,  antimoniurctted  or  sulphuretted  hydrogen  ;  after  Ihr 
transfusion  of  certain  foreign  sera,  or  after  the  introduction  of  such  poisons  as  those  ur 
snakes,  or  venomous  toads  or  spiders  ;  from  ricin.  abrin.  robin,  crotin,  phallin  :  after  eatin;; 
poisonous  mushnfoms,  toadstools,  or  truffles  :  after  frostbite  and  extreme  ex|iosure  tii 
cold  ;  after  severe  burns  :  after  large  internal  extravasations  of  blood,  especially  thuse 
within  the  abdominal  cavity  ;  in  a  few  cases  in  which  pregnancy  is  associated  with 
toxtemic  symptoms  ;  in  some  new-bom  infants,  occasionally  in  an  obscure  epidemic  form : 
in  association  with  certain  functional  disorders  of  the  vasomotor  system,  especiully 
Raynaud's  disease,  factitious  urticaria,  and  angioneurotic  cedema  ;  after  very  long-Ml^- 
tained  excessive  physical  exertions  and  fatigue  :  in  association  with  severe  forms  of  mirro- 
bial — or  presumably  microbial — toxa'mia.  especially  malaria  and  blackwater  fever,  and  lo 
a  much  less  extent  in  severe  syphilis,  typhoid  fever,  scarlet  fever,  acute  pyogenic  septi- 
cirmia,  gencraliv.ed  anthrax,  yellow  fever  ;  Henoch's  purpura  ;  in  certain  cases  of  nephritis ; 
and  in  that  remarkable  affection  known  as  itaroxysmal  hiemoglobinuria. 

.Although  the  alwve  list  may  appear  formidable,  the  differential  diagnosis  b 
different  diseases  mentioned  will  seldom  depend  solely  upon  the  presence  or  ■ 
luenMtglobinuria.  The  chief  in)|iortance  of  the  latter,  indeed,  lies  flrst  in 
not  mistaking  it  for  hematuria,  and  secondly  in  that  its  occurrence  is  a  sign  that  a 
able  hemolysis  is  taking  place  and  that  the  prognosis  is  proportionately  leas  good.  It  b 
enough  if  the  fact  that  it  may  be  u  complication  of  any  of  the  above  conditions  is  bone  k 
mind. 

The  question  of  whether  bluckwater  fever  is  due  to  the  effects  of  quinine  in  a  patieni 
whose  blood  is  already  susceptible  to  hicmolysis  oit  account  of  malaria,  or  whether  the 
blackwater  is  due  to  a  distinct  and  specific  malady,  has  not  yet  been  settled  ;  the  diagnons 
is.  however,  generally  obvious,  the  geograiihical  circumstances  under  which  the  diseasr 
develops  (xtinting  to  its  nature. 

Parojrjfsmal  htFrnoglobiiiuria  is  rare  ;  but  in  Great  Britain  it  is  probably  the  commonest 
tniusc  of  considerable  lut-moglobinuriu  without  symptoms  of  extreme  illness.  It  may  affn'l 
atlolcscents  or  grown-up  people,  moles  or  females  ;  it  has  probably  several  different  ulti- 
ntate  i-auses  ;  amongst  the  latter,  however,  previous  syphilis  stands  out  pre-eminently,  and 
pniliably  heredity  is  also  a  factor.  Males  are  affetrted  rather  than  females.  The  remark- 
able feature  of  the  malady  is  the  way  in  which  an  attack  can  be  brought  on,  almost  at  »il'> 
bj-  errlain  immediate  causes,  of  wtiich  the  musl  poUftt  is  exposure  to  cold,  others  being 
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excessive  exercise  or  mental  excitement.  Sometimes  the  exposure  has  to  be  consideral>le 
before  haemoglobiniiria  results  ;  on  the  other  hand,  it  may  be  impossible  for  the  patient  to 
keep  his  hands  immersed  in  cold  water  for  any  length  of  time  without  an  attack  ensuing. 
The  urine  may  look  like  blood,  and  the  output  of  pigment,  together  with  considerable 
albuminuria,  persists  for  a  day  or  two  as  a  rule  :  the  attack  may  be  unaccompanied  by 
other  s>'mptoms.  but  sometimes  there  is  a  shivering  attack  or  an  actual  rigor  with  rise  of 
temperature,  and  a  general  feeling  of  illness,  necessitating  res^  in  bed.  Sooner  or  later,  if 
repeated  attacks  occur,  the  patient  becomes  severely  amemic,  with  all  the  sxnnptoms  that 
result  from  such  anemia.  The  diagnosis  may  be  ver\-  difficult  at  the  time  of  the  first  attack, 
but  it  is  relatively  easy  when  the  attacks  recur,  especially  when  there  is  distinct  relationship 
to  some  definite  immediate  cause,  such  as  exposure  to  cold,  to  undue  fatigue,  or  mental 
excitement.  The  main  mistake  to  avoid  is  a  diagnosis  of  tuematuria,  such  as  a  villous 
tumour  of  the  bladder  might  cause.  TKe  way  to  obviate  this  error  is  to  employ  both  the 
microscopic  and  the  spectroscopic  tests  for  blood,  much  pigment  and  few  corpuscles  point- 
ing  to  hsemoglobinuria.  If  there  is  still  doubt  as  to  whether  the  patient  has  hiemoglo- 
binuria  or  tuematuria,  a  little  of  his  blood  serum,  obtained  by  venepuncture,  may  be  exam- 
ined in  the  laboratory  for  Eason^s  reaction,  a  complex  serum  test  which  is  positive  in  essen- 
tial hiemogiobinuric  cases,  negative  in  others  ;  the  Wassermann  reaction  would  prol>ably 
be  tested  at  the  same  time  to  determine  whether  the  cause  of  the  symptom  was  syphilis 
or  not.  Herbert  French, 

n£HWTYSIS  literally  means  blood-spitting,  but  clinically  it  is  restricted  to 
expectoration  of  blood  derived  from  the  lungs,  bronchi,  or  trachea,  to  the  exclusion  of 
blood  from  the  mouth,  nose,  or  pharynx.  Some  include  blood  coming  from  ulceration 
of  the  larynx  under  the  heading  of  haemoptysis  ;  others  do  not,  so  that  the  meaning  of  the 
term  is  arbitrary* ;  for  practical  purposes  it  is  simpler  to  include  the  lar>'nx  as  a  source  for 
haemoptysis. 

The  differential  diagnosis  resolves  itself  into  two  main  portions,  namely,  (I)  .\  deter- 
mination of  whether  the  symptom  has  really  been  haemoptysis  in  the  restricted  sense,  or 
whether  the  blood  has  been  derived  from  the  mouth,  nose,  or  phar>'nx  on  the  one  hand,  or 
the  stomach  on  the  other  ;  and  (II)  If  true  haemoptysis  has  really  occurred,  a  determination 
of  its  exact  cause  in  the  particular  case. 

I.  THE    DISTINCTION    BETWEEN    TRUE    AND    SPURIOUS    HiEMOPTYSIS. 

True  hapmoptysis — that  is  to  say,  ha?niorrhage  from  the  lungs,  bronchi,  trachea,  or 
larynx — can  sometimes  be  distinguished  at  once  from  the  spitting  of  blood  derived  from 
the  nose,  mouth,  or  phar\'nx.  The  occurrence  of  epistaxis,  bleeding  gums,  sore  throat, 
ulcerative  stomatitis,  epithelioma  lingua^,  injury  to  the  mouth,  gingivitis  from  a  carious 
tooth,  or  from  pyorrhoea  alveolaris,  pharyngitis,  septic  conditions  of  the  antrum  of  High- 
more,  or  frontal,  ethmoidal,  or  sphenoidal  air-cells,  or  rarer  conditions,  such  as  lupus  of 
the  palate  or  pharj^nx,  sarcoma  of  the  tonsil  or  of  the  basisphcnoid,  may  generally  Ik? 
detected  by  a  careful  examination  of  the  nose,  mouth,  gums,  and  pharynx  :  moreover 
the  blood  in  these  conditions  is  usually  mixed  with  saliva,  and  water>'.  It  is  im|>ortant, 
however,  to  be  decidedly  guarded  in  concluding  tliat  blood  comes  from  the  mouth,  nose, 
or  throat,  and  not  from  the  lungs  ;  and  a  careful  examination  for  tubercle  bacilli  should 
be  carried  out  in  every  such  case,  lest  the  early  stage  of  phthisis  be  missed. 

The  distinction  between  haemoptysis  and  haematemesis  is  often  easy,  but  sometimes  very 
difficult.  The  history  may  help,  or  the  patient's  own  sensations  may  make  him  certain 
that  he  coughed  up  the  blood,  and  did  not  vomit  it.  The  following  is  a  sununury  of  the 
points  of  distinction  : — 
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1.  The  patient  coughs  the  hloocl  up 

2.  Part  of  the  blood  is  often  frothy 

3.  The   blood  may  oeeiir   l)v  itself,   but   it   is 

often     mixed     with    sputu,     recognizable 
microscopically 

4.  The  blood  is  alkaline  in  reaction 


H.KMATKMESIS. 

1.  The  Mood  is  vomited 

2.  The  blood  is  not  frothy 

.'J.  The  blood  mav  ot»e\ir  hv  itself,  hut  it  is 
often  mixed  with  vomit,  reeo^ni/ahle 
hy  the  presencH'  of  food  particles 

4.  The  hlood  may  be  alkaline  if  it  is  abundant, 
hut  it  is  often  aeiil  from  admixtun*  with 
gastric  juice 
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A.    FL«MOPTYSIS    DUE   TO    ChANGKS    IN    THK 

9.  (>uii^renc  of  the  lunji; 

10.  Infarc*tion  of  the  lun^^ : 

(a)  Kmbolic  ;    (b)  Thrombotic 

11.  Neoplasm    of   the    hm^,    whether 

primary  or  secondary  : 
(a)  Sarcoma  ;   (6)  Carcinoma 

12.  S|)orotrichosis  of  the  lun<r : 

(a)  Aspergillosis  ; 

(b)  Actinomycosis 

(c)  Other  forms 


LrNGs,  continued: — 

13.  Aortic     aneurysm     pressing     on     and 

opening  into  the  lung 

14.  Empyema  bursting  through   the  hmg 

15.  Hepatic  abscess  bursting  through  the 

diaphragm  into  the  lung 
10.  Hydatid  cvst 
17.  Primary  atheroma  of  the  pulmonary 

arterioles 


B.  Hemoptysis   due  to   Changes  In   the 

1 .  Bronchitis  : 

(a)  Acute  ;  (b)  Chronic  ;  (f )  Plastic 

2.  BronchorrliGca 
8.  Bronchiectasis 

4.  Aortic  aneurysm  opening  into  the 

trachea  or  a  lironchus 

5.  riceration    of    the    trachea    or    a 

bronchus : 

(a)  Tertiary  syphilitic 

(b)  Malignant  0. 

(i)  Primary     epithelioma     of 
bronchus 


Bronchioles,  Bronchi,  or  Trachea:— 

(ii)  Invasion   of  a  bronchus  by   a 
mediastinal  sarcoma,  lympho- 
sarcoma, cesophageal   epithe- 
lioma, or  other  neoplasm, 
(r)  .Secondary  to  a  foreign  body,  such 
as  a  button,  a  fruit-stone,  a  tooth, 
etc.  ;  or  to  a  tracheotome  tube 
(d)  Secondary  to  a  caseous  or  calcareous 
bronchial  gland 
Parasitic  infection  by  Distonia  pulmonale 
xvestennanni 


C.  Hemoptysis  due  to  Changes  in   the  Larynx: — 

1.  Acute  laryngitis  6.  Post-diphtheritic  ulceration 

■7,  Injury    to  the    larynx,   by  a   blow,  a 


2.  Tuberculous  ulceration 

3.  Syphilitic  ulceration 

4.  Malignant  ulceration  : 

(a)  Kpitheliomatous 

(b)  Sarcomatous 

5.  Post-typhoidal  ulceration 


throat  grip,  a  cut  thoat,  intubation, 
or  operation 

8.  Lupus  of  the  larynx 

9.  Variolous  ulceration 

10.  Leprosy  of  the  larynx 

1 1 .  Angioma  of  the  larynx 


i).  Hemoptysis  due  to  Cimnges  in  the  Blood: 


1.  Purpura  and  its  various  causes  (p. 

552) 

2.  Scurvy 

3.  Splenomedullary  leuktrmia 

4.  Lymphatic  leukaemia 


E.  Doubtful   Causes  of   Hemoptysis: — 

1.  Granular  kidnev 

2.  Arteriosclerosis 

3.  Vicarious  menstruation 


5.  Pernicious  ansmia 
U.  Lymphadenoma 

7.  Malignant  tyfies  of  specific  fevers,   such 

as  variola  or  measles 

8.  Iliemophilia 


4.  Recurrent  haemoptysis  in  arthritic  sub- 

jects (Andrew  Clark) 

5.  Haemoptysis  in   apparently  sound  and 

liealtliy  young  subjects 


Copious  Hemoptysis  has  only  two  causes,  namely*  rupture  of  an  aortic  aneurysm  into 
trachea,  bronchus,  or  lung  ;  and  rupture  of  an  aneurysm  of  a  pulmonary  arteriole  in  a  lung 
cavity  or  phthisical  I'o/wico.  The  former,  when  once  it  causes  severe  haemoptysis,  nearly 
always  proves  immediately  fatal  ;  the  latter  nuiy  also  cause  rapid  death,  but  sometimes  the 
severe  bleeding  stops,  and  rt^covery  may  ensue.  In  either  case,  however,  there  is  often  a 
stage  of  slight  or  premonitory  bleeding  for  days,  weeks,  or  even  months  before  the  final 
rupture  occurs. 

There  are  some  causes  of  haemoptysis  in  the  al>ove  list  about  which  little  need  be  said. 
The  whole  of  Group  E,  for  instance,  is  open  to  much  doubt  :  it  is  true  that  apparently  sound 
young  subjects  may  have  transient  haemoptysis  and  never  develop  phthisis  ;  on  the  other 
hand  a  certain  proi>ortion  of  such  cases  do  become  consumptive  later,  so  that  the  presump- 
tion is  that  in  all  of  them  the  hiemoptysis  really  has  a  tuberculous  origin,  cure  resulting 
rapidly  in  some,  but  not  in  others.  Particular  care  should  be  taken  in  the  examination  of 
the  sputum  and  of  the  chest  by  the  ordinary  physical  methods,  and  perhaps  by  the  j;-rays 
also,  and  even  although  the  cause  of  the  hiemoptysis  may  not  be  determined  precisely,  the 
patient  would  be  well  advised  to  live  as  healthily  as  possible,  lest  a  further  stage  of  phthisis 
develop.  The  same  applies  to  so-called  vicarious  menstruation  ;  and  in  not  a  few  cases  in 
which  the  hsemoptysis  has  been  attributed  to  the  arthritic  <liathesis,  to  arteriosclerosis,  or 
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to  renal  lesions,  the  cause  may  really  be  an  intercurrent  infection  of  the  lung  by  tul 
bacilli  even  in  middle-aged  or  elderly  people. 

Causes  in  Group  D  seldom  give  rise  to  extensive  true  haemoptysis,  though  there  may! 
much  epistaxis,  bleeding  from  the  gums,  and  so  on.     The  diagnosis  between  the  diffc 
conditions  in  this  group  will  be  found  elsewhere. 

Phthisis  is  by  far  the  commonest  cause  of  haemoptysis.     It  may  be  tlie  very  first 
of  the  disease,  it  may  be  the  last,  or  it  may  occur  at  any  intermediate  stage.     The  amounts 
blood  brought  up  is  very  variable  ;  the  sputum  may  be  only  streaked,  or  a  pint  or  morr 
stream  from  the  mouth.     In  advanced  stages  the  diagnosis  is  not  difficult.     There  is 
history  of  cough,  loss  of  appetite  and  weight,  night  sweating,  and  expectoration  ;  there 
the  wasting  and  flattening  of  the  chest  wall,  especially  above  and  below  the  clavicles,  of 
more  on  one  side  than  the  other  ;  the  deficient  movement  on  respiration,  the  unequal  tactikj 
vocal  fremitus,  the  impairment  of  note,  over  one  upper  lobe  more  than  over  the  other, 
the  bronchial  breathing,  consonating  rales,  bronchophony  and  pectoriloquy  at  one  apod 
with  signs  of  similar  but  less  advanced  disease  at  the  other.     Detection  of  pus  cells,  tuberdej 
bacilli,  and  perhaps  elastic  fibres  in  the  sputum,  is  conclusive.     Haemoptysis  may,  hoiieva;] 
be  the  earliest  evidence  of  phthisis  ;  the  diagnosis  is  then  difficult,  for  the  physical  examini--] 
tion  may  not  reveal  any  abnormal  signs.     Particular  stress  may  be  laid  up>on  greater  promi- ; 
nence  of  one  clavicle  than  of  the  other,  prolongation  of  the  expiration,  and  the  constant  j 
presence  of  one  or  more  apical  clicks,  or  rales,  perhaps  brought  out  only  on  cougtiing.    b, 
some  cases  the  mottled  shadows  seen  with  the  a;-rays  may  assist  the  diagnosis  {Fig.  41, 
p.  103),  although,  taken  by  themselves,  they  may  be  misleading  ;  tubercle  bacilli  may  be 
found  in  the  sputa  quite  early,  so  that  a  careful  examination  even  of  the  most  insigniflctoi 
amount  of  sputum  must  always  be  made  before  a  definite  opinion  as  to  the  cause  of  the 
haemoptysis  can  be  given.     In  the  early  stages  of  phthisis  haemoptysis  results  from  loed 
inflammatory  hyperaemia  with  rupture  of  capillaries  ;  the  amount  of  blood  expectorated  il 
then  usually  small,  and  it  may  amount  only  to  streaking  of  the  sputum.     A  little  later, 
small  vessels  may  themselves  become  inflamed  and  softened,  or  directly  invaded  by  the 
tuberculous  process,  consequently  rupturing  if  any  extra  strain  is  suddenly  put  upon  tbeoi, 
— for  instance,  during  attacks  of  coughing.     This  may  lead  to  a  more  profuse  haemoptyaii 
even  quite  early  in  the  disease.     When  the  malady  is  more  advanced,  caseation  and  bmk- 
ing  down  of  lung  tissue  may  lead  to  softening  of  the  external  wall  of  a  considerable  branch 
of  the  pulmonary  artery,  resulting  in  an  aneurysmal  bulge,  which,  if  thrombosis  does  not 
occur  within  it,  will  sooner  or  later  rupture,  and  cause  a  profuse  and  possibly  fatal  lueroor- 
rhage. 

Cirrhosis  of  the  Lung — Pneumonoooniosis,  Miners'  Phthisis — is  a  particular  variety 
of  fibrosis  due  to  the  inhalation  of  irritating  particles,  especially  amongst  workers  at  certain 
occupations.  Coal  miners  seldom  get  it  ;  although  their  lungs  become  packed  with  carbon 
— anihracosis — these  particles  do  not  seem  to  inflame  the  tissues.  Knife-grinders  suffrr 
from  it — siderosis  ;  so  do  workers  in  certain  limestone  quarries,  rock-drilling  gold  mines, 
and  diamond  mines — silicosis.  The  chief  point  in  the  diagnosis  is  the  history  as  to  occupi- 
tion  ;  there  is  much  doubt  as  to  whether  these  conditions  are  not  really  of  a  chronic  tuber- 
culous nature,  and  tubercle  bacilli  should  be  looked  for  in  all  these  cases,  whilst  the  blood 
should  also  be  tested  for  Wassermann's  reaction,  because  recent  evidence  points  to  syphilb 
being  another  important  factor  in  many  of  these  patients.  The  haemoptysis  is  fiir  less 
frequent  and  less  abundant  than  it  is  in  ordinary  phthisis. 

Mitral  Stenosis  is  the  second  commonest  cause  of  haemoptysis.  Other  forms  of  heart 
disease  seldom  lead  to  it  direct,  though  mitral  regurgitation  may  do  so  occasionally,  and  so 
may  aortic  stenosis  or  regurgitation  when  they  have  caused  secondarj'  mitral  regurgitation. 
Congenital  heart  disease,  unlike  the  acquired  forms,  is  so  liable  to  lead  to  phthisis  that  any 
haemoptysis  associated  with  it  would  arouse  suspicions  of  the  latter.  FungaHng  tndo' 
carditis  may  also  cause  hapmoptysis.  but  as  the  result  rather  of  the  septic  state  or  of  inhtc- 
tion  than  of  the  valvular  lesion.  Mitral  stenosis  is  the  chronic  valvular  heart  disease  jNir 
excellence  to  produce  haemoptysis,  and  it  may  do  so  either  when  there  is  complete  compensa- 
tion or  when  there  is  evidence  of  failure.  When  compensated,  the  right  ventricle  pumps 
blood  into  the  lungs  .with  vigour,  and  causes  great  rise  of  pressure  in  the  pulmonary  vessels 
because  the  blood  cannot  escape  freely  through  the  stenosed  mitral  orifice.  This  is  indicated 
cJJnJcalJj  bv  accentuation  or  reduplication  of  the  second  sound  in  the  second  left  intercostal 
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space  cloBe  to  the  sternum.  At  the  impulse,  which  is  often  not  materiaUy  displaced,  the 
first  sound  will  have  a  slapping;  character,  and  it  will  generally  be  preceded  by  a  shorter  or 
longer  presystolic  rumbling  bruit.  The  latter  is  so  short  sometimes  that  it  may  be  over- 
looked,  but  there  may  be  a  history  of  chorea  or  rheumatism  to  assist  the  diagnosis,  and  the 
accentuated  pulmonary  second  sound  will  arouse  suspicion  in  other  cases,  particularly  if 
the  precordial  impairment  of  resonance  is  increased  upwards  and  to  the  right,  but  not  much 
to  the  left.  The  result  of  the  great  rise  of  blood -pressure  in  the  lungs  is  that  capillaries 
rupture  from  time  to  time  ;  the  resultant  hemoptysis  alarms  the  patient,  but  it  is  really  no 
sign  of  danger  ;  sometimes  patients  have  this  hiemoptysis  whenever  the  heart  is  at  its  best, 
losing  it  again  when  failure  threatens.  Far  different  is  it  when  blood-spitting  occurs  in 
failing  cases  of  mitral  stenosis  ;  it  is  then  generally  due  to  infarction  ur  to  pulmonary 
*  apoplexy.'  The  infarction  is  less  often  due  to  embolism  from  an  ante-mortem  clot  in  the 
right  auricular  appendix  or  other  part  of  the  right  side  of  the  heart  than  it  is  to  Ihrombosit, 
which  results  as  follows  :  atheromatous  degeneration  of  the  pulmonary  arterioles  is  brought 
about  by  the  greatly  increased  tension  within  them  ;  rupture  of  small  branches  of  such 
d^enerated  pulmonary  arterioles  gives  rise  to  '  apoplexies,'  and  the  alteration  in  the 
tunica  intima  due  to  the  atheroma,  together  with  the  deficient  rate  of  blood-How,  strongly 
predispose  to  thrombosis  and  consequent  infarction.  An  embolic  infarct  occurs  suddenly, 
and  causes  acute  pain  in  the  correspondfhg  part  of  the  thorax,  orthopnoea,  increased  cyanosis, 
dyspncEa,  and  hemoptysis  ;  a  thrombotic  infarct  arises  gradually,  and  causes  hiemoptysis 
without  the  other  symptoms. 

VUrimt  Coaching  efforts,  as  in  whooping-cough,  or  emphysema  and  bronchitis,  may 
cause  such  pressure  of  the  fnenum  linguEC  against  the  teeth  as  to  abrade  its  surface  and  lead 
to  the  expectoration  of  blood -streaked  salivary  sputum — spurious  hiemoptysis  ;  it  is  said 
that  they  can  also  produce  true  hemoptysis  ;  this  is  possible,  but  before  blood- spit  ting  in 
any  given  case  is  attributed  merely  to  violence  of  coughing,  every  care  should  first  be  taken 
to  exclude  both  tubercle  and  heart  disease. 

Iniary  to  tbe  Chest  is  not  an  uncommon  cause  of  blood-spitting.  There  need  have 
been  no  fracture  of  a  rib --a  severe  blow  on  the  thorax  sometimes  suffices.  The  only  diffi- 
culty in  the  diagnosis  is  to  be  sure  that  the 
injury  is  the  sole  cause,  and  that  it  has  not 
merely  been  the  Anal  factor  in  producing 
hxmorrhage  from  a  latent  tuberculous  focus 
or  an  aneurysm. 

In  Lobar  PDeumonla  the  uniount  of  blood 
expectorated  is  slight  in  the  majority  of 
cases;  the  sputum  is  thick,  viscid,  tenacious, 
and  generally  there  is  no  more  blood  than  will 
give  it  a  nisty  or  russet-brown  colour.  It 
may,  however,  be  bright  red,  and  in  a  few 
cases  copious  enough  to  be  in  itself  alarming. 
The  difficulty  then  is  to  distinguish  it  fnun 
phthisis,  or  from  lobar  pncum<mia  suiKTjxised 
upon  phthisis.  The  diagnosis  is  often  obvious 
enough  ;  but  sonietimes.  notwithstaniling  tbe 
acute    onset,    the  continued    fever,    the    high 

ratio  of  the  respiration  to  the   pulse-rate,  the       ot  iSt  liil'il;  (Ai"r"''ii'>'ri"ji  ri'uUiTmlu'Te'i ;'T^''tk-  uu 
viscidity  of  the  sputum,  the  presence  of  cap-       I'ut'i'icrci;  livcrfo).   (Hh  nr.  .iiir„i  •:  J-fJaM.> 
sulated  diplocoeci  in  it.  the  abnormal  physical 

signs,  and  the  absentee  of  chlorides  from  the  urine,  serious  doubt  reniains  until  the 
subsequent  course  of  the  case  has  been  watched.  When  the  j;-rays  can  be  ulili7.cd  at  the 
bedside,  a  skiagram  may  sometimes  serve  to  ditTerentiute  between  ]>lithisis  {Fig.  11,  )>.  10:t) 
and  lobar  pneumonia  (Fig.  i:i<i). 

BroBcbopneamoiila  is  a  rare  cause  of  1iirmu|>tysis,  t>ecnnse  the  disease  nniinly  ufTeits 
children  at  an  age  when  no  spitting  occurs.  In  older  ])ationts  hronchopnenmonia  is  gener- 
ally either  influenzal,  or  else  due  to  the  inhalation  of  septic  particles  from  the  mouth  after 
operations  under  ana^thctics.  or  in  association  with  such  diseases  :is  epithclionm  of  the 
tongue,   or  otitis  media  with   lateral   sinus  thrombosis.      Septic    bronchopneumonia    is 

a  19 
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rupturing  of  an  aortic  ancurj'sm  into  a  bronchus,  with  copious  and  rapidly  fatal  luemoptysis. 
may  be  the  very  first  sign  that  anything  is  wrung  ;  and  secondly,  that  in  not  a  few  cases 
there  may  have  been  slight  lucmoptysis  and  blood -streaking  of  tho  sputum  for  weeks  or 
months  before  the  fatal  rupture  ensues  ;  these  preliminary  slight  attacks  of  hemoptysis  are 
probably  due  to  erosion  of  small  vesselsin  the  wall  of  the  bronchus,  and  if  the  aneun'sm  is 
)>artia1ly  obstructing,  say,  the  left  upper  bronchus,  so  as  to  produce  im]>airnicnt  of  note 
over  the  left  apex,  with  a  few  rules  there,  and  hiemoptysis,  it  is  clear  that  a  mistaken  dia- 
gnosis of  phthisis  might  readily  be  made.  Tubercle  bacilli  will  be  persistently  absent  from 
the  sputum,  there  will  very  likely  be  a  previous  history  of  syphilis,  hard  manual  work,  and 
perhaps  drinking  ;  without  the  :r-rays  to  show  the  pulsating  shadow  of  the  aneurysm,  how- 
ever, the  correct  diagnosis  may  be  missed,  and  even  when  the  fatal  rupture  occurs,  the 
condition  may  still  be  erroneously  attributed  to  phthisis,  unless  a  post-mortem  examination 
is  made. 

Empyema  barstliit  through  the  Lung  nuiy  or  may  not  cause  hfcmoptysis  ;  the 
main  features  of  the  case  will  generally  be  an  obscure  febrile  illness  subsequent  to  pneu- 
monia, followed  by  a  sudden  eruption  of  pus  from  the  respiratory  passages,  and  a  repetition 
of  a  similar  copious  expectoration  of  pus  at  i^te^^'als  ;  in  many  cases  there  are  comparatively 
few  abnormal  physical  signs,  for  had  the  empyema  not  been  hidden  away  deeply  in  the 
thorax,  its  existence  would  have  been  diagnosed  earlier,  and  it  would  have  been  relieved  by 
operation  before  it  burst  into  the  lung. 

A  Hepatic  Abscess  that  has  burst  through  the  lung  is  apt  to  give  rise  to  anchovy- 
sauce-coloured  sputum  which  is  characteristic  ;  no  amoeboe  may  t>e  discoverei),  and  the  pus 
win  very  likely  be  sterile  ;  the  dia- 
gnosis is  generally  based  upon  the 
history  of  residence  in  the  tropics, 
possibly  of  an  attack  of  amtrbic 
dysentery,  and  of  hepatic  symptoms, 
pyrexia,  and  rigors  previous  to  the 
expectoration  of  the  blood-stained 
pus.  The  abscess  occurs  on  the  right 
side  more  often  than  on  the  left,  and 
there  may  be  the  typical  dome-shaped 
dullness  at  the  base  of  the  right  lung. 

Hydatid  Cysts  are  much  rarer  in 
ICurope  than  in  Australia  and  New 
Zealand  ;  those  of  the  lung  arc.  as  n 
rule,  secondarv-  to  hydatid  of  the  liver. 
They  may  give  rise  to  neither  signs  nor 
symptoms  ;  on  the  other  hand,  they  . 
may  cause  hiemoptysis.  and  phthisis 
may  be  simulated.  The  .r-rays  are 
very  elFieient  in  detecting  their  spheri- 
cal shadows  {Fig.  i:i7).  The  blood 
may  exhibit  eosinophilia  or  the  sj)eeific 
hydatid  serum  reaction. 

Prtmar;  Atheroma  of  the  Pul- 
monary Arterioles  is  so  rare  as  to  be  _ 

undiagnosable.     There  is  no  relation-        ''"■  '"'■7->''.lmi?i"  °/Lo"ii'i';'i!'r'wi'ot"'i.lM.-fi'"u'i^  """ 

ship  between  systemic  and  jiulmonary 
atheroma,  and  the  commonest  cause  of  the  latter  is  mitral  stenosis,  as  described  above. 

Hnmoptysls  due  to  changes  In  the  Bronchioles,  Bronchi,  and  Trachea,  as  distinct 
from  changes  in  the  lung,  have  to  some  extent  been  incidentally  considered  with  the  latter. 

Brqncliitis  should  never  be  diagnosed  as  the  cause  of  hiemoptysis  until  ]>lithisis  and 
mitral  stenosis  have  been  thon>ughly  excluded. 

Bronchorrhoa  is,  in  most  res)>ects.  only  a  variety  of  bronchitis. 

Bronchiectasis  may  Ik-  assu<-iateil  with  recurrent  slight  or  even  severe  hiemoptysis 
ajtnetimes,  or  when, the  bronehicetasis  is  due  to  obstruction  of  a  bronchus  by  a  thoracic 
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aneurysm  there  may  be  copious  and  fatal  hsemoptysis,  as  described  above.  Bronchiectaai 
seldom  occurs  apart  from  fibrosis  of  the  lung  ;  indeed,  fibroid  lung  is  comnioner  than  bron- 
chiectasis ;  when  fibrosis  and  bronchiectasis  occur  together  and  affect  one  lung  in  particular, 
the  diagnosis  is  relatively  eesy,  for  there  is  deficiency  of  bulk,  movement,  and  resonance, 
tactile  vocal  fremitus,  vesicular  murmur,  and  voice  sounds  over  the  affected  lung:  the 
heart  is  materially  displaced  towards  that  side :  numerous  loud  crackling  rales,  with  or 
without  bronchial  breathing,  bronchophony,  and  pectoriloquy,  will  be  heard  over  scattered 
patches  of  the  affected  lung,  whilst  in  the  intervening  areas  there  will  be  little  to  be  heard 
at  all  ;  the  rales  will  be  brought  out  best  when  the  patient  coughs  ;  the  lung  on  the  other 
side  may  give  relatively  normal  signs.  Clubbing  of  the  fingers  may  be  extreme.  The 
diagnosis  of  fibroid  lung  and  bronchiectasis  itself  is  not  complete,  however,  until  the  precise 
cause  of  the  latter  has  been  ascertained  ;  sometimes  so  complete  a  diagnosis  is  not  possible. 
The  following  is  a  list  of  the  chief  causes  of  the  condition  : — 


1.  Causes  in  the  lung  : — 

Congenital  atelectasis 

Recurrent  attacks  of 

bronchopneumonia 


Delayed    resolution    of 

pneumonia 
Pneumonoconiosis 


lobar  ,    Chronic  tuberculosis 
Sporotrichosis 
i    Recurrent  bronchitis  (doubtfjl) 


2.  Causes  which  act  by  partially  stenosing  a  bronchus  : — 

(a).  Causes  within  the  bronchus  :  (c).  Invasion  of  the  bronchus  from  without : 

A  foreign  body  Aortic  aneurysm 

Inspissated  bronchitic  mucus.  Mediastinal  new  growth 

I  Hodgkin*s  or  lymphadenomatous  glands 

{b).  Causes  in  the  wall  of  the  bronchus  :  ,  Caseous  bronchial  glands 

Syphilitic  stenosis  i  A  hypertrophied  left  auricle  in  some  cases 

Primary  epithelioma.  of  mitral  stenosis. 

3.  Causes  which  have  long  compressed  the  lung  from  the  pleural  side  : — 


Pleuritic  effusion 
Pleural  effusion 
Thick     pneumonic 
lymph 


Empyema 
A  large  heart 
Pericardial  effusion 
Ascites 


Subdiaphragmatic  abscess 
Hepatic  tumour 
Splenic  tumour. 


There  will  be  no  need  to  discuss  each  of  these  here  ;  if  the  different  possibilities  are 
kept  in  mind,  a  probable  diagnosis  can  be  made  fairly  easily  in  most  cases.  Amon^ 
modern  methods  of  diagnosis  one  must  not  forget  the  bronchoscope,  through  which,  in 
skilled  hands,  it  is  often  possible  to  get  visual  proof  of  the  nature  of  a  tracheal  or  bronchial 
obstruction.  The  only  bronchial  causes  of  haemoptysis  that  need  be  dealt  with  further  are 
syphilitic  ulceration  and  infection  by  the  Distoma  pulmonale. 

Syphilitic  Disease  of  a  Bronchus  is  a  tertiary  lesion  of  gummatous  nature,  and  as  it 
heals  it  causes  bronchial  stenosis  and  consequent  fibrosis  of  the  lung,  with  or  without  bron- 
chiectasis. It  will  hardly  be  diagnosed  unless  there  are  other  very  definite  means  of  know- 
ing that  the  patient  has  had  syphilis,  or  is  still  suffering  from  its  tertiary  effects,  or  has  a 
positive  Wassermann  reaction  ;  and  even  then  care  must  be  taken  to  exclude  the  possibility 
of  the  luetic  patient  having  developed  phthisis.  The  influence  of  iodide  of  potassium  in 
such  a  cAse  does  not  afford  conclusive  evidence  one  way  or  the  other,  for  even  though  the 
syphilitic  lesion  heals,  it  leaves  behind  it  the  fibrous  stenosis  of  the  bronchus. 

The  Distoma  Pulmonale  Westermanni  is  ver>'  unUkely  to  be  the  cause  of  hemoptysis 
in  any  patient  who  has  not  been  resident  in  China,  Japan,  or  Formosa.  Historj'  of  residence 
in  those  countries,  on  the  other  hand,  would  suggest  the  diagnosis,  confirmation  of  which 
would  be  afforded  by  examination  of  the  sputum  for  the  parasites  or  their  ova. 

The  differential  diagnosis  of  Haemoptysis  due  to  changes  in  the  Larynx  depends 
mainly  on  two  things  :  the  history  of  the  case,  and  the  condition  seen  locally  with  the 
laryngoscope.  The  histor>'  and  course  are  the  chief  factors  in  diagnosing  acute  simple 
laryngitis,  post-typhoidal,  post-diphtheritic,  or  variolous  ulceration  of  the  larj-nx,  or  condi- 
tions due  to  injury  of  the  larynx  by  a  blow,  a  hand-grip,  a  cut  throat,  or  intubation  or  other 
operation.  Leprous  ulceration  of  the  larj-nx  seldom,  if  ever,  occurs  in  any  patient  who  has 
not  lived  in  leprous  lands,  and  who  has  not  for  a  long  time  exhibited  subcutaneous  and 
cutaneous  evidence  of  his  disease.     Of  the  remaining  five  conditions  given  in  the  list,  namely. 
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tuberculous,  syphilitic,  and  malignant  ulcerations,  lupus,  and  angioma  of  the  larynx,  the 
last  two  arc  very  rare  indeed,  though  both  may  be  diagnosable  by  their  laryngoscopic 
appearance,  particularly  if  there  is  also  lupus  of  the  face  on  the  one  hand,  or  a  tendency  to 
cutaneous  or  buccal  blood-oozing  naevi  on  the  other  (Plate  XVII).  Between  the  remaining 
three  conditions  there  may  be  some  doubt  for  a  time,  but  if  it  can  be  seen  that  the  ulcera- 
tion is  extensive  and  yet  unilateral,  it  is  probably  epitheliomatous  ;  if  tubercle  bacilli  are 
present  in  the  sputum,  if  there  are  apical  lung  signs,  and  if  multiple  shallow  ulcers  can  be 
seen  along  the  epiglottis,  as  well  as  in  the  larynx,  tuberculous  ulceration  is  probable — it 
practically  never  occurs  except  secondary  to  pulmonary  tubercle,  though  the  latter  may  be 
slight  and  may  remain  in  abeyance  whilst  the  laryngeal  tubercle  advances  rapidly  ; 
syphilitic  laryngitis  may  be  diagnosed  by  exclusion,  but  if  there  is  a  tendency  to  healing,  with 
marked  deformity,  after  extensive  bilateral  destruction  of  the  laryngeal  and  neighbouring 
tissues,  and  if  there  is  decided  collateral  evidence  of  tertiary  syphilis,  including,  perhaps, 
a  positive  serum  reaction,  the  diagnosis  may  often  be  made  directly.  The  chief  difficulty 
arises  in  cases  in  which  there  may  be  both  syphilis  and  tubercle  at  the  same  time.  This 
brings  us  back  once  more  to  the  fact  that,  once  it  has  been  decided  that  true  haemoptysis 
has  occurred,  the  next  step  is  to  examine  the  sputum  and  the  chest  carefully  for  signs  of 
tubercle,  and  not  to  diagnose  any  other  condition  until  both  tubercle  and  mitral  stenosis 
have  been  excluded.  Herbert  French, 

HiCMORRHAGE,  GASTRIC— (See  H^matemesis,  p.  265.) 

HiGMORRHAGE  FROM  GUMS.— (See  Bleeding  Gums,  p.  72.) 

HiCMORRHAGE,  INTESTINAL.— (See  Blood  per  Anum,  p.  75;  and  Mel.cna. 
p    385.) 

HiCMORRHAGE  FROM  LUNG.— (See  H.emoptvsls,  r*.  285.) 
HiGMORRHAGE,  NASAL.— (See  Eimstaxls,  p.  220.) 

HidMORRHAGE,  RETINAL.— (See  Ophthalmoscopic  Appearances,  p.  415.) 
HiCMORRHAGE,  SUBCUTANEOUS.— (See  Purpura,  p.  552.) 
HiGMORRHAGE,  URINARY.— (See  ILematuria,  p.  275.) 

HiGMORRHAGE,  UTERINE  AND  VAGINAL.  (Sec  Menorrhagia,  p.  385  ; 
Metrorrhagia,  p.  390  ;   and  Metrostaxis,  p.  392.) 

HiEMOTHORAX.— (See  Chest.  Bloody  Effusion  in    p.  102.) 

HALTING. — (See  Gait,  Abnormalities  of,  p.  251.) 

HAND,  CLAW.— (See  Claw-IIand,  p.  109.) 

HEAD,  RETRACTION  OF. -(See  Ketraction  of  the  Head,  p.  589.) 

HEADACHE  is  one  of  the  commonest  symptoms  met  with  in  medical  practice,  and 
the  various  conditions  with  which  it  is  associated  are  numerous,  as  the  list  ^iven  below 
demonstrates. 

Headache  may  be  the  first  symptom  calling  attention  to  the  existence  of  grave  organic 
disease,  and  the  correct  diagnosis  of  the  cause  of  this  symptom  is  obviously  of  the  greatest 
imix)rtance.  Too  often,  unfortunately,  treatment  of  a  headache  precedes  a  careful 
investigation  as  to  its  cause,  and  an  increased  risk  may  thereby  be  incurred  by  the  patient 
through  the  delay  in  recognizing  some  one  of  its  more  serious  causes. 

The  explanation  of  the  mode  of  production  of  the  pain  known  as  headache  is  not  easy, 
seeing  that  the  brain  substance  itself  is  insensible  to  mechanical  stimulation.  The  men- 
inges are  supplied  with  sensory  nerves,  and  abnormal  stimuli  received  therefrom  reach  the 
cortex  and  give  rise  to  the  impression  of  pain.  Abnormal  states  of  the  intracranial  blood- 
vessels may  cause  pain,  which  is  more  difficult  of  explanation,  as  it  is  uncertain  that  they 
have  any  sensor>'  nerve-supply.  It  seems  pn)bable  that  the  headache  produced  by 
increased  vascular  tension  is  a  pressure  effect  acting  on  the  brain  as  a  whole,  or  on   its 
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coverings  the  meninges.     The  scope  of  this  article  does  not  allow  further  discussion  of  i 
part  of  the  subject.     Certain  general  lines  of  diagnosis  may  be  laid  dovm.      The 
attention  should  be  paid  to  the  character,  situation ,  and  time  of  occurrence  of  the 
and  also  to  accompanying  symptoms. 

Character, —  Whether  throbbing,  paroxysmal,  or   affected  by   movement  or 
Headaches  associated  with  alimentary  disturbance,  and  raised  blood -pressure,  are 
throbbing  in  character,  are  relieved  by  rest  in  a  recumbent  position,  and  are  inere&sed 
movement.     Severe  paroxysmal  attacks  would  suggest  a  neuralgia. 

Situation This  may   be   frontal,    vertical,  occipital,  or   unilateral,  and   in  cases 

organic  disease  of  the  cerebrum  may  be  an  important  indication  and  an  aid  in 
the  situation  of  the  lesion.     In  renal  disease,  the  headache  associated  with  chronic 
is  usually  frontal,  but  may  be  occipital.     It  is  vertical  in  constipation,  the  *  bilious ' 
ache.     It  may  be  unilateral  in  migraine,  tumour,  abscess,  middle-ear  disease  :  or  occi} 
in  cerebellar  disease.     Occipital  headache  may  also  be  simulated  by  myalgia  in  the  mus 
and  tendons  of  the  nape  of  the  neck. 

Time  of  Occurrence. — Headache  associated  with  organic  disease  of  the  brain  or  Hij 
meninges  often  persists  or  becomes  worse  at  night,  and  may  wake  the  patient  from  Ml] 
sleep,  whereas  that  due  to  toxic  and  functional  causes  is  relieved  by  rest  in  a  horizoiitrij 
position.     Grave  suspicion  of  the  organic  nature  of  the  headache  should,  therefore,  at 
a  case  in  which  pain  in  the  head  disturbs  the  patient's  sleep  at  night.     A  headache  e] 
enced  on  rising  in  the  morning  may  be  due  to  a  stuffy,  ill- ventilated  room,  or  to  the 
degrees  of  combined  astigmatism  and  hypermetropia,  or  to  faulty  adjustment  of  the  pil 
Pillows  piled  too  high  may  cause  interference  with  the  cerebral  circulation  and  result  ■ 
headache.     Persistent  morning  headache  may  be  associated  with  chronic  nephritis, 
careful  observation  should  therefore  be  made  of  the  patient's  urine.     Evening 
are  most  commonly  due  to  mental  overwork,  or  eyestrain,  especially  where  some  vii 
defect  exists. 

For  the  pur})oscs  of  classification  it  is  convenient  to  divide  the  causes  of  h( 
into  three  main  groups  : — {A)  Organic  disease  (brain,  intracranial  vessels,  meninges,  iDA,\ 
special  sense  organs)  ;   (B)  Toxic  states  ;   (C)  Functional  conditions. 

A.  Causes  due  to  Organic  Disease. 

These  mav  be  classified  anatomicallv  as  follows  : — 


1.  Diseases  of  the  brain  : — 

Concussion  Gumma 

Tumours  Cysts 

Abscess 


Hydrocephaly  ■  General  panihnti 

Disseminated  sclerosis  I      of  the  insane. 


2.  Diseases  of  intracranial  vessels  : — 

Hirmorrhage       Thrombosis 
(nipture)       j  Embolism 

3.  Diseases  of  the  meninges  : — 

Meningitis,   various  forms  |   Pachymeningitis 

—  localized  or  diffuse        ;   Syphilis — meningeal  type 

4.  Diseases  of  the  skull : — 

I  Innocent 


I  Aneurysm  .  Arteriosclenwii. 

Sy])hilitic  endarteritis     j 


Tumours. 


Tumours 


I  vf»i:»»»,.i^    '  Pnmarv 
\  Malignant    -,  t,         ,* 

^  Secondary. 


Tcrtiarv'  syphilis. 

Suppuration  or  new  growth  in  frontal,  antral,  or  mastoid  sinuses 

Suppuration  or  tumour  in  the  orbit 

Dental  diseases. 


5.  Diseases  of  special  sense  organs  : — 

Eye — errors  of  refraction,  iritis,  glaucoma,  etc. 
-Kar— middle-ear  disease. 

.V(wc— adenoids,    polj'pi,    nasophar\'ngea]    catarrh.      Inflammation   of  one  of 
accessor^'  air  sinuses — frontal,  ctlunoidal,  sphenoidal ;   empyema  of  a  fkontal  si 
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Headache  in  Organic  Cerebral  Disease. 

Time  of  Occurrence, — Organic  cerebral  disease  should  be  suspected  if  a  history  of  recur- 
rent nocturnal  headache  be  obtained. 

Severity, — ^The  pain  is  often  intense,  and  sometimes  paroxysmal  in  character. 

Situation, — This  may  give  some  clue  as  to  the  existence  of  an  organic  lesion.  In  crises 
of  cerebral  tumour  the  pain  may  be  imilateral  or  ^ntal,  or  occipital  with  a  cerebellar 
lesion.  In  middle-ear  and  mastoid  disease  with  unilateral  headache  and  localized  tender- 
ness, occipital  headache  may  be  one  of  the  earliest  symptoms  of  meningitis. 

Associated  Signs  and  Symptoms. — One  or  more  of  the  following  signs  and  symptoms 
may  present  themselves  at  an  early  period  in  cases  of  headache  due  to  organic  cerebral 
disease,  and  their  early  recognition  is  of  great  importance  : — 

Vomiting — that    is    of    the      cerebral  I  Optic  neuritis  {Plate  XIXy  p.  416) 

type '   (see   Vomiting,   p.   763) :     it  i  Irregularity  in  force  and  frequency  of  the 
usually  bears  no  relation  to  food,  and  pulse 

is  not  preceded  by  nausea  I  The  onset  of  drowsiness 

Inequality  of  the  pupils  !  Fits. 

Squint 

# 

Tapping  the  skull  over  the  site  of  the  pain  may  reveal  local  tenderness. 

The  onset  of  any  of  these  signs  associated  with  headache  would  point  to  the  existence 
of  some  organic  lesion,  such  as  are  enumerated  above.  As  in  many  of  these  conditions 
the  diagnosis  is  unattended  with  difficulty,  it  will  suffice  to  direct  attention  to  a  few  of 
them. 

The  headache  occasionally  met  with  in  disseminated  sclerosis  is  sometimes  paroxysmal 
and  accompanied  by  vomiting,  and  is  situated  most  frequently  in  the  back  of  the  head  and 
neck.  The  absence  of  optic  neuritis  and  the  presence  of  the  special  signs  of  disseminated 
sclerosis  should  lead  to  a  correct  diagnosis. 

Cerebral  hcemorrhage,  thrombosis^  and  embolism  are  often  followed  by  headache  of 
varying  severity.  In  cerebral  aneurysm  a  rhythmic  beating  or  pulsation  is  sometimes  felt 
and  rushing  noises  are  heard,  more  particularly  when  the  internal  carotid  is  involved. 
Rhythmic  beatings  or  noises  in  the  head,  however,  do  not  by  themselves  suggest  an  intra- 
cranial aneurysm,  for  they  are  complained  of  commonly  by  many  ansemic  persons  and  by 
sufferers  from  vascular  degeneration,  especially  atheroma  of  the  cerebral  arteries. 

Advanced  arteriosclerosis  is  sometimes  attended  by  severe  headache  accompanied  by 
vomiting  ;  and  cases  have  been  described  presenting  features  closely  resembling  those  of 
cerebral  tumour.  In  arriving  at  the  diagnosis  instrumental  measurement  of  the  blood- 
pressure  is  all-important. 

In  meningitis^  especially  in  the  epidemic  cerebrospinal  and  the  post-basal  varieties, 
the  character  of  the  headache  is  significant.  It  is  usually  very  intense,  is  occipital,  and 
even  at  an  early  stage  may  be  attended  by  stiffness  of  the  neck  and  retraction  of  the  head. 
Examination  of  the  cerebrospinal  fluid  (p.  304)  obtained  by  lumbar  puncture  is  of  great 
importance  in  determining  the  presence  of  meningitis. 

Special  Sense  Organs. — Eye.  Headaches  due  to  errors  of  refraction,  glaucoma,  iritis, 
etc.,  are  generally  frontal  or  temporal.  A  slight  error  of  refraction  may  cause  what  appears 
to  be  a  disproportionately  severe  headache,  particularly  in  children.  This  headache  is 
frontal,  occurs  mostly  in  the  evening  or  after  school  hours,  and  is  often  attended  by 
a  burning,  pricking,  or  watering  of  the  eyes.  Correction  of  the  defect  by  suitable  glasses 
settles  the  diagnosis  by  curing  the  headache. 

B,  Toxic  Causes. 

These  may  be  subdivided  into  two  groups,  one  in  which  the  toxic  influence  is  acquired 
from  without,  or  is  exogenous  ;  the  other  in  which  the  disturbing  element  or  toxin  is 
produced  within  the  body,  and  is  of  endogenous  origin. 

1.  Of  exogenous  origin  : — 

Foul  air,  as  in  close,  ill- ventilated  rooms 

Poisonous  gases,  CO.^,  CO,  chloroform,  ether,  etc. 

Dnigs,  e.^.,  quinine,  iron  in  some  individuals,  salicylates,  opium. 

Alcoliol  I  Tobacco  |  I^ad  poisoning. 
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2.  Of  endogenous  origin  : — 


Uncniia 
Chola^mia 


Gout 

Diabetes 

Gastro-intcstinul  disturbances  :   dyspefisia,  constipation 
Toxaemias  :   s[)ecific  fevers,  pyrexia!  phthisis,  suppuration,  etc. 


As  regards  the  toxic  causes  of  headache  little  further  need  be  said  as  to  the 
of  the  exogenous  poisons. 

llrceniia  is  classed  for  purposes  of  convenience  as  a  condition  due  to  endogenous 
or  substances  produced  within  the  body.      It  stands  out  as  one  of  the  most  impoi 
causes  of  headache,  and  special  attention  must  always  be  given  to  ensure  its 
Unemic  headaches  may  be  met  with  in  all  degrees  of  severity,  from  a  slight  frontal 
ache  felt  on  rising  in  the  morning  to  an  intense  vertical  or  general  cephalalgia, 
unemic  manifestations  may  be  present,  such  as  vomiting,  drowsiness,  dyspnoea,  affectiort| 
of  vision,  and  retinal  changes.     Examination  of  the  urine  in  all  cases  of  headache 
never  be  neglected,  as  regards  its  specific  gravity,  the  presence  of  albumin,  blood,  and  cari&j 

C.  Functional  Causes : 

. ,  111^  f  hich,  in  arteriosclerosis  and  renal  disease 

Abnormal  blood-pressure  j  ,„^   ;„  „„jemia,  morbus  cordis.  Addison's  disease. 

Venous  congestion  I    Menstruation 


Excessive  mental  strain 

Pressure    on    the    head — heavv    hats, 

carr\'ing  weights  on  the  head 
Persistent  noises — ■''  gun  headache  ' 
Sen-sickness — movement  of  boat,  train 


Hysteria — ('  claviis  hystericus  ') 

Migraine 

Epilepsy 

Eye  strain, '  academy  headache 

Sunstroke. 


High  blood-pressure  is  often  a  cause  of  headache,  usually  of  a  throbbing  character, 
accompanied  by  a  sense  of  fullness  of  the  head.  The  headache  tends  to  come  on  towaidi 
evening  and  after  meals.  The  vascular  condition  should  be  ascertained  by  means  of  son* 
suitable  apparatus  for  estimating  blood-pressure. 

Headache  associated  with  low  blood-pressure  (cerebral  anaemia),  as  in  some  forms  cf 
morbus  cordis  and  anaemia  with  feeble  cardiac  action,  is  relieved  by  rest  in  the  horizontil 
position  and  cardiac  tonics  such  as  digitalis  and  iron. 

Venous  congestion  may  cause  headache.  This  is  also  met  with  in  heart  disease  wifli 
failing  compensation.  It  may  also  account  for  the  headache  felt  on  rising  in  the  morniig 
as  the  result  of  sleeping  with  pillows  too  high  or  too  low. 

The  '  clavus  hystericus '  is  a  boring  pain  felt  in  the  vertex  and  in  hysterical  states. 

Headache  in  migraine  is  often  unilateral,  though  quite  commonly  bilateral,  vA 
frequently  it  is  accompanied  by  vomiting.  Transitory  visual  disturbance  usually  precedes 
the  headache. 

In  epilepsy  headache  is  of  frequent  occurrence  in  the  post-epileptic  state,  and  it  should 
be  borne  in  mind  tliat  it  may  also  follow  the  slight  manifestations  of  petit  mal. 

After  sunstroke,  chronic  headache,  usually  vertical,  may  persist  for  months,  and  the 
same  applies  to  many  head  injuries. 

It  is  sometimes  difTicult  to  distinguish  between  headache^  which  implies  pain  inside  the 
skull,  and  neuralgia^  which  is  pain  felt  in  the  peripheral  course  of  a  ner\-e  trunk  (sec  Pain 
IN  TUE  Face,  p.  446).  Neuralgia,  if  of  wide  distribution,  may  simulate  headache.  Caieftil 
examination  may  be  necessary  to  decide  whether  the  supposed  headache  may-  not  in  reality 
be  a  neuralgia.  The  local  distribution,  the  often  intense  and  paroxysmal  character  of  tl* 
pain,  the  presence  of  '  tender  spots,'  the  existence  of  some  definite  exciting  cause  such  tf 
dental  caries,  should  point  to  the  diagnosis  of  neuralgia.  //.  Morley  Fldehrr. 

HEARTBURN  is  a  conmion  symptom,  yet  difficult  to  define.  Apparently  it  is  due  to 
regurgitation  into  the  lower  end  of  the  oesophagus  from  the  stomach  of  acid  products 
of  digestion,  and  it  is  thus  related  to  pyrosis  or  waterbrash,  in  which  similar  acid  products 
regurgitate  suddenly  as  far  up  as  the  upper  end  of  the  pharynx  and  the  back  of  the  mouth, 
causing  a  local  sense  of  burning  acidity  in  the  throat,  and  often  a  temporary  huskiness  of 
the  voice.  Neither  waterbrash  nor  heartburn  is  distinctive  of  any  particular  malady. 
Either  nmy  occur  in  a  perfectly  healthy  individual  who  for  some  transient  digestive  cause 
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has  ratlier  more  gas  in  his  stomach  than  the  latter  can  hold  comfortably  ;  with  the  escape 
of  some  of  this  gas  a  drachm  or  two  of  the  liquid  gastric  contents  may  be  shot  up  into  the 
lower  end  of  the  (esophagus  to  cause  heartburn,  or  further  up  still  to  cause  waterbrash. 
On  the  other  hand,  if  the  symptoms  are  persistently  troublesome,  either  may  indicate  more 
serious  lesions,  such  as  flatulent  dyspepsia  (see  Flatulence,  p.  240)  or  pyloric  stenosis 
from  healed  ulcer  or  gastric  carcinoma  (see  Dilatation  of  the  Stomach,  p.  173).  If  the 
symptoms  are  obviously  not  transient,  analyses  of  test  meals  (pp.  270  and  819)  or  a;-ray 
examination  of  the  stomach  (Fig,  122,  p.  245)  may  be  required  before  the  diagnosis  of  their 
cause  can  be  established.  Duodenal  ulcer,  gall-stone  dyspepsia,  appendix  dyspepsia, 
and  ileocaecal  kinking  will  also  need  to  be  borne  in  mind  as  possibilities. 

The  actual  symptoms  of  heartburn  take  two  forms.  The  first  consists  in  a  more  or 
less  acute  pain,  sometimes  of  a  really  burning  character,  more  often  of  a  severe  aching, 
boring,  or  even  lancinating  type,  referred  to  the  mid-line  of  the  lower  end  of  the  gladiolus, 
especially  between  the  two  fifth  costal  cartilages,  coming  on  as  a  rule  an  hour  or  more  after 
food,  when  digestion  is  at  its  height,  beginning  either  gradually  or  suddenly,  often  increasing 
in  severity  for  half  an  hour  or  an  hour,  and  lasting  sometimes  for  several  hours  or  a  whole 
day  ;  this  is  generally  referable  to  its  cause — flatulence — with  ease  ;  especially  if  simple 
treatment  with  bicarbonate  of  soda  and  a  little  rhubarb  relieves  or  cures  the  pain.  The 
other  type  consists  in  attacks  of  acute  gripping  pain  in  the  precordial  region,  especially 
near  the  apex  of  the  heart ;  this  pain  comes  on  quite  suddenly,  and  it  often  lasts  less  than 
a  minute  and  seldom  more  than  a  few  minutes.  While  it  is  there  the  patient  may  find 
himself  unable  to  take  an  ordinary  breath  without  increasing  the  pain  to  an  unbearable 
extent ;  he  therefore  holds  his  breath  entirely  'for  as  long  as  he  can,  generally  presses  a 
hand  over  the  precordial  region,  and  when  he  is  compelled  to  inspire  again  he  finds  that  he 
gets  checked  before  he  has  breathed  in  as  much  aii  as  he  would  like  ;  he  therefore  contents 
himself  for  a  minute  or  two  with  a  minimum  depth  of  breathing,  by  which  time  the  acute 
stitch-like  precordial  pain  passes  ofT  and  he  is  able  to  breathe  normally  again.  The  attack 
may  be  repeated  after  an  interval  of  minutes  or  hours  ;  there  is  often  no  sense  of  palpitation, 
but  in  some  cases  severe  palpitations  accompany  or  follow  the  pain,  and  the  main  difllculty 
is  to  exclude  organic  heart  disease  which  the  patient  fears  his  symptoms  indicate.  When 
the  attacks  are  only  very  occasional,  and  there  is  no  shortness  of  breath,  gastric  disorder 
is  more  probable  than  heart  trouble  ;  when,  however,  the  attacks  are  frequent  and  the 
patient  is  out  of  condition,  it  may  require  very  skilful  judgement  to  decide  that  the  attacks 
of  precordial  colic  are  of  gastric  and  not  cardiac  origin.  Fatty  or  fibroid  or  tobacco  hearts 
are  the  most  difficult  to  exclude  ;  the  relief  the  patient  receives  from  carminatives  such  as 
bicarbonate  of  soda,  gentian,  cajaput  oil,  ginger,  rhubaib,  peppermint,  does  not  necessarily 
indicate  that  the  trouble  is  primarily  gastric  ;  and  even  when  the  fullest  examinations 
have  been  made,  including  the  use  of  the  electrocardiograph,  there  are  many  instances  in 
which  it  remains  very  much  a  matter  of  opinion  whether  the  attacks  are  due  to  myocardial 
changes  or  to  the  much  less  serious  heartburn.  Herbert  French. 

HEART,  ENLARGEMENT  OF.— (See  Enlargement  of  the  Heart,  p.  206.) 

HEART  IMPULSE,  DISPLACED.— The  apex  beat,  which  is  the  lowest  and  outer- 
most point  at  which  the  cardiac  impulse  can  be  felt,  is  situated  in  the  normal  adult  chest  in 
the  fifth  left  intercostal  space,  one-half  to  one  inch  internal  to  the  mammary  line.  It  may 
be  impossible  to  define  the  position  of  the  apex  beat  even  in  health,  on  account  of  increased 
thickness  of  the  chest  wall  either  from  muscular  development  or  excess  of  fat  ;  or  in  the 
female  on  account  of  a  large  mamma.  A  similar  diflioulty  arises  when  the  cardiac  impulse 
is  feeble  ;  when  the  heart  is  overlapped  by  the  left  lung,  as  in  pulmonary  emphysema  ;  or 
when  pericardial  effusion  is  present.  In  children,  the  apex  beat  is  situated  further  to  the 
left  and  a  little  higher  than  in  adults.  Speaking  generally,  it  is  outside  the  mammary  line 
during  the  first  three  years  of  life,  in  the  mammary  line  from  the  fourth  to  the  tenth  years, 
and  it  gradually  reaches  the  adult  position  by  the  age  of  fifteen. 

The  conditions  which  produce  displacement  of  the  cardiac  impulse  are  :  — 

A.  When   the  Bulk   of   the   Heart   is   in    the   Normal   Position. 

1 .  Diseases  of  the  heart  : 

(a).  Valvular  ;    (6).  Myocardial  ;    (c).  Pericardial. 
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tbe  dullness  over  the  base  of  the  lung  is  not  only  in  front,  but  is  likely  to  be  found  behind  as 
well.  There  are  also  signs  of  compression  of  the  lung  by  the  elTusion,  such  as  absence 
of  breath  and  voice-sounds,  tubular  breathing,  or  skodaic  resonance  ;  a'gophony  may  be 
beard  at  the  upper  level  of  the  fluid,  and  it  is  always  Ver\'  suggestive  of  pleuritic  effusion. 
When  the  heart  is  drawn  over  to  one  side  by  the  contraction  of  the  lung^  as  in  fibrosis,  there 
is  impaired  resonance  upon  percussion  over  the  fibrosed  lung,  continuous  with  the  cardiac 
dullness.  The  boundaries  of  the  heart  may  be  difficult  to  define  by  percussion,  but  over 
the  fibrosed  lung,  breath-sounds  are  present,  tubular  in  character,  vocal  fremitus  and  reso- 
nance are  decreased,  and  crackling  rales  and  other  adventitious  sounds  may  be  heard.  When 
the  heart  is  drawn  over  in  this  manner  by  fibrosis  of  one  lung,  the  resonance  over  the 
healthy  lung  will  be  found  to  extend  across  the  middle  line,  and  thus  invade  the  normal 
position  of  cardiac  dullness.  Examination  of  the  chest  by  means  of  the  j?-rays  usually 
helps  to  determine  the  position  of  the  heart  ;  but  large  tumours,  pleuritic  effusions,  etc., 
produce  shadows  which  may  be  continuous  with  that  of  the  heart.  The  pulsations  of  the 
heart  are  generally  well  seen,  especially  in  children,  and  indicate  its  position. 

The  changes  in  the  abdomen  causing  displacement  of  the  heart  upwards  are  not  likely 

to  be  overlooked,  because  there  must  be  a  considerable  amount  of  abdominal  enlargement 

before  the  heart  can  be  raised  by  it  ;   and  therefore  if  displacements  of  the  apex-beat  are 

due  to  ascites,  tympanites,  abdominal  tumours,  or  pregnancy,  the  causes  are  all  of  such  a 

marked  degree  or  in  such  an  advanced  stage,  that  they  are  easily  recognizable.     When  the 

heart  is  displaced  as  the  result  of  marked  changes  in  the  lungs  and  pleurae,  intnithoracic 

tumours,  or  abdominal  enlargements,  the  causes  of  the  displacement  are  usually  found 

first  on  account  of  the  symptoms  and  physical  signs  they  produce  ;    the  alteration  in  the 

position  of  the  apex  beat  is  then  a  confirmatory  sign. 

In  the  first  group,  in  which  the  bulk  of  the  heart  is  in  the  normal  position,  the  direction 
in  which  the  apex  beat  is  displaced  is  of  some  diagnostic  value.  It  is  displaced  downwards 
ind  to  the  left  in  hypertrophy  of  the  heart,  especially  when  it  affects  chiefly  the  left  ventricle. 
]n  mitral  regurgitation  the  apex  beat  is  displaced  outwards  and  to  the  left,  whereas  in  lesions 
^  ttf  aortic  vcUves  the  displacement  is  to  the  left  and  downwards,  so  that  the  apex  beat  is 
commonly  situated  in  the  sixth  intercostal  space.  In  both  these  conditions  the  left 
ventricle  is  enlarged,  but  with  mitral  regurgitation  the  right  side  of  the  heart  becomes 
mlarged  early  in  the  disease,  and  the  apex  is  displaced  much  more  outwards  than  down- 
wards. When  the  right  ventricle  is  alone  enlarged,  as  in  pulmonary'  emphysema,  the  dis- 
placement of  the  apex  beat  is  directly  to  the  left,  and  not  downwards  at  all. 

The  varying  enlargement  of  the  two  ventricles  may  be  fairly  gauged  by  watching  the 
position  of  the  apex.  It  is  raised  and  displaced  slightly  to  the  left  by  any  cause  which 
increases  the  height  of  the  diaphragm,  such  as  ascites,  tympanites,  abdominal  tumours, 
Md  pregnancy.  The  cardiac  impulse  is  also  raised  by  pericardial  effusion.  There  are, 
howe\er,  a  considerable  number  of  cases  of  displaced  apex  beat,  with  the  bulk  of  the  heart  in 
the  normal  position,  in  which  it  is  difficult  to  ascertain  the  cause  of  the  displacement.  This 
is  especially  so  in  young  adults,  in  whom  the  apex  beat  may  be  found  to  be  displaced 
slightly  outwards  without  any  apparent  cause.  If  the  subject  be  a  young  and  muscular 
"MMi  who  otherwise  seems  in  good  health,  the  condition  is  probably  due  to  hypertroi)hy  of 
the  left  ventricle  as  the  result  oieaccessive  athletic  exercise  or  of  some  arduous  nuiscular  work, 
^history  would  confirm  this  view.  If,  on  the  other  hand,  the  patient  is  not  a  muscular 
UMiividual,  the  displacement  may  still  be  due  to  strain,  but  some  other  cause  should  always 
DC  looked  for,  and  in  the  absence  of  any  obvious  cardiac  lesion,  pericardial  adhesions  must 
'W)t  be  foigotten  :  these  may  produce  few  symptoms  except  slight  enlargement  of  the  heart. 
In  young  girls  the  apex  beat  is  often  situated  in  the  mammary  line,  and  this  displace- 
'ticnt  is  associated  with  chlorosis  and  other  debilitating  conditions  which  produce  dilatation 
oftheconus  arteriosus.  The  apex  beat  is  not  only  displaced  outwards,  but  also  raised. 
The  diagnosis  is  confirmed  by  finding  that  the  cardiac  dullness  is  increased  in  an  upward 
direction,  and  by  the  presence  of  a  functional  systolic  bruit  in  the  pulmonary  area  and  a 
^*'  <fc  diahle  in  the  neck. 

In  elderly  people,  in  whom  there  is  no  valvular  disease  of  the  heart,  the  apex  may  be 
"jsplaced^  not  only  as  the  result  of  hypertrophy  of  the  left  ventricle  secondary  to  renal 
^'sease  and  arterial  sclerosis,  and  as  the  result  of  enlargement  of  the  right  ventricle 
secondary  to  pulmonary  emphysema  ;    but  also  as  the  result  of  myocardial  degeneration. 
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The  last  condition  may  be  difficult  of  diagnosis,  but  when  there  is  no  evidence  of  valvutaij 
disease,  emphysema,  chronic  renal  disease,  arterial  sclerosis,  or  anything  causing  displace* 
ment  of  the  heart  as  a  whole,  it  must  always  be  suspected.  Symptoms  which  frequentif ! 
accompany  it  are  dyspnoea  upon  exertion,  attacks  of  syncope,  palpitation,  and  oedemt  of 
the  legs.  The  pulse  is  often  feeble  and  irregular,  and  in  failing  cases  the  impulse  is  feeble, 
a  gallop  rhythm  may  be  present,  and  a  soft  systolic  bruit  at  the  apex. 

Another  form  of  uniform  cardiac  hypertrophy  that  needs  special  mention  is  that  which 
results  from  long-continued  drinking  of  large  quantities  of  fluid,  particularly  beer— tbe 
beer- drinker's  heart.  J.  E.  H.  Sas^, 

HEART  SOUNDS,  ACCENTUATION  OF.— (See  Accentuation  of  Hel\rt  Sounim^ 
p.  1.) 

HEART  SOUNDS,  REDUPLICATION  OF.— (See  Reduplication  of  Heart  SonwB, 
p.  587.) 

HEMERALOPIA.— (See  Vision,  Defects  of,  p.  763.) 
HEMIANiOSTHESIA. — (See  Sensation,  Abnormalities  of,  p.  610.) 

HEMIANOPSIA — or,  as  it  is  sometimes  called,  hemiopia  or  hemianopia — means 
inability  to  see  objects  in  one  half  of  the  field  of  vision.  It  is  generally,  but  arbitrarily, 
restricted  to  cases  in  which  this  defect  is  due  to  changes  elsewhere  than  in  the  retina  or 
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Fig.  13H. — A  diagram  Ulustratin;;  the  con- 
nections of  the  optic  nerves  and  tracts,  the  3rd 
cranial  nen'es,  and  the  occipital  cortex.  A, 
3rd  nerve  jfoing  to  left  eye  ;  B,  ditto  to  ripht 
eye  ;  C,  relay  of  cells  in  optic  thalamus  and 
superior  corpus  quadrigeminum ;  D,  left 
occipital  cortex,  which  s^oes  objects  in  the 
rii?ht  half  of  the  field  of  visfion  :  E,  right  occi- 
pital cortex,  which  sees  objects  in  the  left 
half  of  the  field  of  vision. 


Fig.  139. — A  diagram  showing  how  a  ttimour 
of  the  pituitary  body  affecting  the  decusAating 
fibres  at  the  optic  chiasma  prevents  impulses 
passing  from  the  nasal  tialf  of  either  retina  to 
the  corresponding  cortex  or  to  the  correspond- 
ing 3rd  nucleus.  Hence  bilateral  temporal 
hemianopsia  and  absence  of  pupil  reaction 
to  light  tlirown  on  the  nasal  lialf  of  either 
retina. 


disc.  It  is  not  a  common  condition,  but  it  sometimes  escapes  recognition  because,  which- 
ever half  of  the  visual  field  has  become  blind,  good  vision  remains  at  the  central  part,  and 
even  the  patient  himself  may  not  always  be  conscious  of  his  defect  until  some  aceidcnti 
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ich  as  running  into  objects  in  broad  daylight,  draws  his  attention  to  it.  To  map  out  the 
ind  area  with  accuracy  an  instrument  known  as  the  perimeter  is  required. 

It  is  possible  to  get  hemianopsia  in  one  eye  only,  but  this  is  very  rare  apart  from 
ilnctional  conditions  or  migraine. 

When  both  eyes  are  affected,  the  blindness  may  affect :  (1)  Corresponding  halves  of 
tbe  field  of  vision — hUaUral  homonymous  hemianopsia — spoken  of  as  r^ht  if  neither  eye  can 
Be  objects  in  the  patient's  right-hand  half  of  the  field  of  vision  (Figs.  140  and  141),  and  as 
i^t  if  in  the  left  half ;  or  (2)  Opposite  halves  of  the  field  of  vision — almost  invariably  the 
temporal  halves,  and  referred  to  as  bilateral  temporal  hemianopsia  {Fig.  139). 

These  are  the  only  two  varieties  that  are  of  clinical  importance.  They  are  generally 
ot  the  only  symptoms  in  the  case,  but  they  sometimes  serve  to  localize  certain  cranial 
sions  with  accuracy. 

Bilateral  HoiiHMiymoas  Hemianopsia  has  a  variety  of  causes,  affecting  one  or  other 
'three  main  sites,  namely  :   (a)  One  optic  tract ;   (6)  The  posterior  limb  of  one  internal 
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Pifff.  140. — A  diagram  showing  how  a  legion 
of  the  left  optic  tract  causeB  blindness  of  the 
li^t  half  of  the  field  of  vision  of  each  .eye,  and 
ateo  prerents  the  ptroils  from  reacting  inresponse 
to  a  ray  ot  light  faUing  on  the  blind  half  of  either 
retina. 


Fiy.  141. — A  dia^niim  showing  how  a  legion  of 
the  left  optic  radiations  or  of  tlie  visual  portion  of 
the  left  occipital  cortex  cause:s  blindness  of  the 
right  half  of  the  field  of  visdon  of  each  eye.  but 
does  not  prevent  the  pupils  from  reactiiie  in 
response  to  a  ray  of  light  falling  on  the  blind  half 
of  either  retina. 


Psule  ;  or  (c)  The  optic  radiations  or  one  occipital  region  at  or  near  the  cuneus.     In  any 

these  sites  the  pathological  lesion  may  be  either  vascular — thrombosis,  haemorrhage, 

^bolism,  or  intermittent  closure  ;  or  a  neoplasm,  such  as  a  gumma,  a  tuberculous  nodule, 

inflammatory  swelling,  or  a  gliomatous,  carcinomatous,  or  sarcomatous  nodule.     The 

^  step  is  to  locate  the  site  of  the  lesion  ;  its  nature  will  then  be  determined  more  easily, 

Cause  in  the  internal  capsule  a  haemorrhage,  thrombosis,  or  embolism  of  the  middl? 

^ebral  artery  is  the  commonest  cause  of  the  symptom  ;    a  neoplasm,  or  an  abscess,  is 

obably  its  commonest  cause  in  the  occipital  cortex,  though  an  abscess,  or  rupture  or 

olusion  of  the  posterior  cerebral  artery  would  also  be  thought  of ;  in  the  optic  tract  it  is 

often  as  not  gummatous,  or  in  some  other  way  syphilitic. 

Bilateral  Temporal  Hemianopsia. — There  is  only  one  spot  at  which  a  single  lesion 
ti  produce  this  condition  ;  this  is  at  the  central  part  of  the  optic  chiasma,  where  the  fibres 
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from  the  nasal  half  of  each  eye  are  decussating.  The  three  commonest  causes  of  this  me 
lesion  are  :  (a)  Hypertrophy  of  the  pituitary  body,  a  condition  which  also  leads  li' 
acromegaly,  so  that  it  is  important  to  test  for  bilateral  temporal  hemianopsia  in  every  em 
of  acromegaly,  and  it  will  be  found  in  a  certain  number  ;  (6)  Callus,  resulting  from  a  fat- 
ture  of  the  base  of  the  skull  through  the  basi-sphenoid  bone  ;  (c)  A  gumma  or  other  tumov 
in  this  region.  The  differential  diagnosis  between  these  three  groups  will  generally  be 
obvious  enough  when  the  variety  of  hsemianopsia  has  been  established. 

In  order  to  decide  the  locality  of  the  lesion,  it  is  essential  in  the  first  place  to  detemuK 
whether  a  pencil  of  light  falling  upon  that  part  of  the  retina  which  cannot  see  is  able  to 
evoke  a  reflex  contraction  of  the  pupil.  This  requires  careful  testing  in  a  dark  room,  with 
a  small  pencil  of  light  directed  towards  different  portions  of  the  eye  at  the  obser\-er'8  wl 
by  a  suitable  mirror  or  lens.  Anatomical  considerations  make  it  obvious  that  if  the  o{iti: 
tract  is  destroyed  there  is  no  path  by  which  the  light  impulses  from  the  non-seeing  portioii 
of  retina  can  reach  the  oculomotor  nucleus,  so  that  there  will  be  no  reflex  movement  of  tk 
pupil  in  rcvsponse  to  light  (Fig,  140).  If,  on  the  other  liand,  the  optic  tract  is  intact,  tk 
lesion  being  in  the  posterior  limb  of  the  internal  capsule,  or  in  the  optic  radiations  or  the 
cuneus,  the  same  hemianopsia  results,  but  the  pupils  react  to  light  stimuli  falling  upon  the 
blind  halves  of  the  retinae  (Fig.  141). 

If  the  light  reflex  is  lost  the  lesion  is  at  once  located  to  the  optic  tract,  provided  tbae 
is  no  obvious  trouble,  such  as  cataract,  or  locomotor  ataxy,  or  iritic  adhesions,  to  pre\'ait 
the  reaction.  If,  on  the  other  hand,  the  light  reflex  remains,  the  lesion  must  be  in  one  of 
the  three  other  places  mentioned,  and  in  determining  this  the  history  may  help  considenUif. 
If  there  has  been  an  apoplectic  seizure  in  an  elderly  person,  haemorrhage  in  the  region  of  ] 
the  internal  capsule  is  likely,  and  there  will  often  be  both  hemiparesis  and  hemipaici- 
thesia  at  the  same  time.  In  a  younger  person  suffering  from  heart  disease,  a  somewhit 
similar  history  would  point  to  embolism  involving  the  posterior  limb  of  the  internal  capsule. 
If,  on  the  other  hand,  there  has  been  a  slow  onset,  with  increasing  headache,  vomiting,  and 
giddiness,  then  a  neoplasm  or  gumma  affecting  the  optic  radiations  or  one  occipital  pole 
will  be  not  unlikelv. 

If  the  patient  is  unable  to  see  things  in  the  right  halves  of  his  fields  of  vision,  the  lesion 
will  be  in  his  left  optic  tract,  left  internal  capsule,  left  optic  radiations,  or  left  cuneus,  as 
the  case  may  be,  and  vice  versa. 

Hemianopsia  due  to  migraine  or  to  intermittent  closure  of  cerebral  vessels  will  be 
distinguished  from  that  due  to  the  other  causes  by  its  presence  on  some  occasions  and  its 
absence  on  others. 

Irregular  or  partial  forms  of  hemianopsia  result  from  irregular  or  partial  lesions  in  the 
optic  tract  or  other  regions  mentioned  above.  The  differential  diagnosis  is  then  more 
didicult,  though  it  is  made  upon  the  same  lines  as  those  described  above.  From  a  dia- 
gnostic point  of  view  it  is  fortunate  perhaps  that  hemianopsia,  when  it  occurs  at  all.  is 

generally  definite,  and  either  bilateral  temporal  or  bilateral  homonymous. 

Herbert  FrtHch. 

HEMIPLEGIA  signifies  loss  of   motor  power  in  the  limbs  of  one  side  ;    the  face, 
especially  its  lower  half,  being  affected  frequently  at  the  same  time.     In  the  great  majority 
of  cases  the  face  is  paretic  on  the  same  side  as  the  affected  arm  and  leg,  but  there  is  one 
important  exception,  namely,  when  the  lesion  is  in  one  side  of  the  pons  Varolii,  when  there 
is  paralysis  of  the  face  upon  the  same  side  as  the  lesion,  and  of  the  arm  and  leg  upon  the 
opposite  side — a  condition  known  as  crossed  hemiplegia.    The  lesion  in  most  eases,  how- 
ever, is  in  or  near  the  internal  capsule,  less  often  in  the  motor  cortex,  of  the  opposite  side 
to  that  which  is  heniiplegic.     There  may  or  may  not  be  hemianaesihesia  (p.  610) ;  and  in 
rare  cases,  when  the  lesion  is  far  back  in  the  internal  capsule,  there  may  also  be  Hemi- 
anopsia (p.  300).     When  the  cause  lies  in  the  internal  capsule,  the  paralyzed  muscles  may 
be  either  flaccid  or  spastic,  but  they  do  not  as  a  rule  exhibit  the  athetotic  and  other 
involuntary  movements  that  cortical  lesions  may  give  rise  to  (see  Contractions,  p.  131). 
When  a  patient  has  difliculty  in  speech  associated  with  hemiplegia,  it  is  important  to 
distinguish  dysarthria  from  aphasia  (see  Spekch,  ABNOB&iALrriES  of,  p.  626).     Lesions 
of  the  internal  capsule  often  produce  difficulty  in  using  the  tongue,  which  renders  speech 
mechanically  difficult  (dysarthria) — a  very  different  thing  from  the  aphasia  or  difficulty 
in  uttering  the  correct  words  when  the  mechanism  for  the  movements  of  the  tongue  is 
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unaffected.  True  aphasia  associated  with  hemiplegia  suggests  a  lesion  at,  or  close  to, 
Btoca's  area  of  the  cortex  on  the  left  side,  and  is  therefore  far  less  common  with  left-sided 
tlian  with  right-sided  hemiplegia. 

The  fact  of  hemiplegia  is  generally  not  diflioult  to  determine,  though  in  some  eases 

there  may  be  so  slight  a  weakness  that  doubts  arise  as  to  whether  there  is  any  hemiplegia 

at  all.    Routine  examination  of  such  a  patient  will  generally  detect  a  little  inequality  in 

the  degree  to  which  the  eyes  can  be  closed  firmly,  a  slight  difference   in  the  depth  of  the 

two  naso-labial  folds  when  the  patient  opens  his  lips  with  his  teeth  elenehed,  a  greater 

difference  than  previously  between  the  two  hand-grips,  as  measured  by  the  dynamometer, 

■lightly  brisker  radial  and  ulnar  wrist-jerks,  or  tricipital  and  bicipital  elbow-jerks  upon  the 

affected  side,  inequality  of  the  knee-jerks  with  a  tendency  to  exaggeration  upon  the  paretic 

fide,  with  corresponding  extensor  plantar  reflex  and  increased  Aehillis  jerk  or  even  ankle- 

dontis.    All  these  changes  will  be  pronounced  in  cases  where  the  hemiplegia  is  more 

definite,  though  if  the  patient  be  seen  within  a  short  time  of  the  onset  of  hemiplegia  from 

fseiebral  hsemorrhage,  the  tendon  and  other  reflexes — which  will  presently  be  exaggerated 

should  the  patient  survive — may  for  the  time  being  be  decreased  or  even  imobtainable 

upon  the  affected  side. 

Stress  is  often  laid  upon  the  presence  or  absence  of  rigidity  in  connection  with  hemi- 
plegia, particularly  according  as  the  rigidity  comes  on  early  or  late  in  the  case.  This  helps 
less,  however,  in  the  diagnosis  than  it  does  in  the  prognosis.  A  few  cases  of  hemiplegia 
are  flaccid  throughout,  though  this  is  uncommon  if  the  patient  survives  and  the  hemiplegia 
persists :  in  cases  of  hemiplegia  due  to  cerebral  haemorrhage,  early  rigidity  generally 
suggests  a  smaller  hemorrhage  than  does  early  flaccid  it  y  followed  by  rigidity  ;  so  variable 
f"       is  this,  however,  that  the  point  is  of  less  value  than  has  sometimes  been  supposed. 

It  is  diflieult  to  classify  the  causes  of  hemiplegia  satisfactorily,  but  the  following  is  a 
summar>'  of  those  discussed  : — 

A. — The    Commoner    Causes    of    Hemiplegia. 
1.  Hemiplegia  of  Moderately   Rapid   Onset. 


Syphilitic    endarteritis    of    a     middle 
cerebral  artcrv. 


Cerebral  haemorrhage 

Thrombosis  of  a  middle  cerebral  artery 

2.  Hemiplegia  of  Sudden  Onset 

Embolism  of  the  middle  cerebral  artery,  generally  due  to  mitral  stenosis,  or  to  fungatiii^ 
cndociirditis. 

3.  Hemiplegia  dating  from  Birtli,  or  from  infancy,  and  resulting  from  : — 


Injury 

Congenital   malformation 

Acute  encephalitis 


Sinus  thrombosis 
Menlnj^ococcal  meningitis. 


B. — Less    Usual    Causes    of    Hemiplegia. 

General  paralysis  of  the  insane  i  Stab  or  bullet   wound  injuriiii^  the  spinal 

Borderland  siiflicicncy  of  the  cerebral  cir-  i  cord  in  the  cervical  rej;ion 

culation    in   old    people    (intermittent  j  Meningitis,  whether  tuberculous,   suppiira- 
claudication)  tive,  posterior-basal,  or  cfiidcniic  cerc- 

Ccrehral  tumour,  with  or  without  ha*nior-  brospinal 

rhage  into  it  '  Disseminated  sclerosisi 

Cerebral  abscess  i  Caisson  distase 

Hen-ichorcji  I  Hysteria. 


Granted  that  a  patient  is  suffering  definitely  from  hemiplegia,  the  exact  cause  ol 
the  symptom  has  to  be  determined.  One  may  say  at  once  that  the  diagnosis  is  easy  in  a 
very  large  proportion  of  cases.  Hemiplegia  of  moderately  rapid  onset  in  a  patient  over 
fifty  years  of  age  is  almost  certainly  due  to  cerebral  hirmorrhagCy  particularly  when  it  is 
associated  with  coma  (p.  117)  of  rapid  but  not  instantaneous  onset,  when  there  is  a  high 
blood-pressure  and  enlargement  of  the  heart,  with  a  ringing  aortic  second  sound,  with  or 
without  albuminuria  or  other  evidence  of  granular  kidney  or  arteriosclerosis.  If  the 
hemiplegia  has  been  of  gradual  onset  in  a  young  adult,  particularly  if  one  limb  is  very  much 
more  affected  than  the  rest  of  that  half  of  the  body,  if  there  had  been  i)rem()nitory 
symptoms  for  some  hours,  or  even  days,  before  the  paresis  became  marked,  and  if  there 
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has  been  no  loss  of  consciousness,  the  great  probability  is  that  the  patient  is  suffering  hm0^^ 
syphilitic  endarteritis  of  the  middle  cerebral  artery,  with  or  without  secondary  tkronAomA 
The  diagnosis  may  be  confirmed  by  a  history  of  syphilis,  by  the  occurrence  of  cutaneov 
ulcers  or  other  syphilitic  lesions,  or  by  a  positive  Wassermann's  serum  reaction. 

If  the  patient  is  young,  if  the  hemiplegia  has  been  of  absolutely  sudden  onset,  genenlff 
without,  but  sometimes  with,  loss  of  consciousness,  the  probability  of  embolism  of  ir 
middle  cerebral  artery ^  secondary  to  mitral  stenosis  or  to  fungating  endocarditis,  will  be  a» 
siderable,  and  the  diagnosis  will  generally  be  confirmed  by  physical  examination  of  tk 
heart,  and  by  inquiry-  into  the  history  as  regards  acute  rheumatism,  chorea,  or  ote 
rheumatic  affections.  In  cases  of  fungating  endocarditis  one  would  look  for  the  signi 
described  on  p.  34. 

If  the  patient  has  been  hemiplegic  from  birth  or  from  early  infancy,  the  probabflitj 
is  that  there  has  either  been  on  injury  to  the  opposite  side  of  the  brain  at  birth,  or  cong^nM 
malformation  of  that  side,  or  acute  inflammation  of  it  after  birth — ^the  result  perhaps  d 
acute  encephalitis,  sinus  thrombosiSy  or  even  meningococcal  meningiHs  which  has  reoovoei 
It  is  particularly  in  these  infantile  cases  that  hemiathetosis  is  liable  to  be  associated  with 
the  hemiplegia. 

Although  the  above  are  by  far  the  commonest  causes  of  hemiplegia  at  the  diffeRdt 
age-periods,  it  is  possible  for  them  to  overlap  as  regards  age  incidence ;  and  oh 
occasionally  sees  fatal  cerebral  hsemorrhage,  apparently  of  the  senOe  type,  in  persons  nol 
much  over  twenty  ;  similarly,  syphilitic  thrombosis  of  the  middle  cerebral  artery  nnf 
not  occur  until  after  fifty  ;  fungating  endocarditis  followed  by  cerebral  embolism  nnf 
occur  at  any  age,  though  it  is  commonest  in  young  persons  ;  the  same  applies  to  ceidlHO' 
spinal  meningitis.  The  diagnosis  will  be  indicated,  if  at  all,  by  other  symptoms  than  tke 
hemiplegia.  In  doubtful  cases  assistance  may  be  derived  from  lumbar  puncture  and 
analyses  of  the  cerebrospinal  fluid  :  the  following  are  some  of  the  main  points  in  which  the 
latter  may  differ  from  the  normal  under  various  pathological  conditions : — 

Appearance. — Cerebrospinal  fluid  is  normally  quite  clear  and  free  from  colour,  » 
that  in  a  test-tube  it  may  be  diflicult  to  distinguish  it  from  water  ;  when  there  are  inflam- 
matory changes  in  the  central  nervous  system,  particularly  in  all  the  acute  forms  of 
meningitis,  the  fluid  becomes  opalescent,  turbid,  purulent,  or  even  fibrinous  ;  and,  instead 
of  being  colourless,  it  may  develop  a  yellow  or  reddish-brown  colour — when  eoagulable 
proteid  is  also  present  the  combination  has  been  termed  the  xanlho-proteic  reaction. 

Specific  Gravity. — Its  normal  specific  gravity  is  low,  lying,  as  a  rule,  between  1"0D4 
and  1-007.  It  may  retain  a  normal  specific  gravity  even  in  diseased  conditions,  for  instance, 
in  cases  of  general  paralysis  of  the  insane  ;  but  with  inflammatory  changes,  such  as 
meningitis,  the  specific  gravity  is  liable  to  increase. 

Tension. — Normally  the  fluid  drops  out  through  the  lumbar-puncture  needle  at  the 
rate  of  60  drops  per  minute.  If  it  exudes  at  a  lower  rate  than  this  no  definite  deduction 
can  be  drawn  ;  but  if  the  rate  of  outflow  is  higher  than  one  drop  per  second,  it  indicates 
a  condition  of  hypertension  due  to  disease  such  as  meningitis,  cerebral  tumour,  h^^lo^ 
rliage,  or  abscess. 

Reaction. — Cerebrospinal  fluid,  normal  or  abnormal,  is  always  alkaline. 

Cryoscopy. — The  normal  freezing  point  of  the  cerebrospinal  fluid  is  -  0«55*'  C. ;  in 
disease  it  may  be  either  above  or  below  this  :  generally  speaking,  the  greater  the  diminution 
in  the  freezing  point  the  more  likely  is  acute  organic  disease  to  be  present  in  the  central 
nervous  svstem. 

Sugar. — The  amount  of  reducing  substance  in  normal  cerebrospinal  fluid,  estimated 
by  the  reduction  of  Fehling's  solution,  is  approximately  1*5  parts  per  1000  ;  in  diabetes 
niellitus  this  is  more  or  less  increased  ;  what  the  figures  are  in  other  conditions  has  not 
yet  been  established  fully,  but  there  is  some  evidence  to  show  that  the  sugar  is  materially 
decreased  in  dementia  prtccox. 

Urea. — Urea  in  cerebrospinal  fluid  amounts  normally  to  0*15  parts  per  1000  ;  the 
disease  in  which  there  is  any  material  increase  in  this  is  ursemia,  and  the  excess  of  urea  in 
cerebrospinal  fluid  in  this  condition  is  sometimes  an  important  point  in  the  differential 
diagnosis  in  cases  of  coma. 

Proteids. — There  is  little  if  any  eoagulable  proteid  in  normal  cerebrospinal  fluid ; 
careful  analyses  have  shown  that  no  albumin  is  present,   but  that  there  are  traces  of 
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^obuiin  ;  in  diseased  conditions,  particularly  those  associated  with  inflammation  within 
t|ie  cranium  or  spinal  canal,  there  are  albumin,  more  globulin  than  normal,  and  often 
some  nudeo-proteid. 

Choline. — Some  stress  was  laid  at  one  time  upon  the  supposed  fact  that  choline 
platino-chloride  crystals  were  obtainable  from  the  cerebrospinal  fluid  when  acute  nervous 
degeneration  was  taking  place,  and  not  in  health :  but  the  tests  employed  were  unreliable, 
and  the  general  opinion  now  is  that  deductions  drawn  from  analyses  for  choline  are 
erroneous,  even  when  the  choline  periodide  crystals  are  tested  for  instead  of  the  platino- 
chloride. 

Cytoiogical  Examination. — The  normal  fluid  is  practically  free  from  cells,  although, 
owing  to  the  impossibiUty  of  avoiding  slight  injury  to  vessels  by  the  introduction  of  the 
himbar-puncture  needle,  a  few  red  corpuscles  are  generally  found  in  the  centrifugalized 
deposit,  and  a  few  leucocytes  corresponding  to  the  numbers  that  would  be  expected  in  the 
blood  represented  by  the  red  cells.     It  is  probable  that  cerebrospinal  fluid  obtained  quite 
free  from  blood  contamination  would  be  free  from  leucocytes.  Quite  otherwise  is  it  in 
eertain  diseases — not  only  in  acute  lesions,  such  as  meningitis,  but  also  in  chronic  degcnera- 
tions.  such  as  general  paralysis  of  the  insane.     It  is  important  to  examine  the  centrifugalized 
dqxisit,  not  merely  for  the  presence  or  absence  of  leucocytes,  but  also  for  the  different 
vebtive  proportions   of  polymorphonuclear  cells   and   of  lymphocytes.     A   considerable 
number  of  polymorphonuclear  cells  generally  indicates  bacterial  infection  of  the  sub- 
ftnchnoid  space  by  some  oi^nism  other  than  the  tubercle  bacillus,  especially  streptococci, 
atiphylococci,    pneumococci,    and    meningococci.     Some    degree    of    polymorphonuclear 
eicess  may,  however,  accompany  the  characteristic  lymphocytosis  of  a  few  cases  of  tuber- 
cnkHis   meningitis.     Mononuclear   proliferation — lymphocytosis — indicates,  as    a    rule,    a 
nbacute  or  chronic  inflammatory  or  degenerative  condition  ;  it  almost  invariably  accom- 
IMUiies  s>^hilitic  lesions  of  the  central  nervous  system,  particularly  general  paralysis  and 
tabes  dorsalis  :  it  is  also  to  be  expected  in  tuberculous  meningitis,  and  in  sleeping  sickness. 
It  is  not,  however,  pathognomonic  of  any  of  these,  for  it  has  been  observed  also  in  entirely 
different  conditions,  such  as  herpes  zoster,  acute  anterior  poliomyelitis,  some  cases  of 
cerebral  tumour,  lymphatic  leukaemia,  chloroma,  and  even  mumps.     Although  lympho- 
cytosis generally  indicates  chronic  mischief,  and  polymorphonuclear  leucocytosis  acute 
infection,  in  the  later  stages  even  of  acute  microbial  infections  mononuclear  cells  may  be 
more  numerous  in  the  cerebrospinal  fluid  than  are  the  polymorphonuclears.     In  a  few 
cases  of  new  growth,  especially  sarcoma,  affecting  the  spinal  cord  or  its  meninges  the 
diagnosis  has  b<?en  suggested  by  the  discovery  of  large  atypical  cells  in  the  fluid  obtained 
by  lumbar  puncture. 

Bacteriological  Examination. — Normal  cerebrospinal  fluid  is  absolutely  sterile.  In 
pathological  conditions  it  may  be  examined  bacteriologically  in  various  ways,  including 
direct  staining  of  Alms  made  from  the  centrifugalized  deposit,  cultural  methods,  and 
inoculation  into  animals.  The  most  important  organisms  that  have  been  foiuul  are  the 
pneuniocoocus.  streptococcus,  bacillus  tuberculosis,  meningococcus  (Wciehselbaunrs 
Diplococcus  intracellularis  meningitidis),  pncumobacillus,  staphylococcus,  bacillus  typhosus, 
bacillus  influenzse,  spirocha^ta  pallida,  and,  probably  as  a  terminal  infection  only,  the 
Bacillus  coli  communis.  The  cerebrospinal  fluid  may  be  used  for  testing  for  Wasscrniann's 
reaction  for  syphilis  in  the  same  way  as  is  blood  serum  ;  the  test  is  not  necessarily  positive 
in  the  former  when  it  is  in  the  latter,  but  when  the  cerebrospinal  fluid  itself  gives  a  positive 
reaction,  there  is  almost  certainly  active  syphilitic  disease  of  the  nervous  system.  It  is 
important  to  know  that  a  negative  Wasserniann  reaction  in  the  blood  does  not  exclude 
syphilis  of  the  ner\'ous  system — the  blood  is  negative  in  not  a  few  cases  of  tabes  dorsalis, 
for  :xample,  even  when  no  antisyphilitic  remedies  have  been  emj)loyed.  The  Treponema 
pallidum.  {Spirochceta  pallida)  has  been  found  in  the  cerebrospinal  fluid,  but  it  is  more  likely 
to  be  detected  in  the  local  syphilitic  lesions.  The  only  protozoon  at  all  constantly  met  with 
in  the  cerebrospinal  fluid  in  disease  is  the  Trypanosoma  gamhiense  in  cases  in  which  the 
trypanosomiasis  has  reached  the  stage  of  sleeping  sickness. 

Amongst  the  less  usual  causes  of  hemiplegia  it  is  worthy  of  particular  mention  that 

general  paralysis  of  the  insane  sometimes  attracts  little  or  no  attention  until  a  seizure  of 

some  kind  occurs,  this  seizure  not  infrequently  being  epileptiform,  and  sometimes  producing 

a  hemiplegia  closely  simulating  that  due  to  cerebral  haemorrhage.     The  diagnosis  may 
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remain  uncertain  until  the  course  of  the  case  can  be  followed,  but  Wassermann's  seroHj 
reaction,  and  the  lymphocytosis  in  the  cerebrospinal  fluid,  may  each  serve  to  point  f$\ 
the  true  nature  of  the  case.     Another  feature  is  the  very  rapid  rate  of  temporarj'  reoovo^l 
exhibited  by  some  patients  :   deeply  comatose  and  hemiplegic  when  seen  upon  the  daygf 
seizure,  nearly  all  the  symptoms  may  have  disappeared  by  the  next  morning  in  a  way  tint 
would  be  unusual  were  they  due  to  a  haemorrhage  of  sufficient  size  to  cause  so  deep  a  ooimL 

In  elderly  people,  incomplete  hemiplegia  may  occur  rapidly  but  transiently  ovwi 
period  of  years,  in  such  a  way  as  to  suggest  during  the  first  attack  or  two  that  there  lai 
been  an  actual  extravasation  of  blood  within  the  brain.  The  rapidity  with  which  the 
hemiplegic  symptoms  may  disappear,  and  the  way  in  which  they  may  recur  and  yet  <!» 
appear  again  each  time,  render  it  probable  that  these  patients  are  not  sufTering  from  tlie 
effects  of  recurrent  small  haemorrhages,  but  from  a  condition  of  partial  occlusion  of  thck 
cerebral  vessels  by  atheroma  to  such  an  extent  that,  whereas  the  circulation  is  just  sulficieBt 
for  the  needs  of  the  brain  at  one  time,  it  is  just  insufficient  at  other  times  ;  the  result  being 
that  when  the  insufficiency  of  cerebral  circulation  is  most  in  evidence,  weakness  of  a  hemi* 
plegic  type  ensues,  to  disappear  when  rest  in  bed  restores  the  cerebral  circulation  to  i 
sufficiency  again.  Cases  of  this  kind  have  been  spoken  of  as  suffering  from  intermUkd 
claudication,  as  though  the  vessels  could  alternately  dilate  and  close  up  spontaneousljr; 
but  there  is  evidence  to  show  that  there  are  no  efficient  vasomotor  nerves  in  the  cruufll 
vessels,  so  that  the  theorj'  of  borderland  sufficiency  of  circulation  through  atheromatooi 
vessels  is  more  probable  than  that  of  intermittent  claudication. 

Cerebral  tumour  or  cerebral  abscess  may  produce  hemiplegia  by  infiltrating  either  the 
cerebral  cortex  or  the  pyramidal  tract  directly,  or  by  these  becoming  involved  in  the 
softening  around  the  tumour  or  the  abscess  ;  in  most  cases  there  will  be  a  history  of  weda 
or  months  of  headache,  giddiness,  and  effortless  vomiting,  with  or  without  signs  of  irritalioB 
previous  to  the  paralysis  ;  ophthalmoscopic  examination  will  frequently  reveal  optie 
neuritis  of  the  choked  disc  type  (Plate  XIX,  Fig,  k,  p.  416),  and  in  the  abscess  cases  theie 
will  generally  be  a  predisposing  cause,  particularly  otitis  media.  It  is  well  known,  however, 
that  either  a  tumour  or  an  abscess  within  the  cranium  may  be  latent  for  months,  and  in 
some  such  cases  symptoms  may  come  on  acutely,  especially  if  there  has  been  hemorrhage 
into  a  softening  tumour.  Ordinary  cerebral  haemorrhage  may  be  simulated  in  this  way. 
but  if  well-marked  optic  neuritis  is  found  in  both  eyes,  it  is  probably  not  a  haemonhage 
only.  The  existence  of  pyrexia  is  not  by  itself  evidence  of  abscess,  for  haemorrhage  near 
the  internal  capsule,  or  in  the  motor  cortex,  often  leads  to  some  rise  of  temperature  fm 
the  time  being,  whilst  pontine  haemorrhage  is  not  infrequently  associated  with  hyper 
pyrexia,  and  in  not  a  few  cases  of  intracranial  abscess  pyrexia  is  conspicuously  absent. 

Injury  to  the  Spinal  Cord  in  the  Cervical  Region  is  a  very  rare  cause  of  paralysis  of  the 
arm  and  leg  upon  the  same  side  ;  first,  because  trauma  here  is  extremely  liable  to  damage 
more  than  half  the  cord  ;  and,  secondly,  because  the  injury  must  involve  the  lower  part 
of  the  cervical  enlargement  if  the  arm  is  to  be  paralyzed,  and  it  is,  therefore,  very  liable 
indeed  to  interfere  with  the  subsidiary  respiratory  centres,  and  thus  prove  rapidly  fetal. 
Occasionally,  however,  either  a  knife  stab  or  a  bullet  wound  on  one  side  of  the  neck  produces 
hemiplegia  with  evidence  of  unilateral  paralysis  of  the  diaphragm  as  obser\'ed  when  the 
patient's  abdominal  respiratory  movements  are  watched  in  a  good  light.  It  has  sometimes 
been  asserted  that  the  patient  will  have  anaesthesia,  not  of  the  same,  but  of  the  opposite 
side  of  the  body  :  in  practice  this  is  not  generally  the  case,  the  hemiplegia  and  the  hemi- 
anaesthesia  being  on  the  same  side  as  the  lesion  in  at  least  some  instances. 

Children  of  a  rheumatic  tendency,  who  are  subject  to  chorea,  sometimes  present  the 
movements  of  the  latter  upon  one  side  of  the  body  only — hemichorea  ;  both  before  the 
actual  movements  appear  and  after  they  have  ceased  there  is  apt  to  be  considerable,  and 
occasionally  extreme,  weakness  of  the  affected  side  ;  so  much  so  that  some  intracranial 
lesion  may  be  suspected,  unless  there  has  been  clear  evidence  of  the  existence  of  chorea. 

Occasionally,  weakness  of  a  hemiplegic  nature  may  be  the  first  symptom  of  meningitis, 
whether  tuberculous,  suppurative,  posterior  basal,  or  epidemic  cerebrospinal ;  sometimes, 
upon  post-mortem  examination  a  definite  unilateral  softening,  or  a  tuberculous  nodule 
affecting  the  pyramidal  fibres,  may  be  found  to  account  for  this  ;  but  more  often  the  appear- 
ances seen  after  death  fail  to  explain  why  there  should  have  been  unilateral  paretic 
symptoms.     In  the  earlier  stages  the  diagnosis  may  be  quite  obscure,  but  sooner  or  later 


HICCOUGH  807 

the  paresis  becomes  bilateral,  and  the  course  of  the  disease  indicates  meningitis  beyond 
doubt,  especially  if  there  are  convulsions,  vomiting,  and  optic  neuritis.  Choroidal  tubercles 
may  be  detected  in  some  cases  (Plate  XX,  Fig.  a;,  p.  418),  and  the  cerebrospinal  fluid 
may  be  examined  cytologically  and  bacteriologically. 

Disseminated  Sclerosis  is  a  very  slowly  progressive  disease,  in  which  during  the  earlier 
stages  the  foci  of  sclerosis  are  few  and  quite  irregularly  distributed,  so  that  whereas  in 
the  later  stkges  ataxy,  intention  tremor,  more  or  less  spasticity  with  increased  knee-jerks, 
extensor  plantar  reflexes,  ankle-clonus,  and  either  slurred  or  staccato  speech,  are  to  be 
expected,  these  are  only  present  when,  in  the  course  of  years,  numbers  of  sclerotic  foci 
have  accumulated  in  the  spinal  cord  and  brain  ;  long  previous  to  this  there  have  been 
irregular  symptoms,  amongst  which  may  be  hemiplegia  ;  the  diagnosis  at  this  stage  is 
often  a  matter  of  opinion  only,  though  if  the  patient  can  be  watched  over  a  sufficient  length 
of  time  the  nature  of  the  case  ultimatelv  becomes  obvious. 

The  symptoms  of  caisson  disease  are  due  to  the  liberation  of  air  bubbles  in  the  nervous 
system,  and  what  the  symptoms  will  be  depends  on  where  these  bubbles  are  ;  in  most 
instances  they  are  widely  scattered,  so  that  bilateral  paralyses  are  more  common  than 
unilateral ;  it  is  possible,  however,  for  caisson  disease  to  produce  hemiplegia  if  a  relatively 
large  air  bubble  becomes  liberated  in  or  near  the  internal  capsule.  The  diagnosis  depends 
on  the  history  and  occupation. 

Hysteria  may  be  responsible  for  almost  any  form  of  nerve  symptom,  hemiplegia  being 
not  an  uncommon  variety.  There  is  no  wasting,  except  that  which  may  be  due  to  disuse  ; 
the  knee-jerks  may  be  exaggerated,  but  the  plantar  reflexes  will  remain  flexor,  and  there 
is  no  ankle-clonus  ;  the  face,  as  a  rule,  is  unaffected  ;  if  the  patient,  lying  flat  upon  her 
back,  is  asked  to  raise  her  legs  from  the  bed,  she  will  raise  the  soimd  leg,  but  not  that  which 
is  paretic  ;  whereas,  in  a  case  in  which  there  is  incomplete  paralysis  of  one  leg  due  to 
organic  lesions  of  the  upper  neuron  upon  one  side,  an  attempt  to  raise  the  leg  in  this  way 
often  leads  to  the  paretic  leg  being  lifted  as  well  as  the  other.  The  sex  and  age  of  the 
patient,  her  previous  history,  and  the  presence  possibly  of  other  functional  nerve  symptoms 
(p.  465),  would  indicate  the  diagnosis.  Herbert  French. 

fflCCOUGH  is  a  symptom  which  more  often  than  not  has  no  clinical  signiflcance, 
resulting,  as  it  does  even  in  the  healthiest  people,  from  excessive  laughter,  from  stimulation 
of  certain  reflex  spots,  especially  about  the  chin,  from  tickling,  or  even  coming  on  spon- 
taneously without  any  obvious  cause  at  all. 

Occasionally,  however,  hiccoughing  may  be  so  persistent,  or  may  reach  so  alarming 
a  degree,  that  it  becomes  of  clinical  importance.  The  patients  may  be  divided  into  two 
groups,  namely,  those  in  whom  there  is  already  severe  illness,  and  those  who  are  not 
obviously  ill.  Of  the  former  group  there  are  two  main  types — the  Alcoholic  and  the 
Peiitonltlc  No  diflieulty  of  diagnosis  arises  between  these  two  ;  the  drunken  person's 
hiccough  has  a  character  of  its  own.  The  patient  who  has  an  acute  abdominal  condition 
associated  with  hiccough  will  have  presented  grave  symptoms  long  before  hiccough  sets 
in,  the  diagnosis  often  having  been  arrived  at  by  urgent  laparotomy.  Hiccough  in  these 
cases  does  not  serve  to  distinguish  between  acute  peritonitis  due  to  whatever  cause,  acute 
ha;morrhagic  pancreatitis,  acute  intestinal  obstruction  from  any  cause,  or  acute  post- 
operative dilatation  of  the  stomach  ;  its  occurrence  and  persistence,  however,  indicate  a 
ver\'  grave  prognosis. 

When  persistent  or  recurrent  hiccough  is  a  troublesome  symptom  in  a  patient  who 
is  not  obviously  ill — so  troublesome  that  something  more  than  a  simple  hiccough  has  to 
be  thought  of — three  main  types  of  malady  will  suggest  themselves,  namely  : — - 

1.  Hysteria  or  neurosis. 

2.  Mediastinal  irritation  of  vagi  or  phrenic  nerves,  e.g.,  by  caseous  glands. 

3.  Degenerative  changes  in  the  medulla  oblongata. 

None  of  these  three  types  is  at  all  common,  and  their  diagnosis  during  life  is  often  a 
matter  of  opinion. 

Functional  Hiccough  is  a  remarkable  malady  hardly  to  be  mistaken.  The  patient 
is  generally  a  girl  between  15  and  25  years  of  age,  and  she  may  hiccough  persistently 
throughout  her  waking  hours  for  weeks,  at  the  rate  of  two  or  three  times  a  minute.  She 
will  sleep  well,  and  the  hiccough  stops  during  sleep.     She  will  eat  well,  but  may  hiccough 
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during  meals  in  a  most  distressing  way.     She  will  have  exaggerated  knee-jerks,  bri 
flexor  plantar  reflexes,  and  she  will  be  amenable  to  treatment  by  suggestion.    \\ 
treated  or   not,  the   hiccough  will  cease  in  time,  though  it  may  persist  on  and  off 
weeks ;   often   it  will  be   noticed   to  have  come  in  the   place  of  some    other  neuioii 
(p.  465),  and  when  it  goes  it  may  be  replaced  by  other  functional  ner\'e  symptoms. 

Irritation  of  a  Vagus  or  Phrenic  Nerve  by  something  in  the  mediastinum  caum 
recurrent  attacks  of  intractable  hiccough  only  in  rare  cases.  In  a  child,  the  least  uiicq» 
mon  cause  is  tuberculous  caseation  of  bronchial  and  mediastinal  glands ;  these  seldom  o 
a  bronchus  or  in  other  mechanical  ways  afford  evidence  of  their  presence  ;  but  they  mf  j 
be  associated  with  periodic  attacks  of  febrile  illness  in  a  patient  who  looks  delicate, 
who  has  been  in  the  habit  of  drinking  much  milk  ;  and  there  may  be  evidence  of  el 
enlargement  of  the  glands  elsewhere,  particularly  those  in  the  neck  or  in  the  abdomen, 
may  be  possible  to  see  the  shadow  of  the  gland  with  the  a;-rays  (Fig,  61,  p.  149).  Adktrai 
pericardium,  or  any  cause  of  great  enlargement  of  the  heart,  may  also  produce  hiccooglL 
In  an  adult  the  least  uncommon  causes  are  either  malignnnt  or  lymphadenonuikm 
deposits  in  the  mediastinum,  or  else  fibrous  mediastinitis.  The  former  may  be  indicatel 
by  reason  of  there  being  symptoms  of  a  primary  growth  in  the  oesophagus  or  elsewhere, 
or  by  progressive  varicosity  of  the  veins  of  the  chest  wall,  or  signs  of  recent  and  increasiiif 
obstruction  to  a  bronchus  ;  chronic  mediastinitis  has  generally  been  preceded  by  repeated 
attacks  of  pleurisy  and  pericarditis,  especially  in  those  subject  to  acute  rheumatim 
Hiccough  is  an  exceptional  symptom  in  these  cases. 

Uraemic  Hiocougli  is  rare,  but  it  may  be  persistent  and  of  grave  omen.  A  few  patieott 
suffering  from  serious  but  not  urgent  abdominal  disease  develop  distressing  liicooughii 
some  reflex  way  that  is  not  understood  ;  in  a  few  instances  it  may  be  that  the  diaphngn 
is  being  irritated,  for  example  by  secondary  deposits  of  cancer  in  the  liver,  a  gumma  or  otoM 
in  the  liver,  an  infarct  in  the  spleen,  or  a  carcinoma  of  the  stomach  ;  but  sometimes  tbe 
mischief  seems  far  removed  from  the  diaphragm — ^a  carcinoma  of  the  sigmoid  cofofi.for 
instance,  or  cancer  of  the  womb,  even  when  there  are  no  secondary  deposits. 

Finally,  if  hiccough  is  due  to  degeneration  or  softening  of  the  medullary  centres,  it  wfll 
almost  certainly  be  associated  with  other  symptoms  of  cerebral  or  spinal  mischief:  ia 
a  young  adult  there  might  be  a  suggestive  history  of  s^'philis  or  chronic  alcoholism,  whilst 
in  an  older  person  there  would  be  thickened  and  tortuous  arteries,  a  high-tension  pulse, 
an  enlarged  heart,  arcus  senilis,  possibly  albuminuria  in  an  abimdant  urine  of  low  spedAe 
gravity — signs  of  senile  degenerative  changes.  Herbert  Fwid. 

mPPUS. — (See  Pupil,  Abnormalities  of  the,  p.  551.) 

HUSKINESS. — (See  Speech,  Abnormalities  of,  p.  623). 

HYPERACUSIS,  or  undue  sensitiveness  to  ordinary'  noises  or  soimds,  is  seldom  a 
symptom  i)ointing  to  disease  of  the  ear  itself ;  aural  lesions  such  as  otitis  media  neariy 
always  cause  impaired  hearing  or  actual  Deafness  (p.  163),  and  not  hyperacusis.  The 
latter  is  complained  of  rather  by  those  whose  brain  centres  are  in  an  unstable,  irritable, 
over-strained,  or  excitable  state  as  the  result  of  either  local  or  general  conditions  which 
include  the  following  : — 

1.  Local  Causes: — 

(a).  With  gross  lesions  of  the  brain  itself. 
Tuberculous  incuingitis        )    p     . 


Meningococcal  meningitis  . 

Suppurative  meningitis         )    ^  *^^^ 
Pacliynieaiujjitis 


Gumma  of  the  brain 
Abscess  of  the  brain 
Tumour  of  the  brain. 


(b).  Without  gross  lesions  of  the  brain  itself,  but  affecting  the  latter  reflexly  from  tk 
severity  of  local  pain  : — 

Tic  douloureux  •    Severe    headache    from    any    cause 

(ilaucoma  |        (p.  298),  especially  sick  headache 


Iritis 

InHammatory  conditions  of  the  scalp 

(r).  After  injury  to  the  head — concussion. 


or  migramc. 
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2.  General  Causes : — 

(a)  During  convalescence  from  any  severe  illness,  especially  fevers. 


(6)  Strychnine  poisoning 
Tetanus 
Malaria 


Secondary  syphilis 

High  blood-pressure  conditions 

Neurasthenia 


Hysteria 
Hypochondriasis 
Graves's  disease. 


The  circumstances  of  the  case  will  nearly  always  indicate  the  nature  of  the  cause. 
Probably  the  most  marked  instances  of  hyperacusis  are  met  with  in  association  with  tic 
douloureux ;  it  is  not  so  much  perhaps  that  the  patient  hears  more  acutely  than  usual,  as 
that  she  dreads  the  onset  of  a  paroxysm  of  facial  pain  which  may  be  brought  on  suddenly 
and  acutely  by  almost  anything,  and  often  by  hearing  a  door  bang,  or  somebody  talking 
loudly  ;  she  therefore  complains  of  the  least  noise,  and  keeps  herself  shut  up  in  her  room, 
from  which  all  sounds  are  excluded  by  all  kinds  of  special  devices. 

The  neurasthenic  patient  who  suffers  from  hyperacusis  is  to  be  pitied  greatly  ;    for 
though  suffering  from  no  serious  organic  disease,  he  dreads  all  sounds  so  much  that  he 
becomes  an  almost  useless  member  of  society,  a  misery  to  himself  and  his  friends.     His 
functional  sufferings  may  be  so  bad  as  to  drive  him  to  desperation  and  to  suicide. 

The  desire  for  perfectly  silent  surroundings  during  an  attack  of  sick  headache  or  of 
migraine  is  familiar  to  all.  The  remaining  affections  in  the  list  above  need  not  be  dis- 
cussed in  detail  here,  for  they  will  be  associated  with  other  symptoms  that  will  point  to  the 
differential  diagnosis — Convulsions  (p.  143)  for  example ;  or  Eye,  Acute  Inflammation 
OF  (p.  231),  or  Vomiting  (p.  763),  and  so  on.  One  would  add,  however,  that  before 
diagnosing  a  case  as  purely  functional,  the  blood-pressure  should  be  measured  instrument- 
ally,  and  the  urine  tested  for  albumin,  in  case  the  cause  is  arteriosclerosis  or  chronic 
nephritis  with  hyperpiesis  ;  and  in  not  a  few  cases  it  is  advisable  to  have  the  blood  tested  for 
Wassermann's  reaction,  for  it  is  surprising  how  often  obscure  nerve  symptoms  that  at  first 
sight  appear  purely  functional  really  have  a  syphilitic  basis.  Herbert  French. 

HYPERIDROSIS. — (See  Sweating,  Abnormalities  of,  p.  654.) 

HYPERPYREXIA. — The  point  at  which  pyrexia  becomes  hyperpyrexia  is  arbitrary ; 
by  some  it  is  fixed  at  105°  F.,  by  others  at  106^  F.  It  may  occur  occasionally  in  many 
different  diseases,  but  it  is  seldom  itself  of  diagnostic  significance.  The  patient  will  nearly 
always  have  exhibited  other  symptoms  or  signs  pointing  to  the  diagnosis  ;  therefore  the 
following  list  of  maladies  in  which  hyperpyrexia  may  occur  needs  little  discussion  : — 


A.  Fevers  of  Microbial, 

Lobar  pneumonia 

Bronchopneumonia 

Scarlatina 

Pyapmia 

Septicaemia 

Erysipelas 

Typhoid  fever 

Typhus  fever 

Tetanus 


or  probably   of  Microbial,   Origin : — 


Malignant  endocarditis 
General  tuberculosis 
Tuberculous  meningitis. 
Posterior  hasal  meningitis 
Epidemic  cerebrospinal  menin- 
gitis 
Suppurative  meningitis 
Malariii 
Ilelapsing  fever 


Cholera 
Dysentery 
Yellow  fever 
Rheumatic  fever 
Chorea  insaniens 
Uraemia  due  to  ascending 

nephritis 
Pyelitis. 


B.  Lesions  of  the  Central  Nervous  System : — 


Cerebral  haemorrhage,  especially  pon- 
tine, or  into  one  optic  thalamus 

Fractured  skull,  with  contusion  of  the 
brain 

Cerebral  softenins 


Cerebral  tumour  or  abscess,  especially 
tumour  of  the  pons  V^arolii 

Fractured  spine,  especially  in  the  lower 
cervical  or  upper  dorsal  regions 

Acute  myelitis  after  injury. 


C.  Affections   that  are  less  easy  to  classify : — 


After  burns  or  scalds 
Heat  stroke  or  sinistrokc 
Infantile  convulsions 
Delirium  tremens 


Ura?mia  other  than  that  due  to  septic 

nephritis 
Acute  yellow  atrophy  of  the  liver. 


D.  Hysteria. 

There  are,  however,  certain  small  points  about  hyperpyrexia  that 
in  diagnosis. 


may  be  important 
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Acute  rheumatism  is  often  stated  to  be  a  prominent  cause  of  it ;   as  a  matter  of 
hyperpyrexia  is  excessively  rare  in  acute  rheumatism,  so  that  should  it  occur  in  a  case 
has  been  regarded  as  rheumatic  fever,  the  diagnosis  should  be  very  carefully  revised, 
it  really  be  septicaemia. 

Jn  children  the  physical  signs  alone  may  leave  one  in  doubt  as  to  whether  theie 
bronchitis  only,  or  bronchopneumonia,  or  even  general  tuberculosis  of  the  lungs; 
occurrence  of  hyperpyrexia  generally  indicates  that  there  is  more  than  bronchitis ;  if 
patient  is  not  particularly  livid,  bronchopneumonia  is  more  likely  than  general  ti 
culosis  ;  the  latter  becomes  the  more  probable  the  more  ill  the  patient  is  out  of  propoi 
to  the  physical  signs.     Occasionally  hyperpyrexia  occurs  in  an  infant  or  child  after  a  tt^j 
without  any  definite  cause  being  assignable  either  for  the  convulsion  or  for  the  high  ten-' 
perature,  and  without  any  serious  consequence  resulting. 

In  tuberculous  meningitis  hyperpyrexia  is  generally  terminal ;  in  posterior-bati 
meningitis,  on  the  other  hand,  it  sometimes  occurs  periodically  and  transiently,  producing 
acute  upward  '  spikes  '  upon  a  temperature  curve  that  is  not  otherwise  very  high ;  theie 
pyrexial  'crises'  (Fig,  253,  p.  591),  as  they  have  been  called,  point  to  posterior-bassl 
rather  than  to  the  more  serious  tuberculous  meningitis. 

Hyperpyrexia  may  sometimes  serve  as  the  chief  point  in  distinguishing  pontine  hanW' 
rhage  or  heat-stroke  from  other  forms  of  coma,  such  as  acute  alcoholism  or  opium  poisoning ; 
in  the  latter,  the  temperature  is  below  normal.  The  circumstances  of  the  case,  such  as 
climatic  conditions  or  occupations,  will  generally  serve  to  distinguish  between  heat-stroke 
and  pontine  haemorrhage. 

After  an  injury  to  the  back — for  instance,  by  a  fall  in  the  hunting  field — ^the  occurrence 
of  hyperpyrexia  sometimes  serves  to  exclude  the  diagnosis  of  a  mere  bruising,  and  to  point 
to  the  gravity  of  the  conditions — ^a  fractured  or  dislocated  spine  near  the  cervical  region, 
or  acute  traumatic  myelitis  or  softening  of  the  upper  part  of  the  spinal  cord. 

The  diagnosis  of  the  other  diseases  mentioned  in  the  above  list  is  not  much  assisted 
by  the  occurrence  of  hyperpyrexia. 

It  only  remains  to  add  a  word  or  two  about  hysteria  and  high  temperatures.  There 
can  be  no  doubt  that,  in  exceptional  oases,  nearly  all  of  which  are  of  the  female  sex,  the 
mercury  in  the  clinical  thermometer  does  actually  rise  to  a  very  high  figure  without  there 
being  any  corresponding  illness  in  the  patient.  Malingerers  have  sometimes  learned  a  trick, 
such  as  compressing  the  bulb  of  the  thermometer  enough  to  send  the  mercury  up ;  but 
quite  apart  from  malingering,  there  are  females  in  whom,  for  some  reason  that  is  not  yet 
imderstood,  the  mercury  really  does  record  temperatures  that  are  not  those  of  the  internal 
tissues.  Headings  have  been  taken  simultaneously  in  the  mouth,  armpits,  and  rectuni, 
all  possibility  of  malingering  being  excluded  by  special  precautions  ;  all  the  thermometers 
registered  hyperpyrexia.  The  diagnosis  is  generally  made  by  the  fact  that  the  readings 
are  so  high  that  they  must  be  imreal  ;  the  following  have  been  recorded  in  various  cases: 
107  \  108%  111%  113%  115-8%  116-4°,  117%  120-8%  122%  127%  128%  and  even  131^  F.  In 
most  of  these  patients  the  symptoms  were  slight,  though  sometimes  there  have  been 
flushings,  headache,  restlessness,  and  various  functional  nerve  symptoms,  or  even  delirium 
and  convulsions.  Unless  it  is  at  once  obvious  that  the  patient  is  not  really  ill,  there  must 
always  be  difficulty,  danger,  and  anxiety  in  arriving  correctly  at  the  diagnosis  of  hysterical 
hyperpyrexia  ;  the  nature  of  the  case  may  remain  in  doubt  until  the  course  and  result 
have  been  watched.  Herbert  Frrnch. 

HYPERTROPHY  OF  THE  HEART.— (See  Enlargemknt  of  thk  Heart,  p.  206.) 

ETYPOTHERMIA  signifies  a  condition  of  subnormal  temperature,  and  generally  speak- 
ing it  is  assumed  to  refer  to  the  temperatures  registered  by  the  thermometer  in  the  mouth. 
Rectal  temperatures  do  not  always  coincide  with  those  of  the  mouth,  but  the  clinical  sig- 
nificance of  variations  in  rectal  temperatures  is  not  yet  fully  understood.  From  a  dia- 
gnostic point  of  view  hypothermia  is  not  often  a  symptom  of  great  importance,  but  there 
are  at  least  two  points  about  it  that  require  special  mention.  In  the  first  place,  coma  due 
to  opium  poisoning  may  be  closely  simulated  by  coma  due  to  pontine  haemorrhage  :  in 
both  there  are  bilateral  loss  of  movement,  pinpoint  pupils,  and  few  other  symptoms  ;  with 
opium   poisoning,    however,   the   temperature  becomes   subnormal,   whilst   with  pontine 
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tuemoirhi^  it  tends  to  rise  to  the  level  of  hyperpyrexia,  so  that  the  thermometer  may  be 
the  means  of  diagnosing  between  them.  In  the  second,  patients  suffering  from  chronic 
valvular  heart  diaeaae,  with  symptoms  of  impending  or  actual  failure  of  compensation,  very 
commonly  suffer  from  hypothermia.  This  is  a  point  not  always  emphasized  sufficiently  ; 
not  a  few  cases  of  heart  disease  having  for  their  normal  temperature  base-line  not  98-4°  F., 
but  B7°  F..  or  even  96°  F.  (Pig.  142).  It  follows  that  a  patient  whose  normal  temperature  in 
96°  F.  really  has  over  two  degrees  of  fever  when  his  temperature  reaches  98-4°  F. ;  he  may 
develop  fungating  endocarditis  on  the  top  of  his  chronic  valve  lesion,  and  yet  his  temperature 
may  not  rise  ntaterially  above  98'4''  F.  The  fact,  therefore,  that  hypothermia  is  a  common 
feature  in  heart  cases  has  great  importance,  for  it  indicates  the  necessity  for  regarding 
even  slight  rises  above  88-4°  F.  with  greater  seriousness  in  them  than  in  other  cases. 

For  the  rest  it  will  suffice  to  indicate  the  chief  causes  of  hypothermia,  which  are  as 
follows  : — 

CbroDic    DebUltatlDg  Maladies,   such  as  :— 

Chronic     valvular            Cretinism  i  Chrmiic   nephritis,  with  or 

heart  disease                Arteriosclerosis  without  iirfcmis 

Addison's  disease             Myxicdema  Inanition,      malignant     or 


otherwise  .(Fig. 


>ina,  due  to  poisons,  particularly  : — 
Opium  Chloral 

Alcohol  Antesthetics 


iBcreasMl    Intracranial    Pressure   in  certain  cases  of: — 

Cerebral  abscess  Cerebellar  abscess  I    Cerebral  hiemorrhege. 

Cerebral  tumour  Cerebellar  tumour  I 


These  same  lesions.  CNpecially  if  they  involve  either  the  jxintine  or  the  subthalamic 
regions,  or  if  they  affect  the  corpus  striatun).  may  produce  pyrexia  or  even  IIyi'kbpvbesia 
(p.  .309)  instead  of  hypothermia,  so  that  the  inconKtancy  of  the  tatter  symptom  detracts 
considerably  from  its  value  in  differential  diagnosis  in  these  cases. 

Convalescence  after  certain  fevers  ;    for  instance  : — 

Pneumonia  Ty|>]ioid  fever  ,    KclnpsitiB   fever. 

Shack  after  severe  Injury  or  after  a  serious  operation. 
Collapse  due  to  kiss  of  fluid  from  the  tissues  from  such  conditions  as  ;^ 
Severe     vomitini;,  Severe  (liHrrh<ra,  choleraic  or       Intestinal  obstruction 

nbatevcr  the  cause  otherwise  Ha^morrbaRC. 

Peritonitis 

Exposure,  especially  in  the  case  of  a  child. 

In  the  morning.  In  cases  of  Intermlttenl  Pyreilas  of  the  septic  or  hectic  types.  It 
is  important  that  the  temperature  should  have  been  taken  both  night  and  morning  before 
the  low  figures  for  the  morning  arc  assumed  to  indicate  continued  hypothertnia  ;  very  low 
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readings  in  the  earlier  part  of  the  day  in  a  patient  whose  malady  is  not  at  once  obvioa    i 
may  ^irouse  suspicion  of  a  tuberculous  lesion  which  further  investigation  may  confimi. 

It  is  a  point  of  clinieal  interest  that,  although  the  human  normal  temperature  is  upoi 
the  whole  remarkably  constant  all  over  the  world,  Anglo-Indiana  and  others  who  Im     . 


resided  long  in  the  Tropics  arc  frequently  found  to  have  persistently  low  normal  mouth 
temperatures  when  they  return  to  Kngland  on  retirement ;  thus  it  is  quite  common  to 
them  to  have  a  normal  tempcmturc  as  low  as  06'  K.,  or  in  a  few  instances  even  &1=  F. 

HtrbeH  Frmtk. 
ICTERUS.— (See  .lAiNlircK,  p.  324.) 

IMPOTENCE,  strictly  s))eakinR,  includes  any  condition,  whether  in  the  male  ot  io 
the  female,  that  prevents  the  jHTformance  of  coitus  ;  by  common  consent  it  has  come  to 
be  restricted  to  inability  on  the  part  of  the  male.  It  is  not  synonymous  with  sterility : 
the  latter,  in  the  male.  ini]>lies  absence  of  the  spermatozoa  necessary  to  fecundation ;  a 
man  may  be  sterile  without  being  impotent,  or  impotent  without  being  sterile,  or  both 
impotent  and  sterile.  There  arc  three  main  groups  of  conditions  which  lead  to  impotence, 
namely  : — 

1.  Mechanical  Defect,  such  as  congenita!  or  acquired  malformation  of  the  penis, 
absence  of  the  penis,  carcinoma,  elephantiasis,  and  so  on.  These  need  not  detain  us,  for 
their  diagnosis  is  generally  obvious  on  inspection  ;  one  need  only  say  that  even  considerable 
deformities  of  the  genital  organs  are  by  no  means  necessarily  associated  with  impotence. 

2.  Entire  Absence  of  Penile  Erections ;  as  the  result  either  of  some  organic  disease 
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the  ner\'ous  system,  or  of  some  general  constitutional  condition  ;    one  may  mention 
icularly  the  following  : — 


dorsalis  Plumbism                                          Senility 

[ic  paraplegia  Compression  of  the  lower  part  ■   Pernieious  anaemia 

General  paraU'sis  of  the  insane  ,       of  the  cord  '   Malarial  cachexia 

iry  spastic  paraplegia  ,   Dementia                                            Syphilitic  cachexia 

sclerosis  Diabetes  mellitus  |   Cancerous  cachexia 

lyotrophic   lateral   sclerosis  |   Atrophy  of  the  testicles  from  '    Phthisical  cachexia 

•ransverse    softening    of   the  injury  or  from  severe  orchitis,      Exhaustion  from  excesses. 

eonl  gonorrhcral  or  otherwise 

There  is  little  need  to  discuss  these  further  here,  for,  providing  they  arc  borne  in  mind, 
y  will  be  diagnosed  readily  as  the  result  of  a  careful  routine  examination  of  the  nervous 
system,  urine,  lungs,  and  so  on.  One  need  only  add  that  imi>otencc  may  Ik>  an  early 
^.^ymptom  in  ataxic  paraplegia,  disseminated  sclerosis,  and  phthisis,  and  that  the  diagnosis 
¥  Boay  seem  to  be  neurasthenia  only  until  the  case  has  been  watched. 
^  3.  Impotence  dae  to  Inability  to  obtain  Erections  at  the  right  time.-  This  is  a 

g.  '^€T\  common  form  of  the  symptom  ;    the  patients  arc  generally  told  they  arc  suffering 
■  from  neurasthenia  ;    and  so  they  are,  of  a  particular  sort.     This  is  psychical  or  nervous 
-  impotence  :  strong  erections  may  be  present  at  inop|K)rtunc  times,  there  may  be  emissions 
during  sleep,  and  yet  at  the  ver>'  moment  when  sexual  intercourse  is  intended  the  erection 
is  either  quite  absent  or  imperfect.     Sometimes,  owing  to  extreme  irritability,  emission 
occurs  on  so  little  excitation  that  it  takes  place  before  inserticm  is  complete,  the  rigidity 
of  the  |)enis  relaxing  almost  at  once,  so  that  completi(m  of   coitus  becomes  impossible. 
*Feni|K)rarA'  impotence  of  this  kind  is  not  at  all  unconmion  during  the  first  few  <iays  or 
■^weks  of  married  life,  especially  if  the  wedding  has  been  preceded  immediately  by  par- 
ticularly liard  business  strain  or  mental  overwork  preparatory  to  the  honeymoon.     The 
'<lia$rnosis  is  arrived  at  jiartly  by  the  history,  partly  by  the  negative  result  of  careful  physical 
examination  of  all  the  systems,  es[)ecially  the  nervous  and  ()ulmonary  ;    early  phthisis  is 
often  accompanied  by  inability  to  obtain  penile  erection  ;    but  the  final  criterion  is  the 
effwl  of  time.     Where  there  is  no  organic  cause  for  the  symptom,  normal  coitus  will  occur 
prey-ntly  if  the  patient  ceases  to  be  over-anxious  about  it.  Herbert  French. 
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IMPULSE,  DISPLACED  CARDIAC— (Sec  Hkart  Impilsk,  Dlsplackd,  p.  297.) 

INCONTINENCE  OF  FiECES.— Evacuation  of  the  contents  of  the  rc^ctum  without 
A'oIuntarN-  control  or  initiation  may  occur  under  several  distinct  ccmditions,  the  investiga- 
tion of  which  may  yield  results  of  great  diagnostic  importance. 

In  healthy  persons  the  reflex  relaxation  of  the  sphincter  ani  which  is  necessary  for 
<lefspcation  takes  place  only  at  the  bidding  of  the  will.  Some  healthy  persons  arc  better 
sble  to  resist  an  imperative  call  to  stool  than  others,  and  it  ha|)pcns  occasionally  that  an 
individual  who  is  poorly  endowed  with  the  power  of  inhibiting  the  reflex  may  suffer  from 
<n  inetmtinence  of  faeces  when  the  stimulus  evok€»d  by  irritating  contents  of  the  bowel  is 
ovtrpoweringly  strong.  The  individual  would  be  conscious  of  the  accident,  which  would 
fee  of  rare  occurrence,  and  examination  would  reveal  no  abnormalitv.  Children  often 
suffer  in  this  way.  Somewhat  similar  *"  explosive  diarrlura  *  is  also  a  prominent  feature 
of  eertain  cases  of  carcinomatous  stricture  of  the  sigmoid  colon. 

Mechanical  incontinence  of  fieccs  results  from  injiirics  or  diseas(»s  of  the  rectum  (»r 
perineum,  such  as  carcinoma,  in  which  the  outlet  of  the  bowel  is  no  longer  guarded  by  an 
efficient  sphincter.  Local  inspection  and  digital  examination  of  the  parts  will  sufTicc  to 
disc*over  the  cause  of  such  incontinence. 

In  conditions  of  coma  or  partial  unconsciousness,  fn)m  whatever  cause  arising,  reflex 
emptying  of  the  bowel  may  occur  at  intervals,  particularly  if  aperients  are  administered. 
Digital  examination  of  the  rectum  in  such  cases  will  reveal  a  normal  sphincter  which  closes 
on  the  observer*s  finger. 

Injuries  or  diseases  of  the  central  nervous  system  above  tlic  siicral  n'gion  of  the  cord, 
if  they  interfere  with  impulses  passing  from  the  cortex  to  the  lumbo-sacml  enlargement. 
but  do  not  cause  serious  sensory  disturbance  in  the  ]>erineal  area,  lead  to  an  unstable  con- 
dition to  which  the  term  *"  precipitancy  of  defalcation  '  is  applied.  In  these  circumstances 
the  patient  is  usually  constipated,  but  the  call  to  stool,  when  it  conies,  spontaneously  or 
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as  the  result  of  aperient  medicine,  is  imperative,  and  finds  the  patient  powerless  to 
or  delay  the  act.    The  examination  of  such  a  person  discloses  a  normal  sphincter  biit,i 
all  probability,  some  degree  of  spastic  paraplegia,  with  brisk  tendon  jerks  and 
plantar  responses,  and  inquiry  will  elicit  the  history  of  precipitate  micturition.    M( 
the  patient  will  be  conscious  of  the  acts  of  defalcation  and  micturition.    This 
of  signs  and  symptoms  is  common  enough  in  cases  of  partial  injury  to  the  spinal  ooid,j 
cases  of  old  dorsal  myelitis,  of  disseminated  sclerosis,  of  syringomyelia,  etc. 

With  more  serious  disease  of  the  central  nervous  system  above  the  sacral  region, 
impulses  conveying  the  need  for  defaecation  do  not  reach  the  brain,  and  the  act  takes  placel 
a  reflex  manner  without  the  knowledge  of  the  patient.     Under  these  circumstances, 
plegia  with  sensory  disturbance  over  the  sacral  segmental  areas  will  help  to  localize  the 
of  the  lesion.     The  tone  of  the  sphincter  ani  may  be  little  below  normal  or  quite  unim] 

Disease  or  injury  leading  to  destruction  of  the  sacral  coni  or  of  the  cauda  equina 
distinguished  by  the  fact  that  incontinence  of  feeces  is  associated  with  an  insensitive 
sphincter  and  with  serious  motor,  sensory,  trophic,  and  reflex  disturbances  in  the 
extremities.     When  the  faeces  are  small  and  fluid  they  escape,  more  or  less  contini 
through  the  gaping  anal  aperture.     On  the  other  hand,  they  sometimes  tend  to  aocumal 
in  dry  masses  too  large  to  pass  the  portal  without  assistance.    The  patient  is  uncoi 
of  the  accumulation,  unconscious  of  soiling,  and  insensitive  to  the  exploring  finger. 

It  will  be  understood  from  the  above  statements  that  for  the  purpose  of  diagnosis  it : 
is  necessary,  in  all  cases  of  faecal  incontinence,  not  only  to  inquire  into  the  exact  featmcii 
of  the  incontinence,  the  presence  or  absence  of  a  call  to  stool,  the  tendency  to  constipatioi ! 
or  precipitancy,  the  ability  to  feel  the  passage  of  motions,  etc.,  but  to  supplement  the  kiw«>! 
ledge  gained  in  this  way  by  a  local  examination,  especially  of  the  sphincter  ani,  and 
investigation  of  the  motor,  sensorj%  and  reflex  conditions  in  the  lower  extremities. 

E.  Farquhar  BuzaaL, 

INCONTINENCE  OF  URINE.— (See  Micturition,  ABNORMALmEs  of,  p.  8W.) 

INCO-ORDINATION.— (See  Ataxy,  p.  55.) 

INDICANURIA. — Indican  in  the  urine  is  mainlv  due  to  the   formation  of  indol  in 
the  intestine  as  the  result  of  putrefactive  changes  in  the  products  of  tryptic  digestkm 
of  proteids.     The  indol  so  formed  is  absorbed  from  the  bowel,  and  converted  in  the  liwr 
into  relatively  innocuous  potassium  indoxyl  sulphate,  or  indican.     This  is  tested  for  bf 
oxidizing  it  to  indigo,  the  blue  colour  of  which  is  characteristic.     Almost  any  oxidiziDg 
agent  could  be  utilized  for  the  test,  but  the  difliculty  is  that  even  slight  excess  of  the  mgent 
destroys  the  indigo.     A  brown  ring  appearing  at  the  junction  of  the  urine  and  the  acid, 
when  testing  for  albumin  with  nitric  acid  that  is  slightly  fuming,  generally  indicates  » 
considerable  degree  of  indicanuria.     To  be  certain  of  this,  Jaffe's  bleaching-powder  tesl 
is  usually  employed.     There  are  several  ways  of  using  it.     Fresh   solution  of  caiduin 
hypochlorite  is  essential.     To  about  20  c.c.  of  urine  add  3  c.c.  of  chloroform  and  3  e.e.  of 
hydrochloric  acid  of  medium  strength  ;    the  colourless  chloroform  sinks  to  the  bottom  of 
the  mixture  :   a  drop  of  the  calcium  hypochlorite  solution  is  now  added  and  the  test  tube 
deliberately  inverted  once  or  twice  ;  a  second  drop  is  added,  and  so  on,  the  colour  of  the 
chloroform  being  watched  the  while.     If  indican  is  present,  it  becomes  oxidized  to  indigo, 
which  is  dissolved  out  by  the  chloroform  so  that  the  latter  changes  from  colourless  to  Wue, 
and  the  depth  of  indigo-blue  colour  in  the  chloroform  affords  a  rough  measure  of  the  amount 
of  indican  in  the  urine.     The  main  precaution  to  be  taken  is,  not  to  add  the  hypochlorite 
solution  too  rapidly,  for  excess  of  it  discharges  the  colour. 

Indican  being  an  ethereal  sulphate,  it  is  present  in  excess  under  the  same  circum- 
stances as  an  excess  of  ethereal  sulphates.  At  one  time  it  was  thought  that  much  useful 
clinical  information  as  to  the  condition  of  the  intestines  could  be  learned  from  its  occurrence. 
It  is  true  that  any  circumstances  that  are  likely  to  increase  the  putrefactive  changes  in 
the  proteid  in  the  bowel  are  also  likely  to  increase  the  amount  of  indican  in  the  urine; 
marked  indicanuria  is  generally  found  in  cases  of  chronic  constipation,  intestinal  obstruc- 
tion, diarrhcpa,  typhoid  fever,  dilated  stomach,  }>eritonitis,  acute  enteritis  or  colitis,  appen- 
dicitis, membranous,  tuberculous  or  ulcerative  colitis,  acute  and  chronic  dysentery,  cholera, 
intussusception,  and  carcinoma  coli.     It  affords  no  assistance  in  diagnosing  between  one 
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and  another  of  these  various  affections,  however.  Moreover,  it  may  occur  when  there  is 
decomposition  of  albumin  elsewhere  in  the  body  than  in  the  bowel ;  for  instance,  in  gan- 
grene of  the  lung,  gangrenous  empyema,  putrid  bronchitis,  bronchiectasis,  or  advanced 
pulmonary  tuberculosis.  Another  difficulty  is  that  a  considerable  number  of  perfectly 
healthy  individuals  pass  quite  large  quantities  of  indican  in  their  urine.  There  are  some 
who  contend  that  even  these  healthy  persons  are  really  suffering  from  intestinal  putrefactive 
changes  without  knowing  it ;  this  is  possible,  but  from  the  patient's  point  of  view  it  is 
tantamount  to  saying — what  is  indeed  almost  true — that  indicanuria  has  no  real  diagnostic 
or  clinical  significance.  Herbert  French. 

INDIGESTION. — It  is  important  to  remember  that  '  indigestion  ^  is  a  symptom, 
and  not  a  disease  ;  and  if  a  patient  complains  of  this,  one  should  inquire  more  particularly 
as  to  the  exact  nature  of  the  abnormal  sensations  present,  e.g.,  pain,  fullness,  flatulence, 
vomiting,  etc.  The  diagnostic  indications  furnished  by  each  of  these  symptoms  is  con- 
sidered separately  (see  Vomiting,  p.  763  ;  Pain  in  the  Epigastrium,  p.  436  ;  Fullness, 
p.  243  ;  Flatulence,  p.  240,  etc.),  but  it  may  be  convenient  here  to  offer  some  general 
guidance  as  to  the  methods  of  arriving  at  a  diagnosis  in  cases  in  which  '  indigestion,' 
in  one  or  other  of  its  aspects,  is  the  chief  complaint. 

I.  SIMULATION   OF   DYSPEPSIA   BY   OTHER   CONDITIONS. 

At  the  outset  one  should  never  forget  that  a  patient  may  describe  his  case  as  one  of 
indigestion,  although  he  is  not  really  suffering  from  any  primary  affection  of  the  stomach 
at  all  ;  and  mistakes  can  only  be  avoided  by  subjecting  ever^'^  such  case  to  a  thorough 
physical  examination  of  all  the  organs,  and  not  conflning  it  to  the  abdomen.  If  the  possi- 
bility of  error  is  borne  in  mind,  it  is  not  usually  diflicult  to  avoid  ;  and,  accordingly,  it 
will  be  sufficient  to  enumerate  briefly  the  chief  conditions  to  be  thought  of.     These  are  : — 

The  Vomltiiig  of  Pre^ancy. — The  possibility  of  pregnancy  should  always  be 
present  to  the  mind  when  one  is  consulted  by  a  young  woman  who  complains  of  vomiting 
and  indigestion,  and  the  other  signs  and  symptoms  of  pregnancy  (p.  19)  looked  for. 

Cerebral  Vomitiiig. — In  children,  particularly,  vomiting  of  cerebral  origin  may  be 
mistaken  for  dyspepsia.  Incipient  meningitis  and  tumour  are  the  commonest  causes  of 
such  vomiting.  The  former,  in  its  earliest  stage,  may  be  very  diflicult  to  diagnose  with 
certainty,  but  the  presence  of  signs  of  cerebral  irritation  (e.g.  photophobia,  squint,  irrita- 
bility, headache,  Kernig's  sign,  etc.)  should  make  one  suspicious  ;  paralyses,  headache, 
and  optic  neuritis  point  to  tumour.  Examination  of  the  cerebrospinal  fluid  obtained  by 
lumbar  puncture  may  be  required  (p.  304). 

Ursmia  may  masquerade  as  *  indigestion,'  characterized  by  loss  of  appetite  and 
vomiting  (ura?mic  gastritis).  The  '  uraemic  odour '  in  the  breath,  high  arterial  tension, 
and  albuminuria  and  albuminuric  retinitis,  should  be  looked  for.  It  must  be  remarked, 
however,  that  albumin  may  be  absent  from  the  urine  in  undoubted  cases  of  uraemia. 

Phthisis. — In  cases  of  early  phthisis,  indigestion  may  be  the  chief  symptom  of  which 
the  patient  complains,  nausea  and  vomiting  being  often  present.  This  can  be  excluded 
by  a  careful  examination  of  the  chest  and  of  the  sputum,  which  should  never  be  omitted, 
especially  in  young  subjects. 

The  Gastric  Crises  of  Tabes  are  apt  to  be  mistaken  for  dyspepsia.  Paroxysmal 
vomiting  of  great  violence  is  the  usual  form  they  assume,  and  they  may  simulate  gastric 
ulcer  or  other  organic  affections  of  the  stomach.  If  the  knee-jerks  be  absent  and  the  pupils 
immobile  to  light,  the  diagnosis  is  easy,  but  it  must  be  remembered  that  gastric  crises  may 
occur  early  in  a  case  of  tabes  before  the  usual  signs  of  disease  of  the  cord  have  manifested 
themselves.  One  should  inquire  in  such  a  case  for  a  history  of  lightning  pains,  and  for 
any  trouble  with  the  bladder.  It  is  said  also  that  the  blood-pressure  is  raised  during  a 
gastric  crisis,  whereas  it  is  lowered  in  all  other  cases  of  acute  vomiting.  (See  also  Pain 
in  the  Lower  Extremities,  p.  438.) 

Nervous  or  Hysterical  Vomiting  may  also  simulate  dyspepsia.  The  diagnosis  here 
must  be  made  largely  by  the  method  of  exclusion.  The  patient  is  usually  a  woman,  and 
there  may  be  other  signs  of  hysteria  present  (p.  465). 

In    Chronic    Intestinal    Obstruction    the  abdominal  pains,  and  the  vomiting  which 
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often  accompanies  them,  may  be  described  by  the  patients  as  *  indigestion/     In  suehj 
case  there  will  be  distention  of  the  abdomen,  often  with  visible  peristalsis,  and  a  hntoiyi 
gradually  increasing  constipation.     A  tumour  may  be  felt,  or  examination  with 
and  the  aj-rays,  or  with  the  sigmoidoscope,  may  clear  up  the  case. 

Cbolecystitis  is  ver>'  apt  to  be  diagnosed  as  '  indigestion/     In  the  case  of  mi 
aged  or  elderly  women,  particularly,  who  complain  of  '  wind '  and  '  spasms/  the 
bility  of  the  presence  of  gall-stones  should  always  be  thought  of. 

Chronic  Appendicitis  may  manifest  itself  chiefly  by  symptoms  which  point  to 
stomach  rather  than  to  the  vermiform  appendix  as  the  seat  of  the  disease.    The  paaj 
such  a  ciase  may  have  the  character  of  a  typical  *  hunger-pain,'  and  be  relieved  by 
In  children  who  are  brought  to  one  for  ^  indigestion,'  with  \'Bgue  abdominal  pains, 
possibility  of  appendicitis  should  be  specially  remembered. 

Angina  Pectoris  in  one  of  its  forms  may  be  accompanied  by  much  flatulence,  wl 
leads  the  patient  to  consult  his  doctor  for  '  indigestion/      The  occurrence  of  the  sym| 
upon  exertion,  the  characteristic  tendency  of  the  pain  to  spread  into  the  left  arm,  and 
frequent  presence  of  a  high  blood -pressure  are  all  of  diagnostic  value.     Abdominal 
in  which  the  pain  is  seated  in  the  large  abdominal  blood-vessels,  may  be  more  diflicult 
difTerentiatc.     Flatulence  is  again  a  pronounced  feature  ;   but  there  may  also  be  \xiniil 
and  even  ha^matemesis.     Thickening  of  the  peripheral  blood-vessels  is  usually  preseatj 
and  the  therapeutic  test  is  of  help,  the  pain  being  relieved  by  vasodilators,  and  especti^l 
bv  diuretin. 

A  patient  who  suffers  from  Migraine  may  describe  his  case  as  one  of  ^  indigestioo.* 
The  chief  diagnostic  point  is  the  occurrence   of  severe   headache   with  or  preceding  tke; 
gastric  symptoms,  and  the  marked  periodicity  of  the  attacks. 

Extra-abdominal   causes  of   Pain   are   often   put  down  by  patients  to  indij 
Examples  of  these  are  pleurisy,  spinal  caries,  and  aneurysm. 

Eructatio  Nervosa,  due  to  air-swallowing,  is  also  usually  described  as  indigestiML 
For  the  method  of  diagnosing  it,  see  Flatulence  (p.  240). 

II.  FUNCTIONAL   VERSUS   ORGANIC   DYSPEPSIA. 

Having  excluded  all  these  possible  causes  of  error  one  may  conclude  that  one  hastt 
deal  with  a  case  of  either  organic  or  functional  disease  in  the  stomach  itself.  If  vomitiiigi 
loss  of  flesh,  or  severe  pain  be  prominent  symptoms,  the  disease  is  probably  organic;  if 
these  be  absent,  and  the  affection  has  persisted  for  some  time,  one  has  most  likely  to  dD 
with  a  functional  disorder. 

III.  DIFFERENTIAL   DIAGNOSIS   OF   ORGANIC   DYSPEPSIAS. 

The  chief  organic  diseases  which  have  to  be  thought  of  are  :  (1)  Cancer,  (2)  L'fcfT, 
(3)  Gastritis,  (4)  Obstructive  dilatation. 

Cancer. — A  malignant  growth  in  the  stomach  may  be  situated  either  at  the  carditic 
orifice,  in  the  body,  or  at  the  pjjlorus.  In  the  first  of  these  situations  it  will  produce  difficulty 
in  swallowing.  If  at  the  pylorus,  it  will  result  in  dilatation  of  the  stomach  (see  below). 
(Growths  in  the  body  are  those  which  are  most  diflicult  to  diagnose. 

(a),  A  history  of  '  indigestion  '  beginning  abruptly  in  a  patient  (oftenest  a  man) 
above  the  age  of  forty,  and  not  yielding  speedily  to  simple  treatment,  is  very  suspicious. 
On  the  other  hand,  it  must  be  remembered  that  in  a  considerable  number  of  cases  the  growth 
starts  in  an  old  ulcer,  so  that  a  history  pointing  to  this  may  also  be  in  favour  of  carcinoma. 

(6).  Steady  loss  of  weight,  and  the  early  appearance  of  anaemia,  point  to  malignant 
growth  ;  but,  on  the  other  hand,  the  absence  of  these  signs,  and  even  a  temporary  gain 
in  weight  under  treatment,  by  no  means  exclude  it. 

(c).  Ix)ss  of  appetite,  and  especially  a  disinclination  for  meat,  are  usually  early 
symptoms.  Nausea  and  vomiting  supervene  later  but  are  rarely  absent  altogether.  Pain 
may  be  present  early,  and  is  often  more  or  less  constant.  (See  Pain  in  the  Epigastrium, 
p.  4:}6.) 

(d).  A  steady  diminution  in  the  amount  of  hydrochloric  acid  in  the  gastric  juice,  with 
the  presence  of  lactic  acid  and  of  Oppler-Boas  bacilli  in  the  gastric  contents,  is  a  combina- 
tion pointing  strongly  to  carcinoma. 
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It  is  therefore  upon  a  combination  of  these  symptoms  and  signs  lliat  the  dia|SiH>sis 
must  be  based  in  the  early  stage  when  it  is  most  important  to  make  it.  Later,  a  tuniour 
may  be  felt  below  the  left  costal  margin,  or  in  the  epigastrium  ;  enlarged  glands  may 
appear  above  the  left  clavicle,  although  they  are  exceptional  ;  and  there  may  be  signs 
of  secondary-  growths  in  the  liver,  or  at  the  umbilicus.  ^Mlen  ulceration  lias  super\'ened. 
traces  of  blood  may  be  found  in  the  gastric  contents,  and  occult  blood  in  the  stools  (p.  81). 

In  some  cases  of  carcinoma  of  the  body  of  the  stomach,  pronounced  anaemia  is  one 
of  the  earliest  and  most  striking  symptoms.  Such  cases  have  to  be  diagnosed  from  (per- 
nicious anaemia.  A  blood-count  will  usually  suffice  to  distinguish  them,  for  in  gastric 
carcinoma  the  red  cells  are  rarely  below  2,000,000  per  cubic  nun.,  whereas  in  |>emicious 
anaemia  they  go  much  lower  than  that  ;  in  pernicious  anaemia,  also,  the  colour-index  is 
about  1  or  above  it,  in  carcinoma  it  is  less  than  1.  Megaloblasts  are  found  in  the  film  in 
pernicious  anaemia  (p.  24).  but  not  in  carcinoma.  In  spite  of  all  that  has  been  said  above, 
the  early  diagnosis  of  carcinoma  of  the  stomach  is  a  matter  of  great  dilliculty  ;  and  it  may 
be  justifiable  to  resort  to  an  explorator>'  operation  in  a  suspicious  case  which  does  not  clear 
up  after  a  few  weeks'  treatment. 

Ulcer. — ^The  characteristic  symptom  of  gastric  ulcer  is  pain  which  comes  on  after 
food  and  is  relieved  by  vomiting,  which  is  usually  though  not  invariably  present. 
Haematemesis  is  strongly  confirmatory,  but  is  often  absent.  The  symptoms  will  be  found 
on  p.  268.  Duodenal  ulcer  is  also  often  associated  with  symptoms  that  the  patient  describes 
vaguely  as  '  indigestion '  ;    the  symptoms  are  given  on  p.  271 . 

The  chief  sign  of  ulcer  is  a  localized  spot  of  tenderness  on  deep  pn\ssure. 

Gastritis. — Chronic  "  gastric  catarrh  '  is  certainly  diagnosed  oftener  than  ;  it  should 
be,  the  majority  of  cases  so  described  being  really  examples  of  functional" dys^H»psia.  The 
symptoms  are  loss  of  appetite,  fullness  and  weight  in  the  epigstsirimK  tlf pending  greatly 
upon  the  hind  of  food  taken  ;  pain  is  not  a  feature  of  gastritis  ;  nSuseaois  ct^mmon,  and 
vomiting  may  occur,  but  is  not  usually  a  prominent  symptom.  There  is  no  characteristic 
physical  sign,  and  a  diagnosis  cannot  be  made  with  certainty  without  the  use  of  the  stomach 
tube.  This  shows  :  (a)  Diminished  total  acidity,  or  even  complete  absence  of  gastric  juice  : 
(6)  Excess  of  mucus  in  the  contents,  or  the  presence  of  mucus  on  washing  out  the  fasting 
stomach.  Having  determined  the  presence  of  gastritis,  one  has  to  settle  whether  it  is 
primary'  or  secondary.  Secondary  gastritis  may  occur  :  (a)  Where  there  is  disease  of  the 
heart,  causing  back-pressure  ;  (b)  In  cirrhosis  of  the  liver  :  (c)  In  chronic  r(»nal  disease. 
If  all  of  these  can  be  excluded,  primar\^  gastritis  may  be  diagnosed,  and  the  chief  causes 
of  the  latter  looked  for.  These  are  :  (a)  Defective  or  carious  teeth,  and  oral  sepsis  ; 
(b)  Abuse  of  alcohol,  tea,  or  tobacco,  or  the  taking  of  irritating  articles  of  fiKKl. 

Dilatation. — The  presence  of  dilatation  is  determined  by  :  (a)  Showing  that  the  stomach 
is  enlarged  ;    and  (b)  Proving  the  occurrence  of  stagnation  of  the  contents. 

(a).  Enlargement  of  the  stomach  may  be  inferred  when,  by  percussion,  the  greater 
curvature  is  found  to  reach  below  the  level  of  the  umbilicus,  the  lesser  curvature  being  in 
its  normal  }>osition.  In  order  to  facilitate  percussion  it  may  be  necessary  to  inflate  the 
stomach  by  making  the  patient  swallow  90  gr.  of  tartaric  acid  followed  l)v  120  gr.  of  bicar- 
l>onate  of  soda.  Examination  by  the  j?-rays  after  a  bisnuith  meal  is  of  help  in  obscure 
cases  (Fig,  144).  The  presence  of  splashing  is  not  a  certain  sign  of  dilatation,  unless  it 
be  prt»sent  some  hours  after  a  meal. 

(6).  The  occurrence  of  stagnation  of  contents  is  proved  by  giving  the  patient  an  even- 
ing meal,  preferably  containing  some  easily  recognizable  food,  e.g.,  currants,  and  washing 
out  next  morning.  If  food  residues  are  present  in  the  washings,  stagnation  may  be  inferred. 
Examination  with  thctr-rays  is  a  still  more  certain  method  of  diagnosing  delay  in  emptying 
of  the  stomach  ;  normally  the  bismuth  or  barium  meal  should  have  left  the  stoniai-h  in  six. 
or  at  most  eight,  hours. 

The  cause  of  dilatation  may  be  either  :  (d)  Some  obstruction  ni  the  ]»ylorns  :  or 
(h)  Primarv  atonv  of  the  stomach  wall. 

In  distinguishing  between  these,  the  history  may  help.  Thus  the  oe(  urrenee  in  tl.e 
past  of  symptoms  of  ulcer  i)oints  to  a  cicatricial  stenosis  of  the  pylorus.  If  visible  ]K'ristaltie 
waves  are  seen,  one  nuiy  be  sure  of  the  existence  of  an  obstruction.  These  can  sometimes 
be  elicited  by  massaging  the  stomach,  or  by  ilicking  the  surface  of  the  abdomen  gently 
with  a  wet  towel.     The  presence  of  actual  stagnation  of  the  contents  is  also  strongly  in 
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fovour  of  obstruction,  as  this  rarely,  if  ever,  occurs  in  cases  of  atonic  dilatation.    Copim 
vomiting  also  points  to  obstruction,  as  it  is  exceptional  to  meet  with  thi 
in  atony. 

Assuming  that  obstructive  dilatation  has  been  diagnosed,  one  has  next  to  detmin 
its  cause.  Here  one  has  to  distinguish  between  benign  and  malignant  obatructvm.  A 
history  or  signs  and  symptoms  of  ulcer  (sec  above),  point  to  the  former  ;  the  general 
ptoms  of  carcinoma,  to  the  latter.  A  tumour  may  be  felt  in  either  case.  ExaminatioBrf 
the  stomach  contents  also  helps  in  the  difTerential  diagnosis.  The  presence  of  ubundno 
of  free  HC'l.  with  sarcinte  and  yeasts,  points  to  benign  stenosis  ;  diminution 
HCI  with  the  presence  of  lactic  acid  and  Oppler-Boas  bacilli,  to  malignancy. 

One  has  fiirther  to  distinguish  dilatation  from  :  (a)  Gastroptosis  ;  and  (6)  Hour-gte 
stomach. 

(a).  Ill  gastroptosis,  percussittn  (if  necessary'  after  inflation)  will  show  that  the 
curvature  is  displaced  downwards,  as  well  as  the  greater  ;  but  the  normal  distance 
the  two  curvatures- — about  four  inches^is  preserved.     In  most  cases  of  gastroptoiit 
right  kidney  is  more  or  less  freely  movable,  and  this  affords  conflrmatoiy  evidence.    ' 
j;-rays  may  also  be  of  help  {Fig.  144). 

(b).  HouT-gtass  stomach  may  be  diagnosed  by  the  following  signs  : — 

(i).  If  the  stomach  be  washed  out  with  ■ 
known  quantity  of  fluid,  e,g.  80  oz.,  it  wi[ 
found  that  some  has  been  lost,  e.g.  6  ol.,  i 
the  return  fluid  is  measured.  Some  of  the 
seems  to  disappear,  in  fact,  as  if  it  had  flowei 
through  a  hole. 

(ii).  If  the  stomach  is  washed  clean,  and  tte 
tube  passed  a  few  minutes  later,  several  m 
of  fermenting  liquid  may  be  obtained,  whidi 
escaped  from  the  pyloric  pouch. 

(iii).  If  the  stomach  is  drained  appaicntlf 
dry,  a  splash  can  still  be  obtained  over  Um 
pyloric  end  ("  paradoxical  dilatation  '), 

(iv).  If  the  stomach  resonance  is  pemiSNd 
out  carefully,  and  the  viscus  is  then  inflated  witt 
tartaric  acid  and  soda,  as  described  above, 
then   again   percussed,   it  will  be   found  that  a  1 
great  increase  in  resonance  has  occurred  at  the    I 
cardiac  end  only.     If  the  abdomen  is  watched  fat 
a  little,  the  pyloric  pouch  may  sometimes  be  Mcn    i 
i.d^p,ii'iiiiddii!f™«SrtbiV«Sb^^^^  ^°  *"'  gratluft'ly  and  become  prominent.     A  loud    1 

vetiiuai  [wsiiioii.  c,  crest  ol  left  ilium ;  F,  (uiidua  ol      gushing  sound  Can  also  bc  distinguished  on  listen- 
column,  my  lu.  A.  c.  jwd<m.)  log   With   the   stcthoscopc  over  the   site  of  tw 

opening  between  the  two  pouches. 
(v).  x-ray  examination  after  a  bismuth  meal  will  show  the  division  of  the  stonuch 
into  two  pouches  {Fig.  128,  p.  268). 

IV.  DIFFEBENTIAL   DIAGNOSIS   OF   FUNCTIONAL   DVSKPSIA. 

Assuming  that  all  the  above  forms  of  organic  disease  can  be  excluded,  one  may  con- 
clude that  the  ease  is  one  of  functional  dyspepsia. 

The  next  task  is  to  determine  what  particular  variety  of  functional  disorder  oat  hu 
to  deal  with.  In  attempting  to  do  this,  one  is  met  at  the  outset  by  the  difficulty  of  claisi- 
fying  functional  disorders  of  the  stomach.  Three  forms  of  classiflcation  may  be  adopted: 
(1)  Physiological,  (2)  Clinical,  (3)  Etiological. 

Physiological  Classincation. — In  this  classification,  cases  of  functional  dyqiepna 
are  arranged  according  to  the  particular  function  affected,  thus: — 

(n).  Affections  of  secretion  : — 

(i)  Excess  =  Hypersecretion  and  hyperchlorhydria. 
(ii)  Uefect  =  Achylia  and  hypochlorhydria. 


*  - 
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<6).  Affections  of  moHlity  : — 

(i)  Excess  =  Pyloric  spasm, 
(ii)  Defect  =  Atony,  or  impaired  motility. 

(c).  Affections  of  sensation  : — 

Excess  =3  Hyperaesthesia  or  gastralgia. 

Any  of  these  may  be  present  alone,  or  two  or  more  may  exist  in  conjunction. 

The  diagnosis  of  affections  of  secretion  and  motility  can  be  made  by  the  aid  of  the 
»niach  tube  and  by  bismuth  and  the  ar-rays. 

For  the  diagnosis  of  hyperaesthesia  (gastralgia),  see  Pain  in  the  Epigastrium  (p.  436). 

The  above  is  undoubtedly  the  most  scientific  method  of  making  a  differential  diagnosis 
cases  of  functional  dyspepsia,  but  it  has  the  inconvenience  of  necessitating  the  use  of 

meals. 

Qtalcal   Classification. — Clinically,  cases  of  functional  dyspepsia  may  be  classified 

certain  rough  groups  according  to  their  symptoms.     Thus  : — 

(a).  Hypersthenic  Dyspepsia. — ^This  is  probably  due  to  a  combination  of  hypersecretion 

hyi^enesthesia.     The  patient  is  usually  a  young  man,  otherwise  healthy  ;    and  the 

;f  symptom  is  pain  during  the  late  period  of  digestion. 

(fc).  Asthenic  Dyspepsia, — ^This  is  due  to  impaired  motility  (atony),  with  or  without  some 
ler  of  secretion.     The  patient  may  be  of  cither  sex,  and  of  any  age,  and  the  chief 

»toms   are  flatulence    and  fullness.      It   is  often   present  along   with    gastroptosis, 

*ially  in  women  ;  and  there  may  be  atonic  dilatation  of  the  stomach. 

(r).  Acid  Dyspepsia. — ^This  is  an  ill-defined  group  in  which  the  chief  symptom  is  a 

ition  of  acidity,  or  the  presence  of  acid  eructations.     Some  cases  are  really  exam[)le8 
hyperchlorhydria,  with  or  without  the  presence  of  gastritis.     In  others,  the  cause  is 
e  production  of  organic  acids  by  fermentation.     Diagnosis  can  only  be  made  by  aid  of 
%lie  stomach  tube. 

Other  clinical  forms  of  dyspepsia  arc  also  described,  e.g.,  '  senile '  dyspepsia 
^essentially  a  hypochylia),  ^  gouty  '  dyspepsia  (the  same  as  the  ^  acid  '  form),  '  flatulent  * 
^ijrspcpsia  (usually  due  to  defective  motility),  and  others  ;  but  the  use  of  such  terms  is 
inaccurate,  and  should  be  avoided  as  far  as  possible. 

Etiological  Qasriflcation. — Instead  of  attempting  to  distinguish  different  forms  of 
ftmctional  dyspepsia,  one  can  regard  the  latter  as  an  aggregation  of  symptoms  of  gastric 
disorder  excited  by  different  causes,  and  classify  cases  according  to  the  particular  exciting 
cause  at  work.  This  method  is  simple  and  convenient,  and  is  also  useful  for  purposes  of 
treatment.     Adopting  it,  one  may  say  that  functional  dyspepsia  may  be  induced  by  : — 

C<i).  Dietetic  causes,  e.g.,  unsuitable  food,  hasty  meals,  the  abuse  of  alcohol,  tobacco, 
tea.  etc. 

(b).  Physical  causes,  e.g.,  imperfect  chewing,  defective  teeth,  oral  sepsis,  over-fatigue, 
<leficient  exercise,  etc. 

(f).  Mental  causes,  e.g.,  over- work,  a  studious  life,  etc. 

((f).  Emotional  cmtses,  e.g.,  shock,  worry,  etc. 

Any  of  the  above  methods  is  useful,  the  essential  point  being  that  a  classification  of 
some  sort  should  be  adopted.  Probably  a  combination  of  the  flrst  and  third  methods, 
which  take  into  account  both  the  particular  disorder  which  is  present  and  the  cause  which 
has  brought  it  about,  will  lead  to  the  best  treatment. 

Methods  of  Examining  thk  Stomach. 

The  following  is  a  brief  account  of  some  special  methods  employed  in  examining  the  stomach, 
which  are  capable  of  being  carried  out  in  ordinary  practice  : — 

1.  DetermtiMifkiD  of  Slie. — This  is  done  by  light  percussion,  or  by  percussion-auscultation, 
with  or  without  previous  inflation.  The  position  of  the  lesser  and  greater  curvatures  and  of  the 
Amdus  must  be  determined.  Inflation  is  performed  either  :  (a)  Through  a  stomach  tube  connected 
with  a  IIiggin8on*s  syringe  ;  or  (b)  By  making  the  patient  swallow  90  gr.  of  tartaric  acid  dissolved 
in  three  ounces  of  water,  foUowcd  by  120  gr.  of  bicarbonate  of  soda. 

2.  InvcstitfatlOB  of  tbm  Contenti. — ^A  test  meal,  consisting  of  two  slices  of  dry  toast  and  two 
cups  of  tea  with  a  little  mUk,  is  given  in  the  morning,  and  the  tube  passed  an  hour  later.  The  tube 
should  have  a  solid  end  and  one  bevelled  lateral  eye  close  to  it.  The  sample  drawn  off  should  be 
investigated  as  regards  : — 

(a),  iluantiiu. — A  very  small  result  containing  little  fluid  indicates  diminished  secretion 
(achyiia)  ;   an  abundant  and  very  liquid  yield  indicates  diminished  motility. 
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(6).  Physical  Characters. — The  presence  of  large  pieces  of  but  slightly  altered  food  ii 
defective  secretion  and  digestion ;  a  large  amount  of  liquid  with  a  granular  deposit  shows  hj 
secretion.     A  very  sour  odour  reveals  the  i)resence  of  organic  acids.     V^iscidity  of  the  eonh 
so  that  they  filter  slowly,  is  characteristic  of  the  presence  of  mucus  in  excc^ss. 
(c).  Acidity, 

(i).  Test  for  Free  IICl. — Congo-red  paper  is  turned  blue,  methyl-orange  paper  red.  j 
free  HCl  be  present.     The  depth  of  colour  indicates  approximately  the  amount  of 
acid. 

(ii).  Total  Acidity. — ^Tcn  c.c.   of  the  filtered  contents  are  titrated  with  fj; 
soda  solution,  two  or  three  drops  of  phenolphthalein  solution  being  used  as  an  indicttorJ 
A  pink  tinge  appears  as  soon  as  the  acidity  has  been  neutralized.     The  result  is  expi 
in  terms  of  the  amount  of  caustic  soda  solution  required  to  neutralize  100  cc.  of 
gastric  contents  :  e.g.,  if  0  c.c.  neutralize  10  of  the  contents,  then  the  aridity  is  60. 
normal  aciditv  is  between  40  and  70. 

(iii).  Organic  Acids  need  only  be  tested  for  if  free  HCl  is  absent.     A  sour  odour  of  J 
contents  indicates  their  presence  ;   acetic  acid  and  butyric  acid  can  be  recognized  by 
odour  of  vinegar  or  rancidity  resiKjctively  ;  lactic  acid  by  adding  a  few  drops  of  the  cont 
to  some  Uffelmann^s  reagent  (equal  parts  of  1-20  carbolic  and  weak  liq.  ferri  perchlor.] 
in  a  test  tube  :    a  bright  yellow  colour  is  produced  if  the  acid  be  present. 
(//).  Ferments. — Uennin  can  be  tested  for  by  neutralizing  some  of  the  contents,  and  tfjfii 
whether  the  addition  of  a  few  drops  to  a  little  milk  results  in  coagulation  when  kept  wann  ' 
twentv  minutes. 

There  is  no  convenient  test  for  pepsin,  but  its  absence  may  usually  he  inferred  if  there  it 
rennin  present. 

(f).  Microscopical  Characters. — Films  are  made  from  some  of  the  deposit,  and  stained 
dilute  gentian  violet.     Opplcr-Boas  bacilli,  yeastis,  and  sarcina;  {Fig,  121,  p.  241)  should  be 
for.     The  first  occur  s[)ecially  in  cases  of  carcinoma  ;  the  two  last  in  benign  stenosis  of  the  p^ 

S.  Determination  of  Motility. — Impaired  motility  is  shown  by  the  presence  of  fbod 
in  any  quantity  (say  about  4  ounces)  six  and  a  half  hours  after  an  ordinary  dinner.    In  order  < 
prove  the  presence  of  stagnation,  a  light  meal,  preferably  containing  some  easily  recogniied  ' 
(e.g.  currants),  should  be  given  in  the  evening,  and  the  stomach  washed  out  next  momiiig. 
KkmI  be  foimd  in  the  washings,  stagnation  exists.     If  there  l>e  no  food,  but  if  several  ouncei 
greenish  acid  fluid  are  obtained,  hypersecretion  is  present ;   flakes  of  mucus  may  be  found  in 
washings  in  gastritis.  Robert  UuldimJ^ 

INEQUALITY  OF  THE  PULSES.— (See  Pri.sKs,  IJnequal,  p.  550.) 

INEQUALITY  OF  THE  PUPILS.-^Sce  Pui»il,  Abnormalitiks  of  the,  p.  551.) 

INSOMNIA  means  inability  to  obtain  the  normal  amount  of  sleep.  It  includes  sleep* 
lessness  and  broken  or  restless  sleep,  and  admits  of  no  closer  definition  because  the  Donnl 
amount  of  sleep  varies  widely  with  age,  habit,  and  idiosyncrasy.  Thus,  out  of  the  twenty- 
four  hours,  an  infant  at  one  month  will  sleep  for  twenty-one,  at  six  months  for  eighteen, 
at  twelve  months  for  fifteen  hours.  A  child  four  years  old  needs  twelve  hours*  sleep,  the 
schoolboy  of  twelve  needs  ten,  the  public-school  man  should  have  nine.  The  average  houn 
of  sleep  in  adult  life  are  said  to  be  eight  for  women,  seven  for  men,  but  idiosyncrasy  my 
cut  down  the  hours  necessary  in  certain  people  to  no  more  than  three  or  four,  for  longpcriodi 
and  without  any  impairment  of  health  or  the  power  to  work.  Habit  may  train  neglected 
children  or  overworked  labourers  and  servants  to  get  on  with  short  hours  of  rest  and  inte^ 
rupted  sleep  that  would  speedily  make  an  ordinary  person  ill.  Insomnia  is  a  symptom 
indicating  that  something  is  amiss,  not  a  disease  per  se.  It  occurs  in  a  great  many  acute 
and  chronic  disorders,  but  in  most  cases  it  depends  on  functional  disturbances,  faulty  habitt 
or  hygiene,  an  ill-arranged  regimen,  and  not  upon  organic  disease.  It  is  to  be  diagnosed 
whenever  lack  of  sleep  causes,  or  is  associated  with,  loss  of  health.  Most  patients  habitually 
underestimate  the  amount  of  sleep  they  get,  without  any  intention  to  deceive  ;  and  are  apt 
to  complain  that  they  have  been  awake  all  night  when  in  point  of  fact  they  have  had  many 
hours  of  sleep. 

The  chief  causes  of  insomnia  arc  tabulated  below  in  three  main  groups,  etiologically  :— 

1.  Insomnia  due  to  Faulty  Habits  or  Hygiene,  such  as — 

Some  sudden  change  in  the  routine  of  the  day  or  evening 

Exposure  to  undue  excitement  or  bad  atmosphere  liefore  retiring 

The  use  of  a  noisy,  airless,  or  overheated  bedroom 

The  use  of  too  manv  bedclothes,  or  too  few 

(>oing  to  bed  on  too  full  or  too  empty  a  stomach 

Drinking  strong  tea  or  coffee  too  late  in  the  day 

The  over-use  of  tobacco. 
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2.  Insomnia  doe  to  Acute  IMsordera,  such  as^ 

Pain  due  to  any  cause,  inflammation,  injury,  neuritis,  etc. 
The  early  staj?es  of  fevers 

Acute  insanity,  meningitis,  deUrium  tremens,  acute  mania,  etc. 
Acute  nervous  exhaustion. 

3.  Insomnia  due  to  Chronic  Disorders,  such  as — 

Gastro-intestinal  disorders,  dyspepsia,  constipation,  etc. 

Chronic  insanity  of  all  sorts,  neurasthenia 

Cerebral  syphilis,  intracranial  tumour 

Disease  of  the  heart,  vaKiilar  or  myocardial 

Disease  of  the  lungs,  emphysema,  bronchitis,  asthma,  etc. 

Diseases  of  the  liver  or  kidnevs 

Arteriosclerosis  and  high  blood-pressure,  hyperpiesis 

Anaemia,  primary  or  secondary* 

Hysteria  and  maUngering. 

The  closer  investigation  of  the  causes  of  insomnia  may  best  be  done  by  taking  the  age 
of  the  patient  into  consideration. 

Sleeplessness  in  an  Infant  is  most  often  due  to  indigestion,  hunger,  or  bodily  discomfort; 
in  rare  cases  it  is  evidence  of  nervous  instability  or  ear  or  brain  disease.  Enquiry  into  the 
methods  and  hours  of  feeding  the  infant  will  often  show  where  the  fault  lies  :  the  food  may 
be  improper,  the  hours  of  feeding  too  frequent,  the  practice  of  giving  the  bottle  or  breast 
whenever  the  infant  cries  may  have  been  followed,  or  the  habit  of  allowing  it  a  dummy  teat 
to  suck  at  all  hours.  The  artificially  fed  infant  is  likely  to  suffer  from  indigestion  and  colic, 
with  screaming,  drawing  up  of  the  legs,  and  rigid  abdomen  ;  the  breast-fed  infant  will  more 
often  fail  to  sleep  because  it  is  hungry.  In  many  cases  it  fails  to  sleep  because  it  is  in 
discomfort  from  a  wet  napkin  or  bed,  from  having  too  many  bed-clothes  and  being  over- 
heated, or  from  being  cold  :  the  bedroom  may  be  too  light  or  too  noisy.  In  not  a  few 
instances  it  fails  to  sleep  well  for  want  of  proper  training  ;  especially  if  it  finds  that  it  will 
be  fed  or  rocked  in  the  arms  or  cradle  as  often  and  as  long  as  it  sees  fit  to  cry.  When  the 
infant  is  six  months  old  or  more,  rickets  and  the  local  irritation  of  teething  are  common 
additional  causes.  In  a  minority  of  cases  the  sleeplessness  is  due  to  the  onset  or  presence 
of  acute  or  chronic  disease,  or  to  the  indeterminate  condition  described  as  nervousness  or 
nervous  instability,  or  to  definite  mental  deficiency  ;  careful  examination  of  the  infant  and 
its  previous  history'  should  suffice  to  clear  up  the  diagnosis  in  these  cases.  As  the  treatment 
of  sleeplessness  in  an  infant  hardly  ever  demands  the  use  of  sedative  drugs,  but  consists 
mainly  in  rectifying  errors  of  diet,  hygiene,  or  up-bringing,  it  is  obvious  that  the  medical 
man  must  be  prepared  to  go  deeply  into  these  domestic — rather  than  medical — matters. 

Sleeplessness  in  Children  is  due  largely  to  causes  similar  to  those  described  above. 
In  a  great  many  cases  it  is  due  to  indigestion,  with  which  may  be  associated  flatulence, 
teething,  and  the  presence  of  worms  in  the  intestine  ;  tea-drinking  is  a  common  cause  of 
chronic  dys|>epsia,  nervous  irritability,  and  disturbed  sleep,  in  children  as  well  as  in  adults. 
Many  children  sleep  ill  because  they  are  put  to  bed  within  an  hour  or  so  of  a  late  tea  or  early 
supper  of  too  solid  a  character  ;  others,  for  want  of  fresh  air  in  the  bedroom,  waking  late 
on  the  following  morning  in  a  headachy  and  irritable  condition  and  witli  little  appetite  for 
breakfast.  Not  a  few  ill-fed  or  anaemic  school-children  sleep  badly  during  term-time 
because  they  are  over-worked,  or  worried  about  their  lessons  or  their  place  in  the  class, 
without  being  aptually  over-worked  ;  in  such  cases  the  distraction  afforded  by  games  is 
likely  to  be  more  successful  in  effecting  a  cure  than  treatment  by  rest.  It  is  only  in  the 
minority  of  instances  that  the  insonmia  is  due  to  disease,  whether  acute  or  chronic,  such  as 
adenoids,  enlarged  tonsils,  or  organic  disease  of  the  various  viscera.  A  few  special  forms  of 
insonmia  seen  in  childhood  call  for  brief  mention.  In  early  hip  disease  sleep  may  be  disturbed 
by  sudden  starting  pains  ;  the  child  goes  off  to  sleep,  only  to  be  awakened  almost  at  once 
by  sudden  shooting  pains  in  the  affected  leg  or  hip.  Sleep  is  broken  by  fright  in  night-terrors 
(see  Xk;htmarf:s,  p.  402),  in  which  the  child  wakes  up  screaming  and  frightened,  but 
conscious  and  able  to  explain,  so  far  as  excitement  permits,  the  nature  of  the  fright  ;  indis- 
cretions in  diet,  or  the  presence  of  adenoids  or  worms,  often  explain  the  occurrence  of  such 
night-terrors.  In  the  rarer  and  more  serious  form  of  night-terror,  known  as  pavor  nocturnus, 
the  child  awakes,  screaming  and  frightened,  but  not  fully  conscious,  and  unable  to  recognize 
those  around  him.     There  is  no  recollection  of  the  fright  next  day,  and  in  all  probability 
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the  pavor  is  akin  to  epilepsy,  oeeurring  mainly  in  ehildren  with  a  bad  family  histoiy 
nervous  disease.     It  is  plain  from  what  has  been  said  above  that  the  diagnosis  of  the 
of  sleeplessness   in  a  ehild  demands  scrutiny  of  the  daily   routine,  diet,   and  sic 
arrangements,  as  well  as  examination  of  the  child  itself.     Sedative  drugs  are  pi 
never  required  for  its  treatment,  except  in  the  case  of  severe  acute  or  chronic  disease, 
even  then  should  be  given  but  rarely. 

Insomnia  in  Adults,  in  the  majority  of  cases,  is  due  to  faults  of  ?iabU  or  hygiene 
to  those  already  mentioned  in  the  case  of  children  ;  but  it  is  due  to  organic  disease  of  ( 
si)rt  or  another  in  not  a  few  instances,  discussed  later.     The  sleepless  adult  should 
thought  to  the  economy  and  arrangement  of  his  bed  and  bedroom,  and  the  hours  he  kc 
The  bed  should  be  comfortable — whether  the  mattress  be  hard  or  soft  is  a  matter  of  ta4e| 
many  people  sleep  better  with  a  high  pillow  than  with  a  low,  and  if  a  liigh  pillow  is 
agreeable,  the  same  efTect  can  often  be  produced  by  putting  blocks  two  or  three  inches ! 
beneath  the  posts  at  the  head  of  the  bed .     The  bedclothes  should  be  light  rather  tlian  heavy  j 
they  should  be  warm  enough  to  prevent  the  occurrence  of  cold  feet,  a  very  comnnon  cause ( 
sleeplessness.     The  bed  should  not  be  placed  so  that  the  sleeper  faces  the  light.    A 
of  fresh  air  throughout  the  night  is  essential,  and  is  assured  if  the  room  is  heated  by  an< 
fire  :   stuffiness  and  overheating  of  the  atmosphere  seem  almost  inseparable  from 
by  stoves,  hot  air,  hot  water,  or  steam,  and  are  common  causes  of  sleeplessness, 
hygiene  of  the  bedroom  having  been  attended  to,  the  habiU  of  the  sleepless  patient  should  bej 
passed  in  review.     Many  well-to-do  people  sleep  ill  because  they  go  to  bed  too  soonalUr! 
a  heavy  dinner  ;  a  few  because  they  go  to  bed  hungry.     Not  a  few  find  that  they  sleep  btd|f| 
if  they  take  a  cup  of  coffee  after  dinner,  or  even  drink  tea  in  the  afternoon  ;  others  sleep  ■ 
if  they  indulge  in  brain-work  after  dinner,  or  attend  exciting  public  meetings,  theibc^ 
concerts,  and  so  forth.     It  is  known  that  bodily  and  mental  fatigue  promote  sleep,  and 
patients  with  insomnia  solicit  sleep  and  aggravate  their  condition  by  pushing  ftitigue  ti^ 
the  point  of  exhaustion,  forgetting  that  over- fatigue  often  produces  sleeplessness.   Tte' 
observance  of  fairly  regular  hours  for  work,  food,  and  sleep  is  often  neglected  by  busy  roesii 
and  the  neglect  often  results  in  disturbance  of  their  sleep.     Sudden  changes  in  the  mode 
or  routine  of  daily  life,  or  alterations  in  the  altitude  or  locality  inhabited,  may  result  ii 
acute  and  persistent  insomnia.     It  is  to  the  investigation  of  these  and  similar  irregularitieii 
trifling  as  many  of  them  may  appear,  that  one  must  look  in  diagnosing  the  cause  of  insomoii 
in  healthy  or  fairly  healthy  patients  ;    its  treatment  will  naturally  turn  mainly  on  their 
correction.     Healthier  habits  of  life  must  be  advised,  and  the  use  of  sedativ'es  prohibited 
entirely. 

In  the  case  of  adults  suffering  from  the  most  various  acute  disorders^  slight  or  se^-efc, 
the  occurrence  of  insomnia  is  a  commonplace.  It  passes  off  with  the  amelioration  of  the 
<lisorder,  and  if  the  patient  is  able  to  give  an  accoimt  of  himself  and  his  symptoms,  the 
diagnosis  should  not  be  difficult. 

It  is  often  otherwise  with  adults  suffering  from  insomnia  due  to  chronic  disease ;  the 
sleeplessness  may  be  one  of  the  earliest  symptoms  of  illness,  or  the  other  symptoms  thit 
are  present  may  have  escaped  the  patient*s  notice.     For  example,  persistent  inability  to 
sleep  is  often  a  prominent  and  early  feature  of  nervous  or  mental  disease — melanchotit, 
mania,  general  paralysis,  hypochondriasis,  neurasthenia,  acute  nervous  extiaustion,  paralyw 
agitans,  and  chronic  alcoholism  may  here  be  mentioned  ;  in  old  age,  senile  nocturnal  manit 
may  occur  as  a  very  troublesome  form  of  insomnia.     Inability  to  sleep  may' be  marked 
in  cases  of  cerebral  tumour  or  cerebral  syphilis.     Want  of  sleep  throws  a  great  strain  on 
the  nervous  system  generally,  and  so  is  a  prominent  factor  in  the  production  of  insanity ; 
the  one  aggravates  the  other,  and  a  vicious  circle  is  established.     In  heart  diseasCj  insomnia 
is  frequently  a  distressing  feature  ;  the  patient  often  has  to  sleep  propped  up  in  bed  because 
of  breathlessness  whenever  the  recumbent  position  is  adopted,  and  when  he  does  get  off  to 
sleep  he  is  often  awakened  by  cardiac  palpitation  or  dyspnoea,  within  a  few  minutes. 
Restless  nights  arc  passed  even  while  cardiac  compensation  is  maintained  ;    when  com- 
pensation fails  the  condition  is  nmch  aggravated.     Patients  with  aortic  incompetence  may 
be  kept  awake  by  the  pulsating  shock  and  noise  of  their  own  hearts.     Dyspnoea  is  a  common 
cause  of  sleeplessness  in  many  diseases  of  the  lungs.     Patients  with  bronchitis,  emphysema, 
spasmodic  asthma,  extensive  pulmonary  adhesions  or  pulmonary  tuberculosis,  and  other 
kindred  diseases,  often  pass  restless  nights    because  they  are  awakened  by  pulmonary 
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dyspncra  soon  after  getting  off  to  sleep.  With  these  patients,  as  with  those  suffering  from 
heart  disease,  the  sitting  or  semi-recumbent  position  at  niglit  is  often  imperative,  the  reasons 
being  that  diaphragmatic  breathing  is  easiest,  and  the  ampHtude  of  the  diaphragmatic 
movements  greatest  when  the  patient  sits,  less  when  he  lies,  and  least  when  he  is  in  the  erect 
position.  Sleeplessness  is  frequent  in  cirrhosis  of  the  liver^  being  accompanied  by  nocturnal 
delirium  in  the  severer  cases  ;  it  may  also  occur  in  chronic  renal  disease.  It  is  often  a 
persistent  and  distressing  feature  of  arteriosclerosis  and  high  blood-pressure y  with  hypertrophy 
of  the  heart.  The  mechanism  w^hereby  this  sleeplessness  is  produced  is  obscure  ;  but  from 
the  fact  that  any  treatment  that  lowers  the  blood-pressure — massage,  hot  baths,  high- 
frequency  currents  of  electricity — cures  the  insomnia,  it  may  be  assumed  that  the  high 
arterial  pressure  acts  directly,  preventing  the  establishment  of  the  degree  of  cerebral  anaemia 
that  is  requisite  for  sleep.  But  it  must  be  noted  that  if  insomnia  results  from  the  supply 
of  too  much  blood  to  the  brain,  it  also  results  from  the  supply  of  too  little  ;  hence  sleepless- 
ness occurs  in  grave  ancemia,  whether  primary  or  secondary. 

In  conclusion,  it  may  be  noted  that  in  hysteria,  professions  of  obstinate  insomnia  go 
far  beyond  the  observed  facts  ;  and  that  the  malingerer,  claiming  not  to  have  slept  at  all  for 
<lays  or  weeks,  may  urge  the  sound  slumber  he  enjoys  in  hospital  as  an  argument  for  the 
prolongation  of  his  stay.  a.  J.  Jex-Blake. 

INTERSCAPULAR  PAIN.— (See  Pain,  Intrrscapii^ar,  p.  461.) 

IRIDOPLEGIA — (See  Pupil,  Abnormalities  of  thk,  p.  551.) 

IRRITABILITY. — It  is  not  very  often  that  irritability  can  be  regarded  as  a  symptom 
of  diagnostic  importance.  It  is  a  relative  condition,  varying  in  its  significance  with  the 
individual,  and  more  especially  with  his  age.  Children,  for  instance,  display  irritability 
much  more  readily  than  adults  under  similar  influences,  owing  to  incomplete  education  of 
their  powers  of  control,  and  a  like  distinction  may  be  drawn  between  different  persons  of 
adult  age.  Varying  degrees  of  irritability  may  be  recognized  under  any  condition  of  ill- 
health,  and  as  a  solitary  symptom  it  can  hardly  be  regarded  as  one  of  much  import.  An 
exception  may  perhaps  be  made  in  favour  of  the  steadily-increasing  irritability  which  is 
sometimes  observed  as  a  prodrome  of  meningitis,  and  which  may  be  sufficiently  remarkable 
to  instigate  a  careful  look-out  for  other  early  signs  of  that  disease,  such  as  vomiting,  head- 
ache, strabismus,  and  head-retraction. 

In  adults,  the  personal  disposition  is  longer  established  and  better  recognized,  so  that 
definite  alterations  in  temperament,  independent  of  obvious  cause,  and  clearly  not  of  fleeting 
character,  must  always  receive  attention  from  the  medical  man  to  whose  notice  they  are 
brought.  Many  chronic  ailments,  especially  those  which  entail  mental  or  physical  suffering, 
may  be  associated  with  increased  irritability  without  exciting  special  remark.  On  the 
other  hand  there  are  some  constitutional  or  metabolic  disturbances  which  are  noted  for  the 
irritability  to  which  they  may  give  rise.  Diabetes  mellitus  and  chronic  nephritis  are  common 
examples  of  this  kind,  and  the  examination  of  the  urine  of  patients  in  whom  friends  have 
observed,  or  who  may  even  themselves  complain  of,  irritability,  should  never  be  neglected. 
In  such  conditions  as  jaundice,  Graves's  disease,  and  acromegaly,  other  symptoms  and  signs 
are  more  obvious  and  more  conclusive. 

Irritability  often  forms  part  of  a  neurastlienic  syndrome,  but  it  is  well  to  remember  that 
the  same  symptom  may  be  present  in  the  early  stages  of  general  panUysis  of  the  insane, 
A  careful  investigation  of  other  mental  changes,  of  the  condition  of  the  reflexes  and  pupils, 
and,  if  suspicion  is  aroused,  a  Wassermann  test,  should  be  carried  out  before  coining  to  a 
definite  diagnosis.  It  is  hardly  necessary  to  add  that  irritability  may  be  associated  with 
other  depressed  mental  states,  such  as  melancholia  and  epileptic  dementia.  Finally,  chronic 
intoxications,  and  especially  chronic  alcoholism  and  plnmbism,  may  be  responsible  for  great 
irritability,  especially  in  the  earlier  hours  of  the  day.  /♦:.  Farqiihar  Buzzard. 

IRRITABILITY  OF  THE  BLADDER.-  (See  Micti  iirnox,  Abnohmamtiks  of, 
p.  898.) 

ITCHING.— (See  Pruritus,  p.  540.) 


SU  JAUNDICE 

JAUNDICE  is  the  term  used  to  indicate  the  yellow  or  greenish  coloration  of  the  skin, 
conjunctiva,  mucous  membranes,  and  other  tissues  and  fluids  of  the  body,  by  bile  pigment. 
The  following  are  its  chief  signs  : — 

The  Skin. — ^The  colour  varies  from  a  light  sulphur  yellow  to  a  deep  orange,  greenish, 
and,  in  some  cases,  dark  olive  tint.  The  greenish  or  dark  olive  shade  is  only  found  in  severe 
cases  of  long  standing.  Intense  itching  is  often  produced,  especially  if  the  jaundice  is  the 
result  of  obstruction  of  the  bile-ducts  ;  and  this  sometimes  leads  to  vigorous  scratching  and 
the  production  of  scratch-marks,  blood-crusts,  and  sore  places. 

In  certain  cases,  after  some  time,  little  yellowish -white  or  light  yellowish-salmon- 
coloured  patches  of  soft  smooth  tissue  slightly  raised  above  the  surface  of  the  surrounding 
skin  may  appear  on  the  upper  eyelids  near  the  inner  canthi.  These  patches  may  spread 
until  the  eye  is  surrounded  entirely  by  this  altered  skin,  xanthelasma  palpebrarum,  A 
similar  condition  may  also  occur  on  the  palmar  surface  of  the  hands  and  fingers,  or  firm 
rounded  nodules  varying  in  size  from  }  in.  to  ^  in.  in  diameter,  more  or  less  raised  above 
the  level  of  the  surrounding  skin,  may  develop  over  the  elbows,  knees,  or  in  other  places — 
xanthelasma  planum  and  xanthelasma  tuberosum. 

The  Eyes. — ^The  conjunctivae  are  yellow.  Care  must  be  taken  to  distinguish  deposits 
of  subconjunctival  fat  from  actual  coloration.  Occasionally,  it  is  said,  patients  suffer  from 
yellow  vision  (xanthopsia). 

The  Urine  may  present  almost  any  shade,  from  a  light  saffron-yellow  to  yellow ish- 
brown,  medium  brown,  dark  mahogany  brown,  greenish-brown,  or  even  almost  black. 
On  looking  across  the  upper  portion  of  the  urine  in  a  specimen  glass  a  distinct  greenish 
tinge  may  be  detected,  and  the  froth  which  forms  at  the  top  on  shaking  possesses  a  distinct 
yellowish  or  greenish  shade.     It  stains  white  blotting-paper  and  linen  a  bright  yellow. 

As  a  general  rule,  when  jaundice  is  developing,  bile  pigment  can  be  detected  in  the  urine 
before  the  conjunctivae  become  yellow,  and  the  conjunctivae  become  jaundiced  before  the 
skin .  On  the  other  hand,  when  jaundice  is  leaving  a  patient,  the  bile  pigment  first  disappears 
from  the  urine,  whilst  the  skin  remains  coloured  for  some  time  afterwards.  There  are 
certain  special  cases,  indeed,  in  which  the  skin  and  conjunctivae  exhibit  obvious  jaundice, 
yet  there  is  no  bile  pigment  in  the  urine.  This  condition  is  termed  acholuric  jaundice 
(p.  382). 

Other  Secretions. — ^The  sweat  and  milk  of  women  who  are  nursing  may  be  tinged 
yellow.  Pleuritic,  pericardial  or  peritoneal  effusions  may  be  similarly  coloured.  The 
tears,  saliva,  and  gastro-intestinal  secretions  are  not  affected  in  this  manner,  nor  are  the 
meninges,  brain,  spinal  cord,  or  cerebrospinal  fluid. 

The  FflBces. — In  cases  of  jaundice  due  to  obstruction  of  the  larger  ducts,  the  fecces 
become  greyish-white  or  clay-coloured  from  lack  of  stercobilin,  and  they  may  contain  an 
excess  of  fat  which  by  decomposition  is  likely  to  give  the  stools  a  very  offensive  smell.  The 
bowels  are  usually  constipated. 

The  Pulse. — It  is  frequently  stated  that  the  pulse  is  apt  to  become  much  slower  than 
normal,  especially  in  cases  of  catarrhal  jaundice  without  pyrexia.  It  is,  however,  very 
rare  to  And  these  slow-pulse  cases  clinically ;  more  often,  although  physiological  experiments 
show  that  the  bile  salts  tend  to  slow  the  heart  remarkably,  the  pulse-rate  is  accelerated, 
especially  in  pyrexial  cases. 

Bruising. — There  is  a  marked  tendency  to  capillary  oozing  and  haemorrhage  in  certain 
cases  ;  this  is  important,  not  only  from  the  point  of  view  of  operations,  but  also  because  of 
the  ready  bruising  of  the  skin  which  might  be  mistaken  for  evidence  of  violence. 

Cholsmia. — In  cases  of  severe  or  long-continued  jaundice,  cholaemic  symptoms  may 
supervene,  namely,  stupor,  delirium,  convulsions,  coma,  and  death. 

Jaundice  must  not  be  mistaken  for  other  conditions  which  cause  yellowness  of  the  skin. 
There  should  be  but  little  possibility  of  this,  provided  a  careful  examination  is  made.  Slight 
jaundice  and  pernicious  anaemia  are  perhaps  the  two  conditions  that  may  most  readily 
be  mistaken  for  each  other  ;  in  the  latter,  however,  the  conjunctivje  are  generally  of  a 
pearly  whiteness,  however  yellow  the  skin  may  be  :  and  if  the  urine  should  be  suspiciously 
dark,  its  colour  will  be  foimd  to  be  due  to  urobilin,  detected  by  its  spectroscopic  band 
between  the  E  and  F  lines  (Fig,  36,  p.  80),  whilst  tests  for  bile  pigments  would  be  negative. 
If  there  is  doubt  as  to  the  presence  of  urobilin  on  direct  vSpectroscopic  examination  alone, 
further  urobilin  tests  will  be  applied.     One  of  the  best  is  carried  out  as  follows  :  A  quantity 
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the  urine,  say  an  ounce,  is  poured  into  a  suitable  ^lass  cylinder  acidulated  with  a  few 
Dps  of  acetic  acid  ;  about  half  an  ounce  of  amyl  alcohol  is  then  added,  and  the  mixture 
doiiiy  shaken  to  and  fro  in  the  cylinder  several  times,  after  which  it  is  allowed  to  stand 
r  some  minutes  whilst  the  amyl  alcohol  separates  to  the  top  :  the  urobilin  is  now  in  solu- 
m  in  the  amyl  alcohol,  which  may  be  poured  ofT  into  a  test-tube  ;  on  adding  a  few  drops 
' »  saturated  solution  of  zinc  acetate  in  ethyl  alcohol  to  it,  a  beautiful  red -green -yellow 
wmcenee  results  if  urobilin  is  present,  the  appearance  being  similar  to  that  of  a  weak 
lution  of  eosin  (Plate  XXXIV^  Fig.  12,  p.  748) ;  and  the  absorption  band  of  urobilin  can 
I  seen  readily  through  it  with  the  spectroscope.  In  very  rare  cases  of  pernicious  an:emia 
Mr  may  be  jaundice  also.  Acholuric  jaundice  cases  are  probably  the  most  difficult  to 
\  sure  of,  and  in  some  of  these  the  diagnosis  becomes  a  matter  of  opinion. 

Having  concluded  that  a  patient  has  jaundice,  the  next  step  is  to  decide  between  the 
uses  of  the  symptom.    The  following  are  the  chief  of  them  : — 


CAUSES    OF   JAUNDICE. 

I.  JauDdlce   dae    to    Obstruction    of    the    larger    BUe-ducts,    especially    of    the 
BUe-dnct: — 

^ht  Duct  :— 

(  Hydatid  cysts 
Parasites -j  Distomata 
I  Ascarides 

Catarrh    of    the     pancreas    spreading    to 
and   involving  the   ampulla  of  Vater 
(Chronic  pancreatitis) 
Carcinoma  of  the  duct 

Cicatrization  following  ulceration  of  the  duct 
Congenital  obliteration  of  the  duct 

C.  Causes  compressing  the  Duct  from  outside  or  invading  it  from  outside  : — 


A,  Causes  within  the  Duct : — 

Gall  stones 
Inspissated  bile 

Ji.  Causes  affecting  the  Wall  of  the  Duct : 

Catarrh  of  the  mucous  membrane  of 
the  duct 

Catarrh  of  the  mucous  membrane  of 
the  duodenum  involving  and  ob- 
structing the  ampulla  of  Vater 


Peritoneal  adhesions 

Enlarged  portal  lymphatic  glands 

(a)  Secondary  malignant 

(6)  Lymphadenomatous 

(c)  Tuberculous 

{d)  Leuksemic 
Tumours  of  the  liver 

,,  ,,       pancreas 

duodenum 


tt 


Tumours  of  the  stomach 

colon 

right  kidney 
,,  ,,         suprarenal  capsule 

ovaries 
uterus 
,,  ,,         omentum 

Aneurj'sm  of  the  hepatic  artery 


II.  Jaundice  without  Obstruction  of  the  larger   BUe-ducts: — 
A.  Causes  associated  with  Disease  of  the  Liver  : — 


Carcinoma 
Cirrhosis 

Ai««-«,    Single 

'^^^^^^^  I  Multiple  or  pyaemic 


Acute  yellow  atrophy 

Passive  congestion  from  cliroiiic  heart  failure 

Syphilis 

Active  congestion 


B.  Jaundice  in  Acute  Fevers  and  Infections,  such  as  : — 


Typhus 
Typhoid  fever 
Pyvmia 
Pneumonia 


Rheumatic  fever 
Syphilis 
WeiPs  disease 
Yellow  fever 


C  Jaundice  due  to  Poisons  :^- 

Phosphorus  Antimoniuretted  hydrogen 

Arseniuretted  hydro-  Male  fern 

gen  Toluylenediamine 

,  Trinitrotoluol 

D.  Jaundice  due  to  Nervous  Causes  : — 

Mental  emotion  |       Concussion 

E.  Jaundice  due  to  Unclassified  Catises  : — 

Familial  jaundice         ',    Pernicious  anaemia 
Epidemic    infecitive      !   Splenic  anarmia 
jaundice  ■   Leukaemia 


Relapsing  fever 
Malaria 

And  some  other    tropical 
fevers 


Snake  poison 
Tetrachlorcthanc 
Dinitrohenzene 
Chloride  of  sulphur 


Icterus  neonatorum 
Icterus  gravis  of  children 


THE   DUGNOSI9. 

When  diagnosing  the  cause  of  jaundice  in  any  given  case,  it  is  important  to  consitlcr. 
not  only  the  degree  of  jaundice,  but  also  the  age  of  the  patient,  the  histon>',  and  the  signili- 
cance  of  any  other  symptoms  which  may  be  present. 

Very  intense  jaundice  and  clay-coloured  motions  indicate  some  obstruction  to  the 
common  bile-duct,  of  which  the  commonest  causes  are  catarrh,  gall-stones,  chronic  pancrea- 
titis, or  carcinoma. 

Jaundice  with  rigors  suggests  :  (1)  Infective  or  suppurative  cholangitis,  with  or  without 
suppurating  gall-bladder  from  gall-stones  or  from  carcinoma  ;  (2)  Infective  or  suppurative 
pylephlebitis,  especially  after  appendicitis ;  (8)  Hepatic  abscess  (single  or  pyvniie). 
Almost  all  the  different  causes  of  jaundice  may  also  cause  pyrexia,  so  that  without 
rigors  the  existence  of  pyrexia  does  not  assist  greatly  in  the  differential  diagnosis.  That 
cirrhosis  of  the  liver  and  carcinoma  of  the  liver  are  both  very  apt  to  cause  evening  riscN  of 
temperature  to  as  much  as  100°  F.,  101°  F.,  or  niorc,  is  a  fact  that  is  sometimes  o^'erlookelt 
iFip.  1B7,  p.  371.  and  Fig.   145). 

Tlie  absence  of  pyrexia  in  a  jaundice  case  will  serve  to  exclude  siieh  conditions  iis 
abscess,  pylephlebitis,  cholangitis,  acute  sj)eeific  fe\'ers  such  as  typhoid  or  ^Veil's  disease, 
and  epidemic  infective  jaundice. 


Jaundice  with  enlargement  of  the  liver  may  occur  in  any  condition  of  obstruction  to 
the  common  bile  duet,  and  in  congestion  of  the  liver,  cirrhosis,  carcinoma,  syphilis,  abscess, 
phosphorus  poisoning. 

Jaundice  with  a  very  greatly  enlarged  gall-bladder,  especially  persistent  jaundice 
in  a  middle-aged  person,  suggests  carcinoma  of  the  head  of  the  pancreas.  Gall-stones 
seldom  cause  both  jaundice  and  u  larpc  gull-bladder  at  the  same  time,  perhaps  because 
the  infective  jtrocess  that  produces  the  gall-stones  also  causes  peritoneal  adhesions  about 
the  gall-bladder  which  tie  it  down  and  prevent  it  from  expanding. 

The  diagnosis  is  very  often  almost  obvious.  For  instance;  jaundice  apjiearing  in  an 
infant  two  or  three  days  after  birth,  and  rapidly  disappearing  again,  is  almost  physio  log  icii  I 
(icterus  neonatorum).  Transient  jaundice  in  an  otherwise  healthy  boy  or  girl  will  almost 
certainly  be  catarrhal.  Jaundice  following  an  acute  attack  of  colic  at  once  suggests  a 
gall-stone.  Hceurrent  attacks,  extending  over  years,  arc  not  likely  to  t>e  due  to  malignant 
disease,  whereas  persistent  and  deepening  jaundice  without  intense  pain  in  a  |>erson  over 
40  years  of  age,  who  has  been  wasting  and  has  only  been  ill  a  month  or  two,  suggests 
malignant  ilisease.  It  often  hap)>ens  that  the  priniarv-  growth,  in  eases  of  secondary 
malignant  jaundice,  is  not  at  once  obvious,  and  it  is  ini|M)rtant  not  to  omit  a  reetnl  examin- 
ation, list  there  be  a  rectal  carcinoma  that  is  itself  causing  no  symptoms. 

A  few  words  may  now  be  said  about  each  of  the  main  causes  of  jaiindiiro. 
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I.  OBSTSUCTMW   OF   TBE   COMMON   BILE-DUCT, 
t.  WltUn   the  Doct 

roli-*loiM»  may  giv«  rise  to  no  symptoms  so  long  as  they  renmin  in  tlic  gall-bladder. 
\nr}'  in  size  from  a  grain  of  sand  to  a  hen's  egg,  and  in  a  few  eases  they  may  be  detected 
le  x-iKya  (Fig.  140).  If  impacted  in_^the  cystic  dtict,  distention  of  the  gall-bladdcrmay 
IT,  but  there  is  no  jaundice.  When  impacted  in  the  common  duct,  intense  jaundic«  is 
lUced,  and  some  enlargement  of  the  liver,  but  in  the  majority  of  cases  no  distention  of 
gall-bladder.  Before  impaction  of  the  calculus  takes  ])lBce  as  it  moves  from  the  gall- 
Idn  along  the  ducts,  intense,  agonizing,  'colicky  pain  is  produced,  which  is  first  felt  in 
cpigastriiini  and  right  hypochondriuni.  extending  thence  to  the  back  of  the  lower  part 


te  right  chest,  to  the  buck  of  the  right  shoulder,  and  it  miiy  be  so  severe  that  the  patient 
ines  collapsed.  Vomiting,  pyrexia,  and  rigors  are  other  symptoms  which  are  fre- 
illy  associated  with  these  attacks  of  pain.  The  latter  lasts  a  varying  time  according 
hat  happens  to  the  calculus.  If  expelled  into  the  duudemmi  the  severe  [>ain  ceases, 
the  gall-stone  may  be  found  in  the  itcees.  If  found,  it  should  be  examined  carefully, 
r  its  surfare  is  faceted  it  indicates  that  other  gall-stones  are  picsent,  and  points  to  the 
ihood  of  further  attacks  of  colic  and  jaundice  ueeurring. 
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Jaundice  dependent  on  the  passage  of  gall-stones  usually  comes  on  about  twelve  boon 
after  the  commencement  of  the  attack  of  colic,  and  persists  for  a  varying  period  aooordiy ; 
to  the  length  of  time  the  calculus  remains  in  the  duct.  Occasionally  jaundice  occurs  withiMl 
any  previous  colic.  Recurring  attacks  of  jaundice  in  a  middle-aged  woman,  with  or  witlMMt 
attacks  of  colic,  are  almost  pathognomonic  of  gall-stones ;  only  one  other  disease  productt 
precisely  similar  symptoms,  namely,  chronic  pancreatitis.  In  the  latter,  however,  the 
jaundice  is  apt  to  persist  longer,  and  it  may  never  go  completely  away,  lessening  betwcct 
the  attacks,  to  deepen  again  with  each  recurrence  of  the  acute  pancreatic  pain.  It  isoftci 
very  difiicult  without  laparotomy  to  distinguish  gall-stones  fh>m  chronic  pancreatitis.  Tke 
absence  of  gall-stones  in  the  fseces,  and  the  presence  of  a  positive  pancreatic  reaction  in  tk 
urine  (see  Cammidge*s  Pancreatic  Reaction,  p.  100),  would  point  to  chronic  panereatitii 
rather  than  to  gall-stones  ;  the  former  is  distinguished  from  neoplasm  by  the  greater  amoufll 
of  pain  it  causes  and  the  longer  the  case  lasts. 

There  are  several  methods  of  detecting  pancreatic  disease,  most  of  which  depend  upoi 
the  non-entr>'  of  the  pancreatic  juice  into  the  intestine.  The  percentage  of  fat  in  the  stoob 
when  ordinary  quantities  are  given  by  the  mouth  is  very  much  greater  when  the  pancrettie 
juice  fails  than  when  the  bile  alone  fails,  so  that  extremely  fiatty  iridescent  stools  h\im 
a  diagnosis  of  pancreatitis  or  pancreatic  neoplasm.  The  same  indication  is  afforded  when 
the  faeces  contain  a  large  number  of  undigested  muscle  fibres ;  also  when  keratin-coftted 
capsules  are  passed  undigested,  or  when  such  capsules  containing  methylene  blue  are  givci 
without  the  urine  subsequently  turning  blue.  Other  tests  concern  the  tryptic  activity  of 
the  motions,  and  so  forth,'^and  their  value  is  still  sub  judice. 

If  a  stone  remains  impacted  in  the  common  duct,  the  jaundice  is  intense  ;  but  if  itsocM 
passes  into  the  duodenum,  the  jaundice  is  slighter  and  transient. 

Inspissated  Bile  is  always  mentioned  as  a  cause  of  jaundice,  but  there  are  no 
distinguishing  signs  of  this  condition,  and  it  would  require  considerable  boldness  on  the 
part  of  the  physician  to  make  this  the  sole  diagnosis.  Thickening  of  the  bile  may  occur 
in  acute  fevers,  poisonings,  and  so  forth,  and  this  is  possibly  the  cause  of  the  jaundice  in 
many  of  the  cases  where  there  is  no  obstruction  to  the  large  bile-ducts ;  but  a  diagnosis 
of  '  inspissated  bile  '  by  itself  would  clearly  be  incomplete  and  inadequate. 

Parasites. — A  hydatid  cyst  of  the  liver  may  happen  to  be  in  such  a  position  as  to  stenose 
the  common  bile-duct,  or  it  might  open  into  the  gall-bladder,  cystic,  hepatic,  or  comnion 
bile-ducts.  It  is,  however,  an  exceptionally  rare  cause  of  jaundice,  and  it  could  seldom 
bo  diagnosed  imless  by  laparotomy. 

Distoma  hepaticinn. — The  normal  habitation  of  this  parasite  is  the  bile-ducts  of  the 
sheep  ;  it  is  sometimes  found  occupying  a  similar  ])osition  in  man,  though  in  England  this 
is  of  extreme  rarity.  The  chief  symptoms  are  jaundice,  ascites,  enlargement  of  the  liver, 
vomiting,  pyrexia,  diarrhcea,  and  pain  in  the  right  hypochondrium.  If  circumstances 
should  suggest  this  infection,  the  vomit  and  the  stools  should  be  examined  for  flukes,  and 
the  stools  for  ova,  which  are  large,  bn)wn,  and  operculated,  measuring  0*18  by  *08  mm. 

Ascaris  lumhricoides  (round  worm). — This  parasite  inhabits  the  upper  part  of  the 
small  intestine  and  measures  from  15  to  45  cm.  in  length.  It  seems  to  have  a  special  tendency 
to  force  itself  into  small  orifices,  and  it  has  been  recorded  as  becoming  impacted  in  the 
common  bile-duct,  with  jaimdice  as  the  result.  The  worms  themselves  seldom  produce 
symptoms,  and  unless  they  are  actually  found  in  the  duct  they  could  never  be  diagnosed 
with  certainty  as  the  cause  of  jaundice.  Even  if  the  worms  or  their  ova  were  found  in  the 
patient's  fa?ces,  it  would  be  a  bold  thing  to  diagnose  that  an  ascaris  impacted  in  the  bile- 
duct  was  the  cause  of  the  jaundice. 

B,  Causes  affecting   the  Wall   of  the  Duct 

Catarrh  of  the  Mucous  Membrane  of  the  Bile-duct  (catarrhal  jaundice). — This  is  a  common 
cause  of  jaundice — in  young  people  the  most  common  of  all.  It  is  due  to  the  obstruction 
caused  by  the  swelling  of  the  mucous  membrane,  and  it  is  almost  impossible  to  distinguish 
clinically  between  cases  in  which  the  catarrh  is  confined  to  the  bile-ducts,  and  those  in 
which  it  began  in  the  duodenum  and  thence  extended  to  the  biliary  papilla.  It  is  usually 
preceded  by  gastro-intestinal  disturbances,  especially  epigastric  discomfort  and  dyspepsia. 
The  jaundice  develops  almost  suddenly  in  many  cases,  and  it  may  become  intense,  the 
stools  being  clay-coloured  and  the  urine  dark  with  bile  pigment.     There  may  be  a  slight 
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rise  of  temperature  at  first,  the  pulse  may  be  less  accelerated  than  would  be  proportionate 
to  the  temperature,  and  in  quite  rare  cases  it  is  absolutely  slowed  down  to  40,  or  even  30  ; 
the  liver  and  spleen  may  be  enlarged  slightly,  the  tongue  furred  and  the  breath  foul  ;  loss 
of  appetite,  nausea,  constipation,  a  feeling  of  weight  and  discomfort  in  the  right  hypo- 
chondriac  region  may  also  be  prominent  symptoms.  In  mild  cases  the  jaundice  is  slight 
and  disappears  at  the  end  of  one,  two,  or  three  weeks  ;  sometimes  it  lasts  as  long  as  eight 
weeks,  or  even  more.  In  considering  the  diagnosis,  it  should  be  remembered  that  jaundice 
in  a  child  or  a  young  adult  is  most  likely  to  be  due  to  catarrh.  The  slightness  of  the  pain 
helps  to  exclude  gall-stones  and  chronic  pancreatitis,  and  malignant  disease  is  rendered 
improbable  if  the  jaundice  presently  clears  up,  and  if  the  patient  does  not  emaciate.  There 
is  a  growing  belief  that  so-called  catarrhal  jaundice  is  really  a  specific  infectious  fever  allied 
to  the  exanthemata,  and  many  instances  of  its  affecting  several  members  of  a  family  or 
school  or  village  within  a  short  period  of  one  another  are  on  record. 

Catarrh  of  the  Pancreatic  Ducts,  extending  to  the  ampulla  of  Vater  and  so  to  the  bile- 
ducts,  has  already  been  discussed  under  chronic  pancreatitis  above.  It  differs  from  catarrh 
starting  in  the  duodenum  or  in  the  bile-duct  by  being  associated  with  periodic  attacks  of 
colicky  epigastric  pain  resembling  gall-stone  colic. 

CiccUrization  following  Ulceration  of  the  Duct, — Simple  fibrous  stricture  of  the  bile-ducts 
is  a  possible  but  rare  result  of  ulceration  due  to  gall-stones.  If  the  cystic  duct  is  thus 
stenosed,  distention  of  the  gall-bladder  without  jaundice  follows  ;  if  the  hepatic  duct, 
jaundice  and  enlargement  of  the  liver  without  distention  of  the  gall-bladder  ;  and  if  the 
common  duct,  intense  jaundice,  enlargement  of  the  liver,  and  possibly,  but  not  necessarily, 
distention  of  the  gall-bladder.  It  is  practically  impossible  to  diagnose  between  this 
condition  and  impacted  gall-stones  during  life,  except  by  laparotomy. 

Congenital  Obliteration  of  the  Bile-ducts. — Jaundice  in  infants  is  almost  always  transient, 
icterus  neonatorum  developing  about  the  third  day  and  passing  off  in  a  week  or  less.  If  an 
infant  should  remain  persistently  jaundiced,  a  grave  condition  is  almost  certainly  present, 
though  only  a  post-mortem  examination,  as  a  rule,  can  decide  whether  it  is  due  to  congenital 
syphilis  with  or  without  cirrhosis  and  pervious  ducts,  to  congenital  obliteration  of  the  bile- 
ducts,  or  to  '  icterus  gravis,"  the  Inst  term  being  used  when  the  child  dies  and  no  obvious 
cause  for  the  jaundice  can  be  found  post  mortem.  As  regards  congenital  obliteration  of  the 
bile-ducts,  boys  are  affected  more  frequently  than  girls.  Jaundice  may  be  present  at  birth 
or  appear  on  the  second  day,  or  even  as  late  as  the  fourteenth  day.  At  first  it  is  slight,  but 
soon  becomes  intense.  Constipation,  pale  motions,  bile  in  the  urine,  and  spontaneous 
haemorrhages — especially  from  the  umbilicus — are  the  most  prominent  symptoms.  Death 
may  take  place  in  two  or  three  weeks  when  hemorrhage  occurs,  but  if  there  is  no  bleeding 
life  may  be  prolonged  for  six  or  seven  months.  Increasing  jaundice,  colourless  motions, 
bile-stained  urine,  and  spontaneous  hsemorrhages  would  )>oint  to  some  condition  more 
serious  than  icterus  neonatorum. 

C.  Causes  Compressing   the  Duct   from   Outside  or   Invading   it   from   Outside. 

When  compression  of  the  common  bile-duct  is  spoken  of,  the  term  invasion  of  it  would 
often  be  more  correct,  especially  when  the  so-called  compression  is  due  to  secondary 
deposits  of  malignant  disease  in  the  lymphatic  glands  in  the  portal  fissure.  In  almost  all 
cases  of  the  kind  jaundice  is  persistent,  and  it  is  often  progressive,  although  there  may  be 
slight  variations  in  its  depth. 

Enlarged  Glands  in  the  Portal  Fissure,  a.  Secondary  Malignant  Glands. — The 
lymphatic  glands  in  the  portal  fissure  are  very  liable  to  become  enlarged  fn)m  deposits  of 
secondary  growth  in  cases  of  abdominal  malignant  disease.  Jaundice  with  or  without 
ascites  is  a  prominent  indication  of  such  a  condition,  and  when  both  jaundice  and  ascites 
are  present  in  a  case  of  malignant  disease  of  the  stomach  or  intestine,  whether  the  liver  is 
enlarged  or  not,  it  is  probable  that  there  are  enlarged  malignant  glands  in  the  portal 
fissure.  The  difficulty  of  diagnosis  arises  in  cases  in  which  no  primary  growth  can  be 
found.     In  a  fair  number  of  these  it  is  either  in  the  rectum,  colon,  or  pancreas. 

h.  LvMPiiADENOMATOUs  Glands. — Thc  portal  glands  occasionally  become  enlarged 
in  cases  of  lymphadenoma  (Hodgkin^s  disease),  or  lymphosarcoma,  with  a  similar  result. 
The  presence  of  enlarged  superficial  lymph  glands  and  enlargement  of  the  spleen  and 
liver,  together  with  a  simple  anaemia  without  leucocytosis,  would  suggest  this  diagnosis. 
In  most  cases  of  lymphadenoma  in  which  jaundice  occurs  it  is  a  late  symptom,  arising 
long  after  the  correct  diagnosis  has  already  been  made. 
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c.  Ti'BERCULOUS  Glands. — Although  the  glands  in  the  portal  fissure  frequently 
become  caseous  in  cases  of  tuberculous  peritonitis,  they  pirely  compress  the  bile-duct 
and   cause   jaundice. 

d.  Lymphatic  L.euk.«mic  Glands. — ^The  visceral  glands  may  become  enormously 
enlarged  in  some  cases  of  lymphatic  leukaemia,  and  in  rare  instances  those  in  the  portal 
fissure  have  led  to  jaundice.  The  diagnosis  is  easy,  even  if  the  spleen  and  superficial 
lymphatic  glands  are  not  enlarged,  for  a  blood-count  would  show  that  the  total  number 
of  leucocytes  per  c.mm.  of  blood  was  raised  to  anything  between  50,000  and  2.000,000, 
whilst  the  differential  leucocj-te  count  would  show  a  great  preponderance  of  lymphocytes. 

Tumours  of  the  Liver. — Any  disease  which  causes  a  local  enlargement  of  the  liver,  e.g., 
carcinoma,  sarcoma,  abscess,  gumma,  or  hydatid,  in  the  immediate  neighbourhood  of  the 
portal  fissure,  may  compress  the  common  bile-duct  and  lead  to  jaundice.  On  account  of  the 
close  relationship  between  the  bile-duct  and  the  portal  vein,  ascites  is  equally  liable  to  lie 
produced.  The  association,  therefore,  of  jaundice  and  ascites  with  a  local  enlargement 
of  the  liver  would  point  to  this  last-mentioned  condition  being  the  cause  of  the  two  former. 
In  many  such  cases,  however,  the  jaundice  is  really  due  to  deposits  in  the  portal  lymphatic 
glands  ;  for  if  the  latter  escape  there  may  be  numbers  of  malignant  deposits  in  the  liver 
without  any  jaundice  at  all. 

Tumours  of  the  Pancreas — A  tumour  of  the  head  of  the  pancreas  generally  causes  jaundice 
by  invading  the  orifice  of  the  common  bile-duct.  In  some  cases,  situated  far  back  in  the 
abdomen,  a  mass  can  be  felt  which,  on  account  of  its  close  proximity  to  the  aorta,  may 
present  distinct  transmitted  pulsation.  It  may  prove  difficult,  without  artificially  inflating 
the  stomach,  to  distinguish  it  from  a  tumour  of  the  latter  or  of  the  liver.  A  pancreatic 
tumour  is  situated  behind  the  stomach,  and  does  not,  as  a  rule,  move  on  respiration,  though 
if  attached  to  the  portal  fissure  it  moves  with  the  liver.  Glycosuria  and  fatty  stools  would 
be  strong  evidence  in  favour  of  a  pancreatic  tumour,  even  if  no  tumour  were  palpable. 
The  tests  mentioned  on  page  101  could  be  employed  here  too.  The  gall-bladder  is  apt  to 
become  greatly  distended  ;  indeed,  persistent  and  increasing  jaundice  and  decided  enlarge- 
ment of  the  gall-bladder  in  a  person  of  the  cancer  age  are  probably  the  most  characteristic 
symptoms  of  carcinoma  of  the  head  of  the  pancreas. 

Tumours  of  the  Duodenum. — Primary  carcinoma  of  the  duodenum  is  very  rare,  but 
when  it  does  occur  it  usually  arises  in  the  immediate  neighbourhood  of  the  biliary  papilla, 
and  by  obstructing  the  common  bile-duct  causes  persistent  jaundice,  with  progressive 
emaciation. 

Tumours  of  the  Stomach. — A  carcinomatous  tumour  of  the  pyloric  end  of  the  stomach 
may  become  adherent  to  the  portal  fissure  and  cause  jaundice  by  compressing  the  common 
bile-duct.  If,  however,  the  existence  of  a  gastric  carcinoma  were  known  in  a  patient  who 
developed  jaundice,  the  chances  would  l>e  strongly  in  favour  of  the  latter  l>eing  due  to 
obstruction,  not  by  the  primary  growth,  but  by  secondary  deposits  in  the  portal  lymph- 
glands.  It  sliould  also  be  borne  in  mind,  however,  that  even  when  carcinoma  exists,  a 
microbial  catarrh  of  the  duodenum  may  cause  transient  non-malignant  jaundice. 

Tumours  of  the  Colon. — Carcinoma  of  the  hepatic  flexure  or  transverse  colon  may 
become  adherent  to  the  liver  and  cause  jaundice  by  compressing  the  common  bile-duct. 
It  may  be  difTicult  to  distinguish  such  a  tumour  from  a  local  enlargement  of  the  liver  ;  but 
constipation,  vomiting,  tympanitic  distention  of  the  intestine,  and  the  passage  of  blood 
|)er  rectum  would  point  to  a  growth  in  the  colon.  In  most  of  such  cases,  however,  the 
obstruction  to  the  bile-ducts  is  not  by  the  primary  growth,  but  by  secondary  deposits  in 
the  portal  glands.  The  importance  of  rectal  examination  has  already  been  insisted  on, 
whilst  much  help  in  diagnosis  may  also  be  afforded  by  serial  .r-ray  examination  of  the 
alimentarv  canal  after  a  bismuth  or  barium  meal. 

Tumours  of  the  Right  Kidnetf. — Large  tumours  of  the  right  kidney,  especially  malignant 
growths,  may  compress  the  bile-duct  and  cause  jaundice.  If  the  tumour  becomes  adherent 
to  the  liver  it  is  diflicult  to  distinguish  it  from  an  enlargement  of  that  organ,  as  the  liver  and 
the  enlarged  kidney  would  move  together  during  respiration.  If  the  abdomen  is  palpated 
bimanually.  however,  the  loin  may  be  felt  to  be  filled  out  behind  ;  and,  in  fn)nt,  the  edge 
of  the  liver  may  be  distinguished  lying  over  the  front  of  the  tumour,  and  it  mav  be  possible 
to  detect  a  vertical  band  of  colonic  resonance  over  the  otherwise  dull  mass.  Hacmaturia, 
albuminuria,  or  pyuria  would  be  additional  evidence  of  renal  disease. 
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Transitory'  attacks  of  slight  jaundice  are  not  uncommon  in  association  with  movable 
kidney.  This  is  possibly  due  to  compression  of  the  common  bile-duct  by  the  kidney,  but 
it  may  also  result  from  the  associated  enteroptosis  causing  a  drag  on  the  duodenum,  and 
m  kinking  of  the  common  bile-duct.  The  diagnosis  of  movable  kidney  is  not  dilTicuit,  the 
position  and  the  mobility  of  the  tumour,  and  the  curious  sickening  sensation  exi)erienced 
by  the  patient  when  it  is  compressed,  being  sufficiently  cliaracteristic. 

Tumours  of  the  Right  Suprarenal  Capsule. — Malignant  growth  of  the  right  suprarenal 
c^>sule  is  very  rare,  but  it  may  give  rise  to  an  enormous  tumour  which  is  difficult  to 
distinguish  fh>m  a  renal,  or  even  in  some  cases  a  hepatic,  enlargement.  Malignant  disease 
of  one  capsule  causes  no  symptoms  of  Addison's  disease  if  the  other  remains  healthy. 
In  children,  hypernephroma  may  be  suggested  by  the  premature  development  of  pubic 
lair  (see  p.  408). 

Ovarian  Tumours. — ^A  large  ovarian  cyst  may  extend  upwards  to  the  j>ortaI  fissure, 
compress  the  common  bile-duct,  and  cause  jaundice,  but  such  a  complication  is  rare  :  indeed, 
wben  jaundice  is  associated  with  ovarian  tumour  the  suspicion  will  naturally  be  that  the 
latter  is  malignant  and  that  there  are  secondary  deposits  in  the  glands  in  the  [K)rtal  fissure 
obstnicting  the  large  bile-ducts.  Ascites  is  very  apt  to  be  present  at  the  same  time,  so  that 
unless  the  existence  of  an  ovarian  tumour  is  alreadv  known,  or  unless  its  existence  can  be 
determined  by  abdominal,  vaginal,  or  rectal  examination,  there  may  be  much  difliculty 
in  determining  the  precise  cause  of  the  jaundice,  though  if  cirrhosis  of  the  liver  can  be 
excluded,  some  form  of  malignant  disease  will  probably  be  suspected. 

Tumours  of  the  Uterus. — A  large  tumour  of  the  uterus  may  cause  jaundice  in  a  similar 
manner  to  an  ovarian  tumour,  but  even  more  rarely. 

Tumours  of  Uie  Omentum. — ^A  large  omental  tumour  may  compress  the  bile-duct  and 
thus  cau8e  jaundice,  but  it  is  an  exceedingly  rare  result  of  such  a  condition.  Whether 
maIifi[naDt  or  tuberculous,  it  usually  lies  across  the  upper  part  of  the  abdomen,  is  superficial, 
and  moves  slightly  with  respiration.  If  it  has  become  adherent  to  the  liver  it  may  be 
dif!icult  to  distinguish  it  from  a  local  enlargement  of  the  latter.  In  any  case,  the  jaundice 
will  probably  be  diagnosed  as  due  to  deposits — tuberculous  or  malignant — in  the  portal 
glands,  rather  than  to  the  omental  mass  itself. 

Aneurysm  of  Ute  Hepatic  Artery,  Cceliac  Airis.  or  Abdominal  Aorta.  —  An  aneurysm  of  the 
hepatic  artery  is  decidedly  rare,  but  it  is  by  no  means  unheard  of  in  cases  of  fungating 
endocarditis  with  embolism.  Jaundice  is  intense,  on  account  of  the  close  proximity  of 
the  hepatic  artery  to  the  common  bile-duct.  A  correct  diagnosis  would  be  almost  imposFible 
during  life,  especially  in  view  of  the  fact  that  jaundice  may  occur  in  fungating  endocarditis 
cases  simply  Arom  the  inspissation  of  the  bile  that  results  from  the  toxaemia  and  fever. 

Aneur^^'sm  of  the  coeliac  axis  or  upper  part  of  the  abdominal  aorta  is  also  a  very  rare 
cau^  of  jaundice.  An  abdominal  tumour  with  marked  expansile  pulsation,  a  systolic  bruit, 
vid  abdominal  pain,  are  the  most  important  diagnostic  signs,  especially  if  they  occur  in 
a  person  who  is  known  to  have  had  syphilis. 

IL  JAUNDICE   WITHOUT   OBSTRUCTION    OF    THE    LARGER    BILE-DUCTS. 

A.  Causes  assoelated   with  Disease  of  the   Liver. 

Carcinoma  of  the  Liver. — Jaundice  occurs  in  more  than  50  per  cent  of  the  cases   of 

niaJignant  disease  of  the  liver,  whether  secondary  or  primary  :   it  is  seldom,  however,  that 

the  masses  in  the  liver  itself  cause  the  jaundice,  but  rather  the  associated  deposits  in  the 

jwrtal  glands.     A  liver  may  contain  hundreds  of  nodules  of  new  gro^'th  without  there  being 

either  jaundice  or  ascites  if  the  portal  glands  escape.     Jaundice  brought  about  in  this 

manner  is  permanent,  and  when  the  common  duct  is  involved  is  intense.     The  skin,  which 

at  first  is  a  deep  orange,  becomes  greenish,  and  finally  the  dark  olive-green  tint  which  is 

almost  pathognomonic  of  jaundice  due  to  malignant  disease.     Increasing  jaundice  in  a 

jmtient  over  40  years  of  age,  who  has  been  ill  less  than  six  months,  who  has  progressively 

wasted  and  become  weaker,  and  whose  liver  is  enormously  enlarged,  hard,  and  nodular, 

|M»ints  without  much  doubt  to  malignant  disease,  though  careful  search  may  be  refpiired 

before  the  primary  source  is  found.      The  nodules  may  even  be  felt  to  be  umbilicatcd. 

Primar>-  carcinoma  of  the  liver  should  not  be  diagnosed  until  a  very  careful  [)hysical 

examination  has  failed  to  furnish  evidence  of  the  primary  growth  in  some  other  organ. 
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Cirrhosis, — In  many  cases  of  cirrhosis  of  the  liver  the  late  or  multilobular  st&fie  (»f  the 
disease  may  be  reached  without  there  having  been  any  jaundice  at  all.  If  it  occurs  late 
ill  the  disease,  when  ascites  is  already  present,  the  jaundice  is  usually  slight.  Ascites  is  the 
most  constant  and  characteristic  feature  at  this  late  stage  of  cirrhosis,  but  when  sljjrht 
jaundice  and  ascites  are  associated  in  a  patient  who  gives  a  defmite  history  of  alcoholism, 
and  also  has  symptoms  and  shows  signs  of  this  condition  (p.  726),  and  has  a  hard  liver  with 
a  well-deflned  and  beaded  edge,  the  diagnosis  of  cirrhosis  of  the  liver  is  not  difficult.  Sonif* 
times,  however,  jaundice  is  a  marked  feature  of  the  case  at  an  early  stage,  when  the  orftaa 
is  still  large  and  the  fibrosis  unilobular,  and  at  this  time  ascites  is  conspicuous  by  its  absence. 
In  most  of  these  cases  there  is  an  evening  rise  of  temperature  to  about  100**  F.  {Fig*  167.  p. 
371).  The  liver  is  considerably  enlarged,  its  surface  is  smooth,  firm  perhaps,  andtiender. 
and  its  edge  is  even  and  well  defined,  reaching  to  the  level  of  the  umbilicus  or  even  bdow  it. 
The  jaundice  may  pass  off,  and  the  patient  survive  many  years  before  the  iniiltilobiilar 
ascitic  stage  of  his  malady  is  reached  ;  on  the  other  hand,  if  the  jaundice  persists  and 
deepens,  the  prognosis  is  grave  ;  chola^nu'a  sets  in,  drowsiness  and  muttering  delirium 
passing  on  to  coma  and  death. 

There  is  a  peculiar  form  of  cirrhosis  of  the  liver  (Hanot's)  which  affects  seven!  memben 
of  the  same  family,  and  whose  first  symptom  in  each  patient  is  jaundice.  Hie  dixise 
appears  not  to  be  caused  by  alcohol,  syphilis,  or  malaria.  It  is  possible  for  the  patient  to 
live  many  years  with  more  or  less  jaundice  all  the  time.  The  icteric  tinge  of  the  ddn  ii 
often  unaccompanied  by  bile  pigment  in  the  urine  in  these  chronic  cases — a  variety  of 
acholuric  jaundice.  The  liver  is  enlarged  and  hard,  and  the  spleen  is  also  modentely 
increased  in  size.     The  diagnosis  is  arrived  at  by  enquiring  into  the  family  histoiy. 

There  is  another  malady,  known  sls  familial  acholuric  jaundice  {Piaie  XVIIM)^  which 
sinuilates  Ilanot's  cirrhosis  very  closely  during  life,  but  is  found  at  operation  or  post 
mortem  to  present  no  hepatic  cirrhosis.  Several  members  of  the  same  flunily  air 
afTected,  the  spleen  is  enlarged  considerably,  the  symptoms  develop  either  soon  after  birth 
or  during  the  first  ten  years  of  life,  progress  slowly,  with  periods  of  remission,  and  during 
exacerbations  there  is  considerable  chlorotic  anaemia,  associated  with  fragility  of  the  red 
corpuscles  as  tested  with  varying  strengths  of  salt  solution,  and  a  consequent  tendenc)' 
to  hsemorrhages  of  all  kinds — hsematemesis,  hsemoptysis,  epistaxis  and  purpura  in  particular. 
The  pathology  of  this  condition  is  still  obscure  ;  some  of  the  cases  give  a  positi\'e 
Wassermann  test  and  appear  to  be  due  to  congenital  syphilis  ;  these  are  diflSerentisteil 
by  some  observers  from  what  they  term  true  familial  acholuric  jaundice,  in  which  the 
Wassermann  test  is  negative.     Excision  of  the  spleen  has  cured  not  a  few  of  these  cases. 

There  is  yet  another  particular  variety  of  cirrhosis  of  the  liver  which  occurs  in  children 
and  young  people,  and  is  characterized  by  enormous  enlargement  of  the  spleen,  slight 
enlargement  of  the  liver,  ansmia  without  leucocytosis,  hsematemesis,  clubbing  of  the  fingers 
jaundice,  and  stunted  growth.  It  differs  from  Hanot*s  cirrhosis  in  that  the  liver  is  smsUer 
and  the  spleen  larger,  and  from  the  latter  feature  of  the  case  it  is  termed  sfUenomegalic 
cirrhosis. 

Single  or  Tropical  Abscess.  —In  cases  of  single  or  tropical  abscess  of  the  liver  intense 
jaundice  is  rare,  and  it  is  only  likely  to  occur  when  the  abscess  bulges  in  the  region  of  the 
portal  fissure.  The  general  appearance  of  a  patient  who  is  suffering  from  hepatic  abscess 
may,  however,  be  mistaken  for  jaundice,  because  the  complexion  is  sallow,  and  the  conjunc- 
tivie  may  even  have  a  slightly  icteroid  tinge.  The  urine,  however,  seldom  contains  bile 
pigment.  The  disease  mostly  affects  people  who  have  resided  in  the  tropics,  particularly 
those  who  have  had  dysentery.  (The  diagnosis  is  discussed  on  p.  869.)  Should  the  absci'^< 
open  into  the  lung,  the  dull  reddish  pus  expectorated  would  point  to  its  origin  in  the  liver 
even  though  no  Amosbce  dysenteric  be  found  in  the  pus. 

Multiple  Abscesses  in  the  Liver  might  theoretically  arise  by  infection  through  any  one 
of  four  different  channels,  namely,  the  portal  vein,  the  bile-ducts,  the  hepatic  arter\'.  and 
the  lymphatics.  In  practice  only  the  first  two  are  important,  giving  rise  to  suppurativf 
Pf/lephlebitis  on  the  one  hand,  and  suppurative  cholangitis  on  the  other.  There  are  really 
no  sharp  lines  of  demarcation  between  non-suppurative  and  suppurative  inflamnuitions  (»f 
these  channels;  there  are  all  intermediate  stages  between  simple  catarrh  of  the  ducts  and 
acute  suppurative  cholangitis  :  and  there  are  similar  degrees  of  inflammation  in  the  case  of 
the   portal   venules.     Jaundice  is  almost  constantly  a  symptom  of  cholangitis,  and  the 
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diHttnosis  is  arrived  at  when  a  cause  fur  cholangitis  exists,  such  as  gall-stones,  c 

of  the  gall-bladiler,  empyema  of  the  gall-bladder  after  typhoid  fever,  and  when  the  patient's 

liver  enlarges  and  becomes  tender,  especially  if  rigors  also  occur  from  time  to  time.    Suppura- 
tive pylephlebitis  is  diagnosed  less  easily,  

and  indeed  it  is  often  overlooked  as  a 

eiiusc     for     an     obscure     febrile     illness 

iiecumpanied  by  rigors.     About  half  the 

patients  who  have  it   develop  jaundice, 

and  one  very   important  point  is  that, 

in  over   half  the  cases,  the  cause  of  the 

infection  of  the  portal  vein  is  a  recent 

mild  attack  of  appendicitis.     If,  there- 
fore,   a    patient  who    has  recently   had    | 

painH  or  discomfort    in    the    right   iliac 

fossa    presently    begins    to    do    badly, 

4leveloping  pyrexia  and  rigors   without 

apparent  t-ause,  and   if   that  patient  in 

the  course  of  a  week  or  so  develops  a 

tinge  of  jaundice  and  a  slightly  enlarged 

liver,    the  grave   diagnosis  of  infective 

pylephlebitis  should  suggest  itself. 

In  Acute  Vfllow  Atrophy  of  the  Lher 

jaundice  is  one  of  the  earliest  symptoms. 

In  the  early  stages  bile  pigment  may  be 

found  in  the  urine,  but  towards  the  end, 

when   the  skin   becomes  green,    Gmelin's 

reaction  cannot  be  obtained,  or  only  a  trace  of  pigment  can  be  detected  (acholuric  jaundice). 
The  disease  is  rare.     It  affects  females  under  30  years  of  age  more  frequently  than  males. 

and  in  a  good  many  cases  has  been  preceded  by  fright,  or  severe  mental  emotion,  or  child- 
birth. It  usually  commences  in  the 
same  manner  as  an  attack  of  catar- 
rhal jaundice,  with  nausea,  vomiting, 
loss  of  appetite,  constipation,  and 
pain  in  the  right  hypocbondrium. 
At  the  end  of  two  or  three  weeks 
a  sudden  change  occurs,  which  com- 
mences with  severe  \'nmiting,  head- 
ache, restlessness,  followed  by  deli- 
rium, convulsions,  and  coma.  The 
temperature  rises  to  101^  F.  or  102° 
F.,  and  the  pulse  becomes  rapid. 
The  tongue  is  dr>-  and  brown.  There 
is  a  tendency  to  liicniorrhage  from 
various  ]>arts,  e.g.,  cpistaxis.  ha;ma- 
temesiK,  nielirna,  and  metrorrhagia. 
The  most  important  diagnostic  signs 
are  the  remarkable  [liniinution  of 
urea  and  uric  acid,  iinil  the  presence 
of  leuciu  (Fig.  1471  and  tyrosin  {Fig. 
1J8)  in  the  urine  :  also  the  rapid 
diminution  in  the  extent  of  the 
hepatic  dullness  which  takes  place 
after  the  development  of  the  above- 
mentioned  nen'ous  symjitoms.  The 
duration  of  the  malady,  in  the 
of  the  sudden  change  in  the 


i  under  fourteen  days  from  the 


majority  of  eases,  i 
type  of  the  jaundici 

The    striking  resemblance  between   this   disease    and   that    producible   by  poiscns 
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suggests  that  in  it  there  is  toxaeniic  catarrh  of  the  bile-duets — ^that  is,  a  catarrh  produced 
by  the  excretion  through  the  bile  of  injurious  products  which  cause  extensive  degenenttve 
changes  in  the  liver  cells.  A  condition  which  resembles  acute  yellow  atrophy  ver>'  closehf 
in  its  clinical  features  has  affected  not  a  few  persons  engaged  in  the  varnishing  of  the  winpi 
of  aeroplanes,  or  occupied  upon  the  premises  in  which  this  work  is  being  carried  on.  Tlie 
varnish  used  is  a  very  special  one,  composed  of  acetate  of  cellulose  dissolved  in  a  mixtme 
of  spirit,  acetone,  benzol,  and  tetrachlorethane.  It  is  the  vapour  of  the  latter  which  is  tke 
cause  of  the  toxic  symptoms  ;  in  milder  cases  recovery  occurs  when  the  puitient  is  removed 
from  the  works  on  account  of  continued  ill-health  with  more  or  less  severe  gastro-intesUnd 
symptoms — especially  flatulent  dyspepsia,  vomiting,  epigastric  pains  and  loss  of  appetite ; 
those  who  remain  exposed  to  the  vapour  for  weeks  or  months  develop  jaundice  in  addition— 
at  flrst  exactly  like  a  simple  catarrhal  jaimdice,  but  soon  passing  on  to  a  serious  and  genrr- 
ally  fatal  stage  precisely  similar  to  that  of  acute  yellow  atrophy  of  the  liver,  though  generally 
without  leucin  and  tyrosin  in  the  urine.  A  somewhat  similar  condition  has  resulted 
from  the  effects  of  dinitrobenzefiey  used  in  the  manufacture  of  high  explosives  such  as  roburite 
and  belli te  ;  from  triniirotoluol,  and  from  the  use  of  chloride  of  sulphur  by  rubber  worken. 
The  diagnosis  is  suggested  by  the  circumstances  of  the  occupation.  Post  mortem  the  liver 
in  these  cases  is  shrunken  and  discoloured,  just  as  it  is  in  acute  yellow  atrophy. 

Passive  Congestion  (nutmeg  liver). — Jaundice  occurs  in  severe  cases  of  passive  conges- 
tion, especially  as  the  result  of  long-standing  mitral  stenosis,  or  of  fibrosis  of  the  lung  with 
ultimate  failure  of  the  right  side  of  the  heart.  It  is  usually  but  an  icteric  tinge,  but  whea 
severe  its  association  with  cyanosis  gives  a  curious  dusky-green  tint  to  the  skin,  especiiUy 
that  of  the  face.  CHldema  of  the  legs  and  ascites  are  also  present  as  a  rule.  The  liver  is 
considerably  enlarged,  its  edge  is  sharp  and  well  defined,  its  surface  smooth,  firm,  tender, 
and  possibly  pulsating.  Jaundice  from  this  cause  should  not  be  difficult  to  diagnose.  If 
in  a  chronic  heart  case  there  are  both  pyrexia  and  jaundice,  fungating  endocarditis  ii 
probable. 

Syphilis, — Congenital  syphilis  may  cause  jaundice  in  infants  or  young  children  as  the 
result  of  intralobular  fibrosis,  but  it  is  possible  for  the  latter  to  be  extensive  without  there 
being  any  jaundice,  and  even  where  the  latter  is  present  it  is  usually  slight.  If  associated 
with  uniform  enlargement  of  the  liver,  wasting,  and  other  signs  of  congenital  syphilis,  the 
diagnosis  is  not  difflcult. 

In  an  adult  it  is  possible  for'gummata  to  cause  jaundice  by  compressing  the  ducts,  but 
this  is  distinctly  rare.  The  local  enlargement  of  the  liver  and  pyrexia  may  lead  to  a  diagnosis 
of  abscess  or  of  secondary  carcinoma.  A  careful  examination  must  be  made  for  signs  of 
syphilis  ;  in  some  cases  it  is  not  until  antisyphilitic  remedies  have  been  administered  and 
the  effect  watched  that  a  correct  diagnosis  can  be  made.  If  there  are  any  active  lesions  of 
the  skin  or  mucous  membranes,  it  may  be  possible  to  detect  the  Spirocluxta  paUida  micro- 
scopically (see  Plate  XX P' II I,  Fig.  J,  p.  614)  ;  or  the  patient^s  serum  may  be  examined  in 
the  laboratory  for  Wassermann's  reaction. 

Probably  the  commonest  period  at  which  syphilis  may  be  directly  responsible  for 
jaundice  is  the  secondary  stage,  when  it  is  apt  to  cause  catarrh  of  many  different  glandular 
ducts,  including  those  of  the  liver.  The  symptoms  will  be  very  like  those  of  simple 
catarrhal  jaundice,  together  with  the  roseola,  the  sore  throat,  the  pyrexia,  the  albimiiiiuria, 
and  other  signs  of  secondary  syphilis. 

Active  Congestion. — Active  congestion  of  the  liver  is  a  diagnosis  that  some  obser\ers 
would  not  hold  with,  whilst  others  are  convinced  that  it  is  not  an  uncommon  result  of  many 
of  the  acute  fevers,  such  as  malaria,  and  that  it  may  arise  from  insufficient  exercise  associated 
with  alcoholism  and  over-eating,  particularly  in  Europeans  who  live  in  the  tropics.  The 
liver  is  slightly  enlarged  and  tender.  The  chief  symptoms  are  slight  jaundice,  pain,  ami 
a  feeling  of  fullness,  weight,  and  oppression  in  the  right  hypochondrium,  which  sensations 
are  much  increased  by  j)ressiire  ;  also  pain  in  the  right  shoulder,  a  bitter  taste  in  the  mouth, 
nausea,  sickness,  a  furred  tongue  with  indented  edges,  constipation,  and  scanty  high- 
coloured  urine.  There  may  be  a  temperature  of  102°  F.,  and  then  care  must  be  tnken  to 
distinguish  it  from  hepatic  abscess.  An  absence  of  leucocytosis  would  be  in  favour  of 
congestion  and  against  suppuration.  If  due  to  malaria,  an  examination  of  stained  blood- 
films  should  demonstrate  the  presence  of  malaria  parasites.  It  is  clearly  impossible  to 
distinguish  clinically  between  active  congestion  of  the  liver  and  catarrh  of  the  bile-ducts. 
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B,  JaoBfliee   In  Acute  Fevers. 

Malaria. — Slight  jaundice  may  occur  in  long-continued  tertian  and  a>stivo-autuninal 
ialiKtioas,  and  on  account  of  the  associated  irregular  pyrexia  it  may  lead  to  a  mistaken 
dfaignofiis  of  hepatic  abscess.  Microscopic  examination  of  stained  blood-films,  and  the 
}\ny  of  the  characteristic  parasites  in  the  red  blood -corpuscles  (Plate  XXJ'HI.  j). 
\),  are  the  most  conclusive  evidence  of  malaria.  Jaimdice  may  also  occur  as  a  result  of 
i\  cirrhosis.  It  should  be  borne  in  mind  that  the  parasites  disappear  rapidly  from 
tte  blood  in  cases  in  which  quinine  has  been  administered  recently.  It  is  important,  there- 
%  to  examine  blood-Dlms  before  quinine  is  given,  and  if  possible  at  the  very  start  of  an 
fit,  at  which  time  they  arc  at  their  most  typical  stage  of  development.  If  quinine 
been  given  already,  however,  there  will  still  be  presumptive  evidence  of  malaria  if 
there  is  no  leuccx^ytosis,  and  if  the  difTercntial  leucocyte  count  shows  a  decided  increase 
it  the  proportion  of  large  hyaline  lymphocytes — up  to  15  per  cent  or  more. 

Typhus  Fever. — Jaundice  may  occur  occasionally  in  this  disease,  which,  fortunately, 
hnow  extremely  rare  in  (ireat  Britain,  but  it  may  reappear  in  any  country  during  times  of 
imine  or  distress  ;  or  during  war,  as  in  Servia  and  other  regions  during  the  European  War. 
It  is  a  disease  of  poverty,  famine,  dirt,  and  squalor,  and  is  spread  by  lice.  The  onset  is 
more  sudden,  and  the  prostration  occurs  earlier  and  is  more  marked,  than  in  tvphoid  fever. 
There  is  often  a  slight  Icucocytosis.  The  rash  appears  from  the  third  to  the  fifth  day, 
tad  consists  of  a  dusky  red  mottling — the  nmlberrj'  rash — rose-coloured  papules  which 
appear  on  the  abdomen  and  chest,  together  with  a  certain  number  of  petechi«'e — the  latter 
■ot  being  found  in  typhoid  cases.  The  fever  tends  to  terminate  by  crisis  rather  than 
by  lysis.     WidaPs  reaction  is  negative. 

Typhoid  Fever, — Jaundice  is  rare  in  this  disease  ;  it  occurred  in  only  three  out  of  Osier's 
mies  of  829  cases.  It  is  due  to  an  inflammation  of  the  bile  passages  by  typhoid  bacilli. 
The  gall-bladder  may  become  enlarged  and  tender,  and  give  rise  to  a  typical  palpable 
tmnour,  though  this  may  also  occur  in  typhoid  fever  without  any  jaundice  at  all.  It 
arises  occasionally  as  a  complication  in  the  course  of  the  disease,  or  it  may  be  a  sequela,  or 
again  it  may  be  an  early  and  prominent  symptom  for  which  the  patient  seeks  advice.  C'ases 
have  been  recorded  of  primary  typhoid  infection  of  the  gall-bladder  and  bile-ducts  without 
any  accompanying  ulceration  of  the  intestine.  The  low  pulse  ratio  when  compared  with 
the  temperature,  e.g.,  a  pulse  of  90  with  a  temperature  of  104°  F.,  the  presence  of  typical 
rose-red  spots  on  the  abdomen,  enlargement  of  the  spleen,  leucopenia,  and  a  positive  Widal's 
fraction,  are  the  most  important  signs  which  would  point  to  a  diagnosis  of  typhoid  fever. 

Pyamia  and  Septicamia. — Jaundice  is  frequently  a  late  symptom  of  pyaemia,  and  may 
V  may  not  be  associated  with  the  presence  of  multiple  abscesses  in  the  liver.  It  is  more 
Kkely  to  occur  in  cases  of  portal  than  arterial  pysemia.  Rigors,  high  irregular  temperature, 
rapid  pulse,  profuse  sweating,  rapid  emaciation,  and  progressive  loss  of  strength,  are 
symptoms  which,  if  developing  after  parturition,  wounds,  or  operations,  would  point  without 
mudi  doubt  to  a  diagnosis  of  pyaemia.  In  some  instances  of  acute  septiespmia  due  to 
streptococci,  staphylococci,  and  perhaps  other  micro-organisms,  there  has  been  intense 
jaundice  of  the  skin  and  conjunctivic  of  a  peculiar  mustard-yellow  tint,  without  the  urine 
Riving  a  positive  Gmelin^s  test.  The  urine  may  or  may  not  be  discoloured — in  some  instances 
it  looks  merely  concentrated,  in  others  it  looks  almost  like  porter,  and  yet  it  gives  no  play 
of  colour  to  the  nitric  acid  test ;  the  cause  of  this  would  seem  to  be  the  oxidation  of  the 
pigment  before  it  reaches  the  urine.  This  occurrence  of  acholuric  jaundice  in  septic  eases 
B  very  remarkable,  and  it  may  be  a  confusing  factor  in  the  case. 

Pneumonia. — Jaundice  occurs  occasicmally  as  a  complication  of  pneumonia.  It  varies 
ver>'  much  in  its  frequency  in  different  epidemics  of  the  disease.  It  is  noticed  soon  after 
fhe  initial  rigor,  but  is  rarely  intense.  It  is  probably  due  to  engorgement  of  the  liver  and 
catarrh  of  the  bile-ducts.  Its  more  frequent  association  with  right  basal  pneumonia  is 
suggestive.  The  sudden  onset  with  a  rigor,  the  high  temperature,  the  rapid  respiration-rate, 
fhich  is  above  the  ordinary  temperature  and  respiration  ratio,  and  the  comparatively  slow 
)ulse  (e.g.,  T.  104°  F.,  R.  40,  P.  100),  the  characteristic  tenacious,  russet-brown  sputum,  the 
hort  catchy  cough,  the  pain  in  the  side,  the  pleuritic  rub,  and  the  signs  of  consolidation 
it  the  lung,  the  hot  dry  skin,  the  deficiency  of  chlorides  in  the  urine,  and  the  occurrence 
f  herpes  facialis,  are  the  accompanying  indications  which  in  the  majority  of  cases  would 
)oint  to  a  diagnosis  of  pneumonia. 
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Infectious  or  Epidemic  Jaundice  (M'tiFs  Disease)  is  characterized  by  a  sudden  onset 
with  pyrexia,  severe  pain  in  the  back  and  limbs,  headache,  and  giddiness,  followed  in  a  day 
or  two  by  jaundice,  enlargement  of  the  liver  and  spleen,  and  nephritis.  The  jaundice 
becomes  intense  within  twenty-four  hours,  the  temperature  rises  to  103^  F.  to  104°  F.,  and 
the  pulse  becomes  rapid.  Nephritis,  next  to  jaundice,  is  one  of  the  most  constant  features 
of  this  disease.  Males  between  15  and  30  arc  most  affected,  and  it  is  connected  with 
insanitary-  surroundings.  Butchers  appear  to  be  particularly  susceptible.  It  is  practically 
unknown  in  England. 

Yellow  Fever  in  some  respects  resembles  acute  yellow  atrophy  of  the  liver,  but  the 
liver  does  not  atrophy,  neither  does  the  spleen  enlarge,  and  cr^'stals  of  leucin  and  ty rosin 
are  not  found  in  the  urine.  It  is  essentially  a  tropical  or  sub-tropical  disease,  prevalent  in 
the  West  Indies  and  Central  and  South  America.  The  incubation  period  is  from  three  to 
four  days,  and  the  onset  sudden,  with  rigors,  headache,  pain  in  the  back  and  limbs,  and 
constipation,  .laimdice  is  an  early  symptom,  and  one  of  the  most  characteristic,  but  it 
varies  in  intensity,  being  much  more  severe  in  fatal  than  in  mild  cases.  The  temperature 
rises  to  102^  F.  or  103°  F.  ;  the  pulse  is  rapid  at  first,  but  may  fall  as  the  temj>crature  rises, 
and  this  is  regarded  as  a  verj-  typical  sign  of  the  disease.  Albuminuria,  black  vomit, 
hsemorrhage  from  the  gums  and  beneath  the  skin,  are  other  important  SN-mptoms.  A 
sporadic  case  occurring  in  this  coimtry  would  probably  be  looked  upon  as  acute  yellow 
atrophy  of  the  liver  unless  a  definite  histor>'  of  exposure  to  infection  was  obtainable.  It  may 
be  difficult  to  distinguish  it  from  dengue  (p.  466)  and  pernicious  malaria.  From  the  latter 
it  can  be  diagnosed  if  crescents  are  discovered  in  the  blood  (Plate  XXVIII,  Fig.  E,  p.  614).. 

Relapsing  Fever. — Jaundice  is  a  common  symptom  of  this  contagious  fever,  which  is 
prevalent  in  India,  and  is  liable  to  arise  in  other  countries  in  times  of  famine.  It  is  spread 
by  bed-bugs.  Considerable  enlargement  of  the  liver  and  spleen,  and  a  good  deal  of  abdo- 
minal iiain  and  tenderness,  arc  present  in  most  cases  ;  also  epistaxis  and  ha^matcmesis.  The 
most  characteristic  feature  of  the  disease  is  the  temperature,  which  rises  abruptly  to  104^ 
or  lOS"*,  and  even  to  108°  F.,  remains  high  for  five  or  six  days,  and  then  suddenly  falls  to 
normal  when,  after  an  interval  of  about  a  week,  it  again  rises  and  remains  high  for  three  or 
four  days  (Fig.  5,  p.  27).  During  the  periods  of  p\Texia  the  SpirochiPta  obermeieri  (Plate 
XXJ'Iil,  Fig.  I,  p.  614)  may  be  found  on  exaniinins^  blood-films  prc()ared  and  stained 
in  the  same  manner  as  for  the  detection  of  malaria  parasites.  The  blood  examination 
serves  to  distinguish  it  from  malaria. 

C.  Jaundice  due   to  Poisons. 

Phospliorns. — .Jaundice,  though  by  no  means  constant,  is  one  of  the  most  characteristic 
symptoms  of  phosphorus  poisoning.  It  is  slight  at  first,  appearing  on  the  second  or  third 
day  in  severe  cases,  but  in  mild  ones  not  until  the  end  of  the  first  week,  or  even  later.  This 
form  of  poisoning  is  rare  in  this  country-  since  the  stringent  law  regulating  the  manufacture 
of  matches  from  the  non-poisonous  form  of  the  drug  has  been  in  force.  In  the  cases  which 
4o  occur,  the  phosphorus  has  been  taken  in  the  form  of  match-heads  or  rat  paste,  with  suicidal 
intent.  At  first  the  signs  are  those  of  acute  irritant  poisoning,  coming  on  soon  after  the 
phosphorus  has  been  swallowed,  viz.  :  nausea,  vomiting,  severe  burning  pains  in  the  epigas- 
trium, collapse,  extreme  thirst,  rapid  feeble  pulse,  rapid  respiration,  and  tenderness  in 
the  epigastrium  and  right  hypochondriac  regions.  In  many  cases  that  receive  treatment 
early  these  acute  irritant  symi)toms  subside  in  a  day  or  two,  and  recoverj-  results.  If  they 
■do  not  thus  subside,  however,  after  from  two  to  Hye  days  the  symptoms  change,  the  vomit 
becomes  black  or  brownish  from  the  presence  of  blood,  jaundice  appears  and  rapidly  deepens, 
the  liver  enlarges,  and  headache,  drowsiness,  delirium,  convulsions,  and  coma  supervene, 
followed  shortly  by  death.  If  hepatic  enlargement  cannot  be  ascertained  it  may  be  difilcult 
to  distinguish  phosphorus  poisoning  from  acute  yellow  atrophy  of  the  liver.  Ha'morrhages, 
although  common,  are  not  as  frequent  as  in  acute  yellow  atrophy.  The  urine  is  concentrated 
and  strongly  acid  ;  the  total  nitrogen  is  first  reduced,  as  in  eases  of  starvation,  to  about 
one-fourth  the  usual,  and  then,  in  spite  of  the  fact  that  the  patient  can  retain  no  food,  it 
rises  to  the  usual  amount.  I  Tea  forms  the  greater  part  of  the  total  nitrogen,  but  towards 
the  end  the  total  amount  of  anunonia  is  increased.  Leucin  and  tvrosin  are  not  usuallv 
found,  and  the  chlorides  anr  diminished.  Tlie  condition  of  the  urine,  therefore,  forms  a 
^•ontrast  to  the  changes  which  are  found  in  cases  of  acute  yellow  atrophy.      The    chief 
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indications  of  the  disease  that  are  found  post  mortem  are  jaundice,  multiple  punctiform 
haemorrhages,  fatty  degeneration  of  the  liver,  kidneys,  and  heart,  and  enlargement  of  the 
spleen. 

Arseniuretted  Hydrogen  causes  jaundice  in  a  similar  manner  to  toluylenediamine, 
through  blood  destruction  and  extreme  concentration  of  the  bile  ;  the  increase  of  bile 
pigment  may  be  to  three  and  a  half  times  more  than  its  normal  amount.  The  bile  acids 
are  diminished. 

Toluylenediamine  has  been  used  for  experimental  purposes,  and  its  action  has  helped 
to  prove  that  so-called  hsematogenous  jaundice  is  really  due  to  obstruction  of  the  smaller 
ducts  through  increased  viscidity  of  the  bile.  When  injected  into  dogs  it  soon  produces 
intense  jaundice  ;  it  causes  destruction  of  blood,  and  the  haemoglobin  thus  liberated  increases 
the  viscidity  of  the  bile,  so  that  temporary  obstruction  of  the  smaller  ducts,  followed  by 
jaundice,  results. 

Tetrachlorethanet  Dinitrobenzeney  and  Chloride  of  Sulphur  are  discussed  above. 

Snake  Poison, — Jaundice  is  a  common  result  of  snake-bite,  and  is  produced  in  a  similar 
manner  to  the  last  three  forms  described,  viz. :  as  a  result  of  concentration  and  increased 
viscidity  of  the  bile  leading  to  obstruction  of  the  smaller  bile-ducts.  The  diagnosis  depends 
upon  the  history.  The  symptoms  vary  with  the  kind  of  snake  that  has  bitten  the  patient. 
In  England  the  only  poisonous  variety  is  the  adder  or  viper,  whose  bite  is  followed  almost 
at  once  by  a  burning  local  pain,  quickly  succeeded  by  acute  ascending  oedema  and  darkening 
discoloration  of  the  limb.  The  patient  is  nauseated  and  presently  vomits,  he  turns  giddy 
and  faint,  has  to  lie  down,  and  in  from  one  to  three  hours  is  completely  prostrated,  often 
comatose,  and  covered  with  clammy  perspiration.  The  temperature  falls  below  normal, 
the  pulse  may  be  almost  imperceptible,  and  death  may  result  at  this  stage.  More  often 
the  severe  constitutional  symptoms  pass  off  gradually,  improvement  beginning  within 
twenty-four  hours  ;  but  the  swelling  and  discoloration  of  the  bitten  limb  remain  extreme, 
and  there  may  be  generalized  oedema  all  over  the  body.  Suppuration  or  even  gangrene 
is  common,  and  recovery  is  apt  to  be  very  slow,  even  when  appropriate  surgical  measures 
are  employed  at  once.  It  is  during  the  period  between  the  passing  off  of  the  initial  coma 
and  the  beginning  of  convalescence  that  jaundice  is  prone  to  develop. 

D.  Jaundice  dae  to  Nervous  Causes. 

Icterus  Nervosa — Mental  Emotion. — Cases  are  on  record  of  jaundice  following  almost 
immediately  after  some  violent  mental  emotion,  but  they  are  of  extreme  rarity.  The 
jaundice  has  been  explained  as  being  the  result  of  a  sudden  spasm  of  the  bile-ducts. 
In  another  class  of  these  cases  icterus  does  not  appear  until  twelve  or  fourteen  hours 
after,  and  it  is  then  probably  due  to  catarrh  of  the  bile-ducts,  associated  with  gastric 
and  duodenal  catarrh,  for  it  is  well  enough  known  that  severe  mental  emotion,  grief, 
or  anxiety  may  give  rise  to  acute  dyspepsia.  Jaundice  may  occur  similarly  after 
concussion  of  the  brain.  Herbert  French. 

JAW,  SWELLING  OF  THE.— <See  Swelling  of  the  Jaw,  p.  683.) 

JERK,  ACHILLES.— (See  Ankle-Clonus,  p.  39.) 

JERK,  KNEE. — (See  Knek-Jerk,  Abnormalities  of  the,  p.  357.) 

JOINTS,  AFFECTIONS  OF  THE.— It  will  be  well  to  place  these  in  two  groups: 
( 1 )  Acute  ;  (2)  Chronic. 

1.  Acute  Joint  Affections. — Arthritis  due  to  Rheumatic  Fever  is  the  most  frequent 
of  these.  The  patient  has  often  had  the  disease  before,  or  other  members  of  the  family  may 
have  had  it ;  there  may  be  manifestations  of  past  rheumatic  affection  of  other  parts  of  the 
body  ;  thus  the  presence  of  organic  mitral  disease  is  of  great  help  in  the  diagnosis  of  a 
doubtful  case.  A  history  of  past  chorea,  several  attacks  of  tonsillitis,  pericarditis,  or 
rheumatic  erythema  or  nodules  will  help.  The  distingtiishing  features  of  the  arthritis  are 
that  it  is  acute,  and  affects  first  and  chiefly  the  larger  joints,  although  in  a  very  severe  case 
even  the  joints  of  the  hand  and  fmgers  may  be  implicated  ;  it  does  not  occur  in  all  the 
affected  joints  simultaneously,  but  appears  in  one,  a  few  hours  after  in  another,  and  so  on. 
.^s  the  arthritis  often  lasts  a  few  days  in  any  one  joint,  in  some  it  may  have  passed  away 
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while  others  are  being  affected.  The  p&in  is  very  severe  and  is  greatly  increased  by  anjr 
jar  of  the  bed  ;  it  is  more  fleeting  than  the  arthritis,  but  like  it.  Aits  from  joint  to  joiiit, 
hardly  ever  returning  to  the  same  joint  in  the  same  attack.  The  swelling  of  the  joint  ii 
usually  only  slight  or  moderate  ;  it  is  due  to  synovial  effusion,  never  suppurates,  geoetally 
subsides  in  a  few  days,  and  usualJy  in  at  most  a  fortnight  the  joint  returns  completely  to 
ita  normal  condition.  Permanent  distortion  or  stiffness  of  the  joints  after  rheumatic  fever 
occurs,  but  it  is  highly  eKCcptional.  Often  there  is  a  faint  red  blush  over  the  joint  irtien 
first  affected. 


bj  u»  of  »atirjl.I«. 

The  most  important  diagnostic  characteristics  of  this  arthritis  are  :  (1)  The  fact  that 
it  flits  from  joint  to  joint.  Never  diagnose  rheumatic  fever  so  long  as  only  one  joint  is 
affected.  1  have  known  failure  to  remeniber  this  lead  to  a  diagnosis  of  rheumatic  fever  in 
traumatic  arthritis,  tuberculous  arthritis,  arthritis  due  to  acute  necrosis  of  a  bone  near  a 
joint,  and  acute  suppurative  arthritis  ;  in  each  of  the  last  two,  the  mistake  has  cost  the 
patient  liis  life.  (2)  The  arthritis  in  turn  quickly  leaves  joints.  Failure  to  remember  this 
has  often  caused  septic,  fionococcal  and  various  forms  of  infective  arthritis  to  be  called 
rheuniHlic  arthritis,  a  mistake  which  has  also  cost  lives.    The  drenching,  sour-smelling 


sweats,  and  the  relief  of  tlie  i>ain  by  salicylates,  are  very  characteristic  of  rheumatic  fever, 
hut  septicaemia  also  causes  sweating.  The  sweating  of  rheumatic  fever  is  )>articularly 
liable  to  be  accompanied  by  minute  glassy  x-esicles — sudamina.  Fimilly,  the  arthritis  of 
rheumatic  fever  being  transient,  is  not  accompanied  by  nmch  arthritic  muscular  atrophy. 
RheuTuatic  nodules  are  rare,  but  when  present  arc  almost  diagtiostic  ;  they  arc  most  often 
seen  in  young  Iwys  affected  with  rheumatic  fever  and  heart  disease  ;  but  \-cry  rarely  they 
are  met  with  in  ost co-arthritis,  and  once  I  have  seen   them  with   gonorrhoeai   arthritis. 
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(3)  The  joint  pains  and  the  pyrexia  arc  generally  (.P^.  140),  though  not  absolutely  invariably, 
relieved  by  salicylates  within  forty-eight  hours,  whereas  gonococcal  arthritis  (Fig.  150), 
acute  rheumatoid  arthritis  (Fig.  152,  p.  341),  gout  {Fig.  151),  and  other  acute  joint  affec- 
tions, are  not  quickly  influenced  by  salicylates  in  the  same  way. 

Septic  Arthritis  is  constantly  being  thought  to  be  rheiunatic  fever  :  a  bad  mistake, 
especially  tor  the  patient.  In  septic  arthritis,  it  is  true,  several  joints  may  be  affected  ; 
but  it  may  be  one  only,  which  it  never  is  in  rheumatic  fever  ;  further,  in  septic  arthritis 
the  trouble  does  not  clear  up  in  one  joint  and  then  pass  to  another  ;  a  joint  once  affected 
remains  affected  till  the  source  of  infection  is  removed  ;  the  soft  tissues  around  are  thickened 
and  brawny,  quite  unlike  riieumatic  fever,  and  if  the  colour  is  altered — ^which  is  not  often 
the  case — it  is  dusky,  and  not  the  bright  red  of  rheumatic  fever.  Suppuration  often  occurs  : 
in  rheumatic  fever,  never.  Whether  or  not  suppuration  takes  place,  the  joint  often  becomes 
lixed,  which  is  excessively  rare  in  rheumatic  fever.     Then,  if  proper  search  is  made,  the 


source  of  infection  can  usually  be  found  ;  common  places  that  are  overlooked  are  the  sockets 
of  the  teeth,  and  the  vagina  and  uterus,  but  the  source  may  be  anywhere,  e.g.,  septic  arthritis 
may  follow  dilated  bronchial  tubes,  cystitis,  prostatic  abscess,  a  boil  on  the  skin,  oturrlxca, 
inflammation  of  the  nasal  cavities,  and  perhaps  ulceration  of  the  intestine.  Sometimes  tl>c 
most  careful  seeking  fails  to  Hnd  the  source,  but  the  searth  must  not  be  given  up  readily. 
The  irregular  temperature,  usually  hectic,  the  kucocytosis.  sweats,  and  other  signs  of 
septicaemia  are  often  a  heii>. 

Pneumoeaccal  arthritis  is  rare  in  adults,  and  nearly  always  exists  as  a  complication 
of  acute  pneunionia.  It  may,  however,  be  found  without  evidence  of  pneumococcal  disease 
in  any  other  part  of  the  body.  Pneumococcal  otitis  media  should  not  be  forgotten  as  its 
jKtssible  source.  Generally  only  one  joint  is  affected,  usually  the  knee,  less  often  some 
other  large  joint,  such  as  the  shoulder  or  elbow.  Often  there  is  a  liistory  of  recent  injury 
to  the  part.  The  patient  suddenly  feels  a  pain  in  the  joint ;  within  a  few  hours  of  this 
tlic  temperature  is  raised  ;  the  joint  swells  rapidly,  is  very  painful  and  exquisitely  tender  ; 
yellowish-green  pus  (luickly  forms.  The  diagnosis  is  obviously  easy  if  the  i>atient  has 
j>neumonia,  but  may  be  difficult  if  he  has  not ;  it^is  important  to  come  to  a  diagnosis 
early,  for  it  is  a  serious  disease,  and  it  allowed  to  gofar  without  incision  and  drainage  the 
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patient  may  succumb  to  a  general  septicaemia.  Pneumococcal  arthritis  is  the  commonest 
form  of  infective  arthritis  in  children  under  five  years  old.  As  in  adults,  it  is  confined 
generally  to  one  large  joint.  The  swelling  may  be  very  great,  and  extend  to  the  soft  tissues 
beyond  the  joint.  The  pain  is  less  than  in  adults,  and  redness  is  not  common.  Its  possible 
presence  must  be  remembered,  for  as  in  adults,  so  in  children,  it  is  necessarv'  to  drain  the 
joint  early.     The  child  has  a  raised  temperature,  and  looks  ill. 

Typhoid  Arthritis. — There  are  two  varieties,  both  very  rare  :  (1)  That  which  precedes 
the  typhoid  fever ;  this  is  a  multiple  arthritis,  not  of  severe  degree,  which  subsides  just 
before  definite  symptoms  of  typhoid  show  themselves.  It  is  impossible  to  diagnose  it 
until  the  appearance  of  the  typhoid  fever.  (2)  This  occurs  during  the  typhoid  fever; 
one  or  many  joints  may  be  affected  ;  the  arthritis  is  of  varying  severity  ;  it  may  subside 
completely,  or  require  incision  and  drainage.  In  a  few  cases  even  when  there  has  been  no 
arthritis  during  or  before  the  attack  of  typhoid  fever  some  chronic  arthritis  may  appear 
later  ;  most  often  the  joints  and  ligaments  of  the  spine  are  affected,  and  during  the  conva- 
lescence from  his  fever  the  patient  complains  of  much  pain  and  stiffness  of  his  bac)c  ;  he 
is  then  said  to  have  a  typhoid  spine.  In  a  similar  way  the  hip  may  become  stiff,  and  ver>' 
rarely  there  is  chronic  osteitis  of  the  head  and  neck  of  the  femur. 

Scarlatinal  arthritis  affects  many  joints,  is  not  severe,  soon  subsides,  and  is  easily 
diagnosed  when  there  has  been  recent  scarlet  fever.  It  is  commonly  known  as  scarlatinal 
rheumatism,  a  bad  name  which  quite  gratuitously  assumes  a  connection  between  this 
arthritis  and  rheumatic  fever,  for  the  existence  of  which  there  is  no  evidence. 

Arthritis  occurs  commonly  in  association  with  meningococcic  meningitis  and  Malta 
fever,  less  commonly  with  dysentery,  rarely  in  association  with  influenza,  glanders,  small- 
pox, measles,  and  diphtheria.  In  all  these  cases  the  presence  of  the  principal  disease 
determines  the  diagnosis. 

Gonorrhoeal  Arthritis  is  often  called  gonorrhoeal  rheumatism,  but  this  phrase  should  be 
discarded,  for  there  is  no  association  between  gonorrhoea  and  rheumatic  fever.  Gonorrhceal 
arthritis  is  frequently  overlooked.  I  have  repeatedly  demonstrated  its  presence  when  the 
family  physician  has  believed  its  existence  impossible.  It  is  particularly  likely  to  be 
missed  in  women.  I  have  met  with  it  in  married  women  of  fifty  ;  it  is  probable  in  these 
cases  that  they  are  infected  by  their  husbands.  It  may  follow  gonorrhoeal  ophthalmia 
and  even  ophthalmia  neonatorum.  The  diagnosis  may  be  very  easy,  as  when  a  patient 
is  seized  with  an  acute  arthritis,  either  of  a  single  joint  or  of  several  joints,  while  he  or 
she  is  suffering  from  gonorrhoea.  If  it  is  possible  to  withdraw  a  little  fluid  from  the  cavity 
of  the  swollen  joint,  the  discovery  of  the  gonococcus  makes  the  diagnosis  certain,  but  this 
is  usually  quite  unnecessary,  and  unless  done  very  carefully  may,  by  introducing  micro- 
organisms from  without,  greatly  increase  the  damage  to  the  joint.  Often  a  urethral 
discharge  may  be  found,  though  sometimes  in  long-standing  cases  of  gleet  it  is  very  slight ; 
if  the  gonococcus  cannot  be  found  in  the  discharge,  it  may  be  detected  in  a  swab  taken 
from  the  posterior  urethra  or  vagina.  If  in  women  it  is  thought  undesirable  to  excite 
suspicion  by  taking  a  vaginal  swab,  the  nature  of  a  doubtful  arthritis  may  be  determined 
by  the  wide  variations  of  the  opsonic  index  to  the  gonococcus. 

It  is  difficult  from  the  clinical  character  of  gonorrhoeal  arthritis  to  tell  it  certainly 
from  other  forms  of  arthritis.  Mistakes  happen  least  often  to  those  who  constantly  think 
of  the  possibility.  It  is  of  varying  degrees  of  acuteness  ;  in  the  chronic  cases  of  gleet  the 
corresponding  arthritis  is  chronic,  but  in  the  acute  cases  of  gonorrhoea  it  may  be  so  acute 
that  I  have  more  than  once  known  the  disease  called  rheumatic  fever.  Gonorrhoeal  arthritis 
may  be  limited  to  one  joint,  and  then  most  often  to  a  large  one,  especially  the  knee  ;  but 
it  may  be  multiple,  and  very  many  joints,  even  those  of  the  wrists,  hands,  and  fingers, 
may  be  implicated  ;  there  is  often  much  swelling  of  the  soft  tissues  around,  and  this  is 
more  responsible  for  the  swelling  than  is  the  effusion  in  the  joint.  (lonorrhocal  arthritis 
is  usually  very  painful.  The  sheaths  of  tendons  are  often  inflamed  and  tender,  and  so  are 
some  fascia;,  especially  the  plantar  fascia.  The  patient  often  complains  of  pain  at  the  back 
of  the  sole  of  the  foot,  and  in  a  chronic  case  he  has  flat-foot.  There  is  no  variety  of 
arthritis  in  which  muscular  atrophy  is  more  striking.  I  have  known  a  severe  case  of 
gonorrhoeal  arthritis  of  the  hand  called  progressive  muscular  atrophy.  When  gonorrhoeal 
arthritis  is  chronic  throughout  the  whole  of  its  course,  and  is  limited  to  one  joint,  the  cause 
of  the  trouble  is  often  erroneously  set  down  to  tubercle.     Suppuration  is  very  rare.     Some 
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eaaes  are  extremely  chronic,  and  may  lead  to  flbnius  ankylosis  with  deformities, 
but  with  our  modem  means  of  diagnosis  and  treatment  this  has  become  exceptional. 
Salicylates  have  no  decided  effect  either  upon  the  joint  pains  or  upon  the  co-cxistent 
pymcia  (Pig.  150). 

All  the  acute  affections  hitherto  mentioned,  except  rheumatic  fever,  are  often  included 
under  the  phrase  'infective  arlhriliM,''  because  they  are  known  to  be  due  to  infection  by 
tt  micro-or^ganisin  ;  but  this  is  a  loose  term  that  ought  only  to  be  used  in  a  f^encral  sense, 
Sor  a  diagnosis  ol  the  precise  cause  of  the  infection  is  nearly  always  possible  if  care  t>c  taken. 
Sometimes  in  an  infective  arthritis  there  is  more  than  one  micro-organism  at  work  to 
«M»e  it  ;  thus,  in  the  late  stages  of  gleet  various  micro-organisms  flourish  in  tlic  diseased 
vrethrai,  and  the  arthritis  may  be  due  to  a  mixed  infection  in  which  the  gonuroecus  is  not 
the  preponderating  micro-organism  ;  under  such  conditions  pus  may  form  in  the  joints. 
Indeed,  I  have  known  a  mixed  infection  of  gonococci  and  streptococci  fnini  the  genitals 
«(  a  KToman  cause  in  her  a  very  severe  acute  arthritis  with  n  temperature  of  105'~  F.  In 
«3diausting  diseases,  e.g.,  typhoid  fever,  the  patient  may  suffer  from  a  seeondiin.-  strepto- 
coccal infection  which  ntay  cause  arthritis. 

Aeutr  Secondary  ArlhriUa. — By  this  is  meant  arthritis  due  to  s{)read  of  disease  from 
the  bone  in  the  neighbourhood  of  the  joint.  It  is  limited  to  one  joint ;  the  most  acute 
■Bd  dangerous  form  is  that  which  follows  acute  osteomyelitis.  More  than  once  I  have 
known  this  called  rheumatic  fever,  because  the  onset  has  l^een  sudden  and  the  temperature 


Tiistd.  It  is  a  most  unfortunate  mistake,  for  patients  suffcrinn  from  this  form  of  arthritis 
■te  liable  to  die  quickly  from  general  septicemia,  to  prevent  which  the  joint  ought  to  be 
opened  and  drained  at  once.  The  mistake  may  usually  be  a%-oide<l  by  reine inhering  that 
ifarumatic  fever  does  not  affect  one  joint  only.  The  more  difncult  cases  are  lliosc  in  wliieh 
more  than  one  joint  is  acutely  diseased,  as  a  result  of  disease  of  the  ends  i>r  the  hones.  To 
avoid  this  mistake,  disease  of  the  bones  themselves  must  be  carefully  sinight.  Fortunately 
tor  diagnosis,  this  disease  of  several  joints  is  most  fre<iiient  in  infants.  iin<l  in  tli<-ni  severe 
arthritis  due  to  rheumatic  fever  is  unknown.  It  is  calk'<l  wule  arlhrili.i  iif  infiinl.'i.  Discitsc 
of  joints  may  be  secondary-  to  an  abscess  in  the  bone  <ir  to  tuberculous  disease  of  the  bone. 
These  varieties  arc  diagnosed  by  discovering  the  underlying  disease  of  the  bones  ;  .r-r.iys 
arc  often  of  much  use. 

Rheumatoid  ArlhriUa. — The  first  attack  is  often  acute  :  tlierefore  the  disease  is  best 
considered  here.  The  name  is  bad  and  has  led  to  confusion  :  it  owes  its  origin  to  the  fact 
that  the  disease  in  some  respects  resembles  rheumatic  fever;  hence  the  name  implies  an 
arthritis  resembling  that  of  rheumatic  fever.  It  would  probably  lead  to  worse  confusion 
to  invent  a  new  name,  so  the  present  had  better  staiMl  until  the  micro-ortjanisiu  causing 
the  disease  has  been  discovered.  The  first  attack  is  iishcred  in  with  fever  :  the  lenii)erature 
is  rarely  higher  than  100°  or  101°  F.  in  the'evening  and  80'  or  10()°  F.  in  the  morning. 
This  fever  tasta  from  three  to  six  weeks,  slowly  subsiding  towiirds  the  end  ( Fip.  1  '>'!),     The 
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hands  and  feet,  pigment  is  frequent.     Nor  are  the  differences  with  regard  to  the  arthritis 
less  strilting,  for  in  rheumatoid  arthritis  the  characteristic  joints  to  be  affected  are  those 
between  the  first  and  second  phalanges,  and  as  it  is  an  affection  of  the  synovial  membranes, 
and  also  considerably  of  the  soft  tissues  around  the  joints,  quite  early  in  the  disease  we 
get  a  spindle-shaped  swelling  of  these  joints  (Fig.  153) ;    but  soon  many  other  joints  are 
affected,  and  before  long  almost  every  joint  in  the  body  is  implicated,  so  that  we  have 
the  simultaneous  affection  of  a  great  many  joints.     The  temporo-maxillary  joint  is  often 
involved  ;   so  is  the  spine.      It  will  be  noticed  that  in  every  respect  the  arthritis  is  clinically 
different  from  that  of  rheumatic  fever.     The  joints  never  suppurate,  but  the  cpitrochlear 
gland  may  be  found  enlarged.     Slowly  the  attack  subsides  ;   as  it  does  so,  passive  move- 
ments and  massage  should  be  undertaken,  for  if  not,  the  thickening  of  the  tissues  around 
the  joints  leads  to  their  fixation.     That  this  may  be  prevented  is  shown  by  the  fact  that  the 
jaw  rarely  becomes  fixed,  presumably  because  of  its  frequent  movement.     There  is  never 
any  endocarditis.     The  arthritic  muscular  atrophy  is  often  as  extreme  as  in  any  variety 
of  arthritis.     In  a  few  months  a  second  attack  comes  on,  but  both  the  general  symptoms 
and  the  arthritis  are  less  severe  than  in  the  first ;  then  a  few  months  later  another,  less 
severe  than  the  second,  and  so  on,  until  after  four,  Ave,  or  six  attacks  the  disease  wears 
itself  out.     In  the  later  stages,  if  the 
joints    have    been   allowed   to  become 
stiff,     the    disease    is    often    confused 
with    osteo-arthritis ;    but  rheumatoid 
arthritis   occurs    in    younger    subjects, 
and    there    are    no    bony    outgrowths 
(Fig.  154),  except  in    a   few    cases   in 
which  chronically  thickened  fringes  of 
synovia)   membrane   have,   by  friction 
during  movements  of  the  joints,  worn 
away  a  little  patch  of  cartilage,  exposed 
and   irritated  the   bone,  and  led   to  a 
slight  outgrowth.     In  such  a  case  the 
erosion  of  the   cartilage  may    lead  to 
bony    grating,    but    in    even    a    very 
chronic  and  extreme  case  of  rheumatoid 
arthritis,  in  which  the  joints  have  not 
been   treated,  grating  and    bony  out- 
growths are   quite   inconsiderable,  and 
are  not  a  leading  feature  as   in  osteo- 
arthritis.    Hcberden's  nodes  {Fig.  155) 
arc  not  seen  in  rheumatoid  arthritis. 
The     spindle-shaped     swelling    of    the 

phalangeal  joints  of  this  disease  is  not      oi  the  indei  wni  midiiia  flni^n.  (enai  .inAnVn  iirinrmnHi,  by 
seen    in     osteo-arthritis.      The    joints       Ufeii^n  -louw  Ue«ei!yii.) 
jirincipally  affected  are  different  in  the 

two  diseases,  as  will  be  seen  on  reference  to  osteo-arthritis,  and  the  history  is  entirely 
different.  Formerly  some  importance  was  attached  to  the  transparency  of  the  bones  to 
the  .r-rays  in  the  neighbourhood  of  the  affected  joints  which  may  be  seen  in  rheumatoid 
arthritis  (Fig.  156),  but  this  is  now  known  to  be  visible  in  other  forms  of  arthritis.  The 
j;-rays  are,  however,  ot  use  as  showing  'he  bony  outgrowths  of  osteo-arthritis.  In  chronic 
cases  of  both  rheumatoid  arthritis  and  osteo-arthritis  ulnar  deflections  may  be  seen  (Fig.  154). 
Henoch's  Purpura. — This  disease  is  confined  to  children  between  infancy  and  fifteen 
years  old.  and  early  in  its  course  pain  and  slight  swelling  of  some  of  the  large  joints,  with 
a  little  elevation  of  temperature,  are  often  present.  As  in  children  the  pyrexia  an<l  arthritis 
of  rheumatic  fever  are  inconspicuous,  mistakes  have  occurred  between  it  and  Henoch's 
purpura,  but  the  pain  in  the  latter  is  trivial.  The  attacks  of  abdominal  pain,  with  perhaps 
vomiting  and  diarrhiEa,  are  characteristic,  and  so  is  the  jmn'nra  (Fig.  137).  togetlier,  in 
many  cases,  with  bleeding  from  some  internal  organ — hematuria,  hiematciiiesis.  or  niela:na. 
The  purpura  should  not  give  rise  to  any  diillculty  ;  rheumatic  purpura  is  unknown  under 
the  age  of  Hfteen. 
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in  the  acute  cases  comes  when  it  is  suggested  that  an  acute  arthritis  with  pyrexia,  and  swell- 
ing and  rednessof  a  joint  other  than  that  or  the  great  toe,  is  caused  by  gout.     I  have  recently 

seen  the  difficulty  in  one  patient  in  the  wrist,  in  another  in  the  knee.     Such  cases,  if  they  are 

not  gout,   are   some  bacterial  arthritis.      If  more 

than  one  joint  is  affected  with  acute  arthritis  at 

the  same  time,  the  probability  is  against  gout, 

and  the  greater  the  number  of  joints  affected  the 

less  likely  is   the  case   to  be   one   of  gout.     The 

history  and  presence  of  urate  of  sodium  are  often 

conchisive  in  favour  of  gout.      If  pus  forma,  the 

case  is  almost  certainly  not  gout,  for  gouty  joints 

very  rarely  suppurate  except  late  in  the  chronic 

disease.     On  the  other  hand,  the  implication  of 

tendon  sheaths  and  pain  in  the  back  of  the  soles 

of  the  feet  are  in  favour  of  gout,  though  it  must 

be  remembered  that  both  these  occur  in  gonor- 

rlMFal  cases.     The  presence  of  a  source  of  infec- 
tion is  of  course  against  gout.     The  diHicuIty  is 

especially  great  in  cases  in  which    the  general 

symptoms  and  arthritis,  although  gouty,  are  con- 
tinuous rather   than   paroxysmal;    but   on  the 

whole,  continuously  increasing  severity  of  general 

symptoms  is  against  gout.     The  goutily-inflamed 

joint  looks  especially  shiny,  is  exquisitely  tender 

on  the  surface,  and  is  more  painful  at  night  than 

during  the  day.     Cases  of  extreme  difficulty  have 

been  recorded  in  which  the  first  joint  affected  by  **'     ''  '  P"^!™"- 

pysmiu  chanced  to  be  that  of  the  great  toe. 

Probably  most  examples  of  acute  arthritis  said  to  be  gouty  are  so,  but  mistakes  are 

conimon  about  chronic  gout.     Many  patients  with  chronic  arthritis  are  quite  wrongly 

said  to  have  gout ;    usually  they  have  osteo-arthritis.     The  presence  of  visible  urate  of 

sodium  in  places  already  mentioned 
(Fig.  158),  the  history  of  previous 
acute  attacks,  the  history  of  gout  in 
ancestors,  the  age  and  sex,  will  all 
help.  The  presence  of  bony  out- 
growths is  strongly  against  gout, 
though  it  is  not  conclusive,  for  such 
may  occur  in  true  gout,  cither  more 
or  less  all  round  the  joint,  or  in  the 
form  of  little  nodules ;  but  they  never 
attain  the  considcniblc  si/.c  common 
in  osteo-urthrit is.  If  no  untte  of 
so<irt  is  visible  anywhere,  the  dia- 
gnosis may  be  very  diflleult  ;  ttic 
reader  slujiild  consult  Ihc  principal 
points  mentioned  under  tiie  heading 
ot  ost  CO  .arthritis.  Any  joints  in  the 
body  may  be  affected  liy  gout,  but 
it  is  very  rare  in  tlie  joints  of  the 
/■„,.  13K.— ,'i,roi>k.-  lami:  dc|«^iiii>i.  oi  uraic  of  Mxiium  iji  uiid  trunk,  tlic  shoulder,  or  tlie  hip.    TJie 

"""■  "•'  Jo""-'  Spine,  shoulder,    and   hip    are    com- 

monly    alTectcti     in      osteo-urlhritis. 

Crate  of  sodiunk  may  be  seen  in  and  near  the  joints  as  light  spots  in  f-ray  prints  (Fig.  ISO). 
2.  Chronic    Joint    Affections We  will  now    pass  on  to  con.sider  tlie  diagnosis  oF 

varieties  of  arthritis  which  are  for  the  most  jmrt  clirouic,  but  it  must   be   remembered 

that  many  of  those  mentioned  as  acute  become  chronic,  and  their  diagnosis  has  been 

described. 
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genuine  sciatica.     AJtIiough  osteo-arthritis  of  the  hip  usually  causes  lameness,  so  many 
other  conditions  do  this,  e.g.,  sacro-iliac  disease,  that  the  symptom  is  ot  little  value.     The 
knee  is  the  joint  most  often  afTected  by  osteo-arthritis— usually  both,  but  sometimes  only 
one  is  implicated.     This  disease  of  the  knee  is  very  common  in  women  of  ages  between 
forty-five  and  fifty-flve.     They  complain  of  pain  and  stiffness.     Often  the  paln«nd  tender- 
nes.s,  if  present,  are  confined  to  one  spot.     There  is  usually  considerable  enlargement  of  the 
joint,  bony  irregularities  may  be  felt,  and  grating  and  crackling  on  movement  are  very 
common  ;  these  are  due  to  bony  outgrowths,  erosion  of  cartJlage,  and  thickening  of  syno- 
vial membrane,  which  also  gives  a  feeling  to  the  observer's  hand  placed  over  the  joint  when 
it  is  moved  as  though  he  were  feeling  the  movement  of  wet  sand  in  a  bag.     The  grating  may 
be  heard  very  loudly  through  the  stethoscope.     Other  joints  often  implicated  in  osteo- 
arthritis are  the  shoulder,  elbow,  ankle,  wrist,  and  temporo-maxillary  joint ;  but  what  has 
been  said  about  the  disease  in  general,  and  that  of  the  knee  in  particular,  applies  to  them. 
The  disease  may  be  considerably  advanced  and  yet  conflned  to  one  joint,  or  any  number 
may  be  afTected.      The  points  which  have  been  especially  mentioned  as  helping  to  distin- 
guish osteo-arthritis  from  rheumatoid  arthritis  will  aid  in  the  distinction  of  it  from  other 
forms  of  arthritis.     Pads  (Figs.  160,  161)  on  the  dorsal  aspect  of  the  joints  between  the  first 
and  second  phalanges   are  not  rare.     They 
vary  in  size  from  a  split  pea  to  a  hazel-nut. 
The  joints  arc  not  diseased,  but  these  pads, 
which  are  due  to  a  great   growth  of  Hbrous 
tissue  underneath  the  coriuni,  liavc  been  con- 
fused   with   osteo-arthritis.    They   are  often 
associated  with  Dupiiytren'seontracturc  {Fig. 
S9,  p.  1-12).     Ulnar  deHection  (Fi^.  154,  p.34'J) 


p«nnl4kin  from  T/k  <^arttrij 


o  many  other  aftcctions  of  the  fingers  and 


re  it)  the 
alTeeted 
sentially 
arthritis 


is  seen  in  osteo-arthritis,  but  is  also  present  in  i 
wrist  that  by  itself  it  is  of  no  value  in  diagnosis. 

Tuberculous  Disease  of  Joints. — This  is  most  connnon  in  children  of  bctwer 
five  years,  and  beconies  rarer  as  age  advances.  About  40  per  cent  of  the  case 
spine,  40  per  cent  in  the  hip,  10  per  cent  in  the  knee,  and  the  other  joints  which 
not  uncommonly  are  the  ankle,  shoulder,  elbow,  ami  wrist.  The  disease  h 
slow,  so  that  the  early  stages  are  often  overlooked.  It  is  stated  that  tubcrculi 
is  so  insidious  in  its  onset  that  for  one  case  in  which  the  affection  is  detected  and  uile<]uatcly 
treated  in  the  first  month  of  its  existence,  there  are  twenty  in  which  it  is  allowed  to  drift  on 
for  three  or  four  nionths,  or  even  longer,  before  it  is  recognized.  For  some  time  there  may 
be  only  slight  transient  impairment  of  movement,  or  an  occasional  twinge  of  pain  ;  gradually 
impaired  movement,  showing  itself  as  slight  lameness  in  the  lower  extremity,  becomes 
evident,  but  it  must  not  be  concluded  that  there  is  n<j  tulKTi/ulous  disease  of  a  joint  liecBuse 
there  is  no  impairment  of  movenient.  In  the  same  way.  although  pain,  often  worse  nt 
night,  and  causing  screaming,  is  an  important  sign,  yet  pain  may  be  absent  for  a  long  while, 
or  altogether.     In  all  tlie  joints  except  the  shoulder  and  the  hip— which  are  so  deeply 


JOINTS,    APPECTIONS    OF    THE  847 

genuine  sciatica.     Altliough  osteo-arthritis  of  the  hip  usually  causes  lameness,  so  many 
other  conditions  do  this,  e.g.,  sacro-ilioc  disease,  that  the  symptom  is  of  little  value.     The 
knee  is  the  joint  most  often  affected  by  osteo-arthritis — usually  both,  but  sometimes  only 
one  is  implicated.     This  disease  of  the  knee  is  very  common  in  women  of  ages  between 
forty-flve  and  fifty-five.     They  complain  of  pain  and  stiffness.     Often  the  pain  ftnd  tender- 
ness, if  present,  are  confined  to  one  spot.     There  is  usually  considerable  enlargement  of  the 
joint,  bony  irregularities  may  be  felt,  and  grating  and  crackling  on  movement  arc  very 
common  ;  these  are  due  to  bony  outgrowths,  erosion  of  cartilage,  and  thickening  of  syno- 
vial membrane,  which  also  gives  a  feeling  to  the  observer's  hand  placed  over  the  Joint  when 
it  is  moved  as  though  he  were  feeling  the  movement  of  wet  sand  in  a  bag.     The  grating  may 
be  heard  very  loudly  through  the  stethoscope.     Other  joints  often  implicated  in  osteo- 
arthritis are  the  shoulder,  elbow,  ankle,  wrist,  and  temporo-maxillary  j pint  ;  but  what  has 
been  said  about  the  disease  in  general,  and  that  of  the  knee  in  particular,  applies  to  them. 
The  disease  may  be  considerably  advanced  and  yet  confined  to  one  joint,  or  any  number 
may  be  affected.      The  points  which  have  been  especially  mentioned  as  helping  to  distin- 
guish osteo-arthritis  from  rheumatoid  arthritis  will  aid  in  the  distinction  of  it  from  other 
forms  of  arthritis.     Pads  (Pigs.  160, 16X)  on  the  dorsal  aspect  of  the  joints  between  the  first 
and  second   phalanges   are  not  rare.    They 
vary  in  size  from  a  split  pea  to  a  hazel-nut. 
The  joints  are  not  diseased,  but  these  pads, 
which  are  due  to  a  great  growth  of  fibrous 
tissue  underneath  the  corium,  have  been  con- 
fused  with   osteo-arthritis.    They    are  often 
associated  with  Dupuytren's  contracture  (Fig, 
50,  p.  Ii2).    Ulnar  deflection  (Fig.  I5i,  p.  842) 


/■(«.  16".— P»d*  on  the  dornal  a>ip5c(  o(  ioliiH  ;  Fuj.    1(1'..— .skinarem   riimhiB   llmt   li.e  \.Uif 

110I  to  bt  tantiaei  with  oaleo-nrtlirtiiu  cliaiigw.    (II7  UepklwJ  In  fig.  mil  aHect  th»  aoit  piirts  mid  iiol 

p«in^^  on    rom  iv     y     -nini      0  1  iii  ,  ^1^^  qi'^^riy  l/oBrnnJ  0/  J/«iiri«f,  voJ.  i.)' 

is  seen  in  osteo-arthritis,  but  is  also  present  in  so  many  other  affections  of  the  fingers  and 
wrist  that  by  itself  it  is  of  no  value  in  diagnosis. 

Tubrrciilmui  Disease  of  Joints. — This  is  most  common  in  children  of  between  three  and 
n\*e  years,  and  becomes  rarer  as  age  advances.  About  W  per  cent  of  the  cases  arc  in  the 
spine,  40  per  cent  in  the  hip,  10  per  cent  in  the  knee,  ami  the  other  joints  which  arc  affected 
not  uncommonly  are  the  ankle,  shoulder,  elbow,  and  wrist.  The  disease  is  es.sentially 
slow,  so  that  the  early  stages  are  often  overlooked.  It  is  stated  that  tuberculous  arthritis 
is  so  insidious  in  its  unset  that  for  one  case  in  which  the  a^ection  is  detected  and  odeijuatcly 
treated  in  the  first  month  of  its  existence,  there  are  twenty  in  which  it  is  allowed  to  drift  on 
for  three  or  four  months,  or  even  longer,  before  it  is  recognized.  For  some  time  there  may 
be  only  slight  transient  impairment  of  movement,  or  an  occasional  twinge  of  pain  ;  gra<lually 
impaired  movement,  showing  itself  as  slight  lameness  in  the  lower  cxlrenuty.  becomes 
evident,  but  it  must  not  be  concluded  that  there  is  no  tuberculous  disease  of  a  joint  l>ecausc 
there  is  no  impairment  of  movement.  In  the  same  way,  although  pain,  often  worse  at 
night,  and  causing  screaming,  is  an  imjmrtant  sign,  yet  pain  may  be  absent  tor  a  long  while, 
or  altogether.     In  all  the  joints  except  the  shoulder  and  the  hip — which  are  so  deeply 
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ttt^rmA  tn-  %^A  fioftft  Ubat  mAtsm  'A  »  crjaadenble  it  i  ■iijt  be  detectcd- 
jnnf^/rtaiit  mymi^mk,  Utr  A '»  afaniMt  imramblj  fwtnml. 
1^  rmy  %lii^,  AHhfmffit  then  wamy  be  so  deleet  of 
fff  htUt,  stnd  often  r|iiite  earfr,  Um  v^mfuloHi  drteiops  aad  m  of  sicat 
Mtthnth  m  mnaMy  mtitfmapmnitd  hy  wiMtinig  of  mmelM  mormg  the  joim.  It 
U0%iAVm  tfadkt  m  iJubtrtukMM  artfaritin  k  to  riov  in  it*  deveiopmeat  that  often  it 
ttieribeirJ  t//  itA  erjrrect  caane  ;  mho  that  Uw  a  tine  the  tympUxoA  are  so  Tight  that  no  attcn- 
t^m  nmy  l#e  paid  to  tbem.  Mlrtakea  are  Tery  seriooa,  and  tnberoiloiB  arthritis  oogiit 
alway*  t/#  be  ffrenent  in  our  mind*  when  examining  a  diseased  joint.  It  is  very  rare  for 
mr^re  than  one,  or  perhafia  two,  jointJi  to  be  affected  in  the  aame  person :  tnbermloas  disease 
elsewfiere,  e^f..  phthmm^  m  wA  etmawm  ;  faudaoeoos  diKase.  formerly  so  frequent  a  compii- 
csuym^  f»  wpw  neUUftn  seen  ;  and  general  symptomsi.  e^^  pyrexia,  are  often  absent  and 
rarefy  extreme ;  on  the  other  hand,  those  alfeeted  are  often  pale.  Bony  oatgroaths  are 
n#/t  Ut  be  deteeted  ;  the  joint  is  swollen  and  feels  thiek  :  hence  the  phrase  '  polpy  knee.* 
There  is  r/f ten  a  hintory  of  injury  to  a  jcnnt  which  later  becomes  tubereoloos.  and  then  the 
transition  from  a  traumatic  to  a  tobereulons  arthritis  is  often  overlooked.  Tabemilons 
diseane  of  the  saero^iliae  joint  is  particularly  difficult  to  diagnose.  Tuberculosis  of  the  hip 
h  iftiirn  t/verUtf/ked  because  the  pain  is  referred  to  the  knee,  and  the  slight  wasting  of  the  hip 
musden  i*  tuA  detected. 

Acffuired  HyphiHHe  Artkriiis. — ^This  is  most  easily  recognized  by  those  who  constantly 
bear  in  tnind  the  possibilfty  of  its  existence.  If  the  characteristic  pains  of  syphilis,  which 
are  iinually  worse  at  night,  happen  to  occur  near  a  joint,  they  may  be  ascribed  carefessly  to 
fffftii  or  tmiMp^fthntm,  In  the  secondary  stage  of  syphilis,  and  more  particularly  early  in 
It,  a  nyphilitic  nynttv'Aw  of  any  joint  may  occur.  It  is  subacute,  slow,  is  attended  with 
niittfwm,  swelling,  and  occasionally  tenderness,  and  usually  is  confined  to  one  joint.  Pain, 
t/io,  rriay  \Hi  present,  \mt  orjmmonly  neither  pain  nor  tenderness  is  a  prominent  symptom. 
There;  is  some,  liut  not  much,  enlargement  of  the  joint  from  distention  with  synovial  fluid  ; 
in  a  few  eases  the  size  of  the  joint  varies  considerably  in  a  short  time.  These  cases  are 
often  mistaken  for  tuberculous  arthritis,  but  the  error  can  usuaDy  be  avoided  if  the  patient 
\%  examined  carefully  and  questioned  for  other  evidence  of  syphilis ;  and  in  this,  and  all 
othf'f  forms  of  arthritis  in  which  there  Is  any  possibility  of  syphilis,  a  Wassermann  test 
should  lie  dime.  Syphilitic  arthritis  in  the  tertiary  stage  is  rare  :  there  are  two  ^-arieties  of 
it,  Initli  of  whi(;h  produce  c^insiderable  swelling  and  disorganization  of  the  joint  ;  in  one 
there  is  a  defKjsit  of  gummatous  material  in  the  subs^-noxial  tissue,  in  the  other  in  the  ends 
of  tliif  bone.  Doth  varieties  are  usually  confined  to  a  single  joint,  neither  is  painful,  and 
iKith  arc*  liable  to  recur.  Grcrat  effusion  of  s>'novial  fluid  is  not  conunon,  but  when  the 
diseaNi'  Ih  in  the  sutisynovial  tissues  the  joint  is  enlarged  and  the  thickening  of  the  synovial 
fiKfinbrane  ean  be  felt. 

('orif^eriiliil  Syphilitic  Arihritis, — In  children  and  young  adults  congenital  sx-philismay 
vnum*  an  arthritis  which  is  very  like  that  caused  by  tubercle.  The  knees  are  affected  most 
ofti'fi,  and  the  dis<*ase  is  often  svmmetrical.  If  there  is  much  synovial  exudation,  fluctua- 
tion  is  di'tected  easily  ;  if  there  is  much  gummatous  deposit  in  the  subsj-novial  tissue,  the 
synovial  nieinbrane  feels  thickened  and  irregular.  There  is  no  pain,  and  ver\'  little  impair- 
ment of  inovenient.  The  existence  of  this  disease  must  always  be  remembered  ;  the  history 
and  examination  for  other  signs  of  syphilis,  es|>ecially  nerve  deafness  or  interstitial  keratitis, 
must  be  thorough,  and  the  Wassermann  reaction  must  be  tested. 

In  itifatitH  congenital  syphilis  may  cause  osteochondritis  in  the  sub-epiphyseal  plate 
of  eartilage  and  adjacent  bone  ;  the  epiphysis  becomes  separated  from  the  shaft,  so  that 
there  is  motility  and  dull  grating,  as  if  a  fracture  had  occurred.  At  the  same  time  there  is 
eonsifhTalile  swelling  of  the  soft  parts  around,  from  the  inflammation  having  spread  to 
tiM'rti,  HO  that  there  is  nuich  swelling  about  the  joint,  although  the  joint  itself  is  usually 
not  iniplicated.  Separation  of  the  epiphysis  from  the  shaft  makes  the  limb  paralyzed  : 
hence  the  phrase  fti^phililic  pHeuflo-paralyftift  applies  to  this  condition.  Suppuration  is  very 
rare,  and  the  inii)rovenH'nt  with  mercury  is  rapid.  This  condition  may  be  noticed  at  any 
period  from  one  month  after  birth  till  the  age  of  two  or  three  years,  but  it  is  most  often  seen 
wlicn  the  child  is  two  or  tlire(*  months  old.  It  is  usually  multiple,  and  there  is  some  tender- 
ness and  slight  pain.  Other  signs  of  congenital  syphilis  are  generally  j)rcsent,  but  if  not, 
the  e()nditi(»n  is  so  characteristic  that  the  child  must  at  once  be  given  mercurv. 
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Ititermiltent  Hydrarthrosis. — This  rare  disease  should  be  diagnosed  easily.     It  is  com- 
monest in  women.     Cases  have  been  recorded  between  the  ages  of  eight  and  fifty,  but  the 
patients  are  most  often  between  twenty  and  thirty  years  old.     Fluid  is  poured  out  rapidly 
in  tbe  joint,  so  that  it  is  distinctly  swollen  in  a  few  hours  ;   the  distention  attains  its  maxi- 
mum in  one  or  two  days  ;  it  then  recedes,  and  has  disappeared  by  the  fourth  or  fifth  day. 
The  effusion  leads  to  stiffness  of  the  joint,  and  generally  there  is  some  pain,  but  usually 
very  little  tenderness,  and  the  joint  is  neither  red  nor  hot.     The  knee  is  affected  most 
often  ;  it  may  be  one  or  both  knees  ;  if  not  the  knee  it  is  almost  always  a  large  joint  that 
is  the  seat  of  the  effusion.     It  is  rare  for  more  than  two  joints  to  be  affected  at  once.     The 
remarkable  part  of  the  affection  is  that  the  effusion  is  periodic,  and  often  the  interval  of 
time  between  the  attacks  in  the  same  patient  is  on  each  occasion  exactly  the  same  :   thus 
in  one  patient  the  effusion  always  began  on  the  ninth  day  from  the  beginning  of  the 
previous  effusion  ;   the  Interval  has  been  known  to  be  less  than  this,  and  it  is  often  more. 
It  may  be  that  tor  a  period  the  intervals  are  of  a  certain  length,  and  then  for  a  period  they 
are  of  a  different   but  uniform  length.     In 
other  cases  there  is  no  periodicity.     In  each 
attack  the  same  joint  or  joints  are  affected  in 
the  same  patient.     After  three  or  four  years 
the  attacks  cease  in  most  cases,  but  occasion- 
ally there  are  recurrences. 

ChoTcofa  Disease  (Fig.  162). — This  is  the 
arthritis  met  with  in  tabes  dorsalis,  and  if 
any  patient,  of  such  an  age  that  he  could  be 
suffering  from  tabes,  has  chronic  arthritis  of 
a  single  joint,  we  ought  always  to  examine 
him  for  signs  of  tabes.  Because  this  is  not 
done  many  cases  are  overlooked,  for  the 
arthritis  may  exist  even  when  the  patient  is 
unaware  that  he  has  any  signs  of  tabes. 
There  is  nothing  characteristic  of  tabetic 
arthritis,  and  many  joints  affected  with  it 
might,  for  all  the  clinical  symptoms  of  the 
arthritis,  or  from  the  appearances  after  death, 
be  equally  well  affected  by  osteo-arthritJs ; 
but  the  following  points  will  often  make  one 
suspicious.  The  effusion  is  frequently  very 
great — some  of  the  biggest  joints  seen  are 
those  affected  by  tabetic  arthritis  ;  the  liga- 
ments may  be  much  softened,  so  that  the 
joint  becomes  flail-like,  but  the  growth  of 
new  bone  at  the  edges  of  the  joint  is  often 
quite  slight,  and  there  is  considerable  atrophy 

of  bone;  thus  I  have  seen  the  floor  of  the        i«S;.i!SM'^i','"SbL'dot;^:'^,hotiI^'''d^«^ion"^^ 
acetabulum  as  thin  as  paper,  and  because  it        *■"  cii-ipLocemn.i  of  uiiia  lo  iiie  ri^iit. 
was  so  thin,  the  pressure  from  the  neck  of  the 

femur  had  expanded  the  floor  of  the  acetabulum  sn  far  into  the  pelvis  that  it  fonned 
a  large  projection  into  the  pelvic  cavity.  Tabetic  arthritis  is  usually  chronic  and  never 
acute,  but  it  may  be  rapid  ;  thus  there  may  be  advanced  destruction  of  the  joints 
in  a  few  weeks  (Fig.  103)  ;  it  is  almost  always  painless  ;  generally  large  joints— e.g.,  knee, 
hip — arc  affected  ;  usually  only  one  joint,  but  I  have  seen  two.  The  rarefaction  of  the 
bones  makes  them  liable  to  fracture.  When  tabetic  arthritis  occurs  in  the  Imues  of  the  hand 
or  foot  the  considerable  swelling  may  cause  it  to  be  mistaken  for  tul>erculous  disease.  In 
75  per  cent  of  cases  of  tabetic  arthritis  the  joints  alTected  are  those  of  the  lower  extremity. 

Arthritis  in  Syrin^myelia. — ^In  75  per  cent  of  the  patients  affected  with  this  form  of 
arthritis  tbe  joints  affected  are  those  of  the  upper  extremity.  There  is  nothing  absolutely 
distinctive  of  this  variety  ;  it  resembles  closely  that  due  to  tabes  ;  perha))s,  on  the  whole, 
some  of  the  cases  niore  nearly  rcscniblc  osteo -arthritis.  Owing  to  the  loss  of  pain  sensation 
in  syringomyelia,  wounds  arc  common  ;    hence  the  joints  may  become  septic.     Mistakes 
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bony  outgrowth,  tlic  iinmo\'ably  fixed  joint  can  be  moved  freely  under  an  anesthetic  ;  on 
the  other  hand  the  pain,  it 
present,  is  far  in  excess  of  any 
pain  due  to  arthritis,  and  the 
tenderness  may  be  so  great 
that  the  patient  will  not  let 
the  joint  be  touciied.  Both 
pain  and  tenderness  disappear 
if  the  patient's  attention  is 
diverted,  and  neither  keep  the 
patient  awake  nor  alTect  the 
general  health.  The  pain  may 
radiate  far  beyond  the  joint ; 
very  rarely  in  hysteria,  there 
is  trivial  swelling,  but  it  is 
not  such  as  would  be  pro- 
duced by  tl)e  distention  of  the 
synovial  cavity ;  it  is  often 
more  in  the  neighbourhood  uf 

the    joint    than    over  it  ;    but  rig.   1C4.— I'ulmonan   OKt«i>-nnliroi>aIliT ;    Ihe  lotttpt  IinI  climnb  flhmid 

nearly  always  there  is  no  swel-       ^j'^t^.-^  .^'.i.J'n^.'Cd."'  ""  '"""'  "'■"  '™°""*'  p"«™^"'^  *''*^"- 

ling  about  a  hysterical  joint. 

I'sually  the  joint  supposed  to  be  diseased  is  cold  :  very  rarely  it  is  hot  and  perhaps  a 
little  red  ;  but  this  phenomenon,  when 
]>resent,  is  only  a  local  blush  due  to  the 
fact  that  the  patient's  attention  is 
directed  to  the  joint,  and  it  passes  away 
<|uickly.  The  stiffness  of  a  hysterical 
joint  can  he  made  out  to  be  due  to  con- 
traction of  nmsclcs  and  not  to  alteration 
of  the  joint  itself ;  occasionally  it  is 
variable,  and  it  is  often  extreme,  out  of 
all  proportion  to  any  possible  joint 
disease;  and  often,  too,  the  attitude  of 
the  joint  is  not  that  usually  [seen  in 
arthritis.  It  has  l)een  pointed  out  re- 
peatedly that  muscles  which  move  a  joint 
usually  atrophy,  often  rapidly,  when  tliat 
joint  is  diseased,  quite  apart  front  disuse. 
In  hysterical  affections  of  joints  the 
nuisclcs  waste  only  slowly  in  proportion 
to  the  disuse  of  the  joint. 

Muscular  Paralffsh. —  Often,  e.g.,  in 
pcriphcriLl  neuritis,  the  iiuiseles  wliieh 
undergo  rapiil  wasting  as  a  result  of 
(iiseiise  of  the  lower  motor  neuron  soon 
bcfiiii  fo  contract,  and  this  leads  to  con- 
siilerablc  alteration  in  the  usual  ]>osition 
of  joints.  Thus,  the  knee  and  the  elbow 
liecomc  strongly  Hexed,  and  at  first  it  may 
be  thought  that  these  unusual  ))ositions 
are  the  result  of  disease  of  the  joint,  for 
long- continued  chronic  disease  of  a  joint 
will  lead  to  unusual  penuanent  positions 
from  eontracliirc  of  ligaments,  from  the 
pull  of  muscles  on  a  weakened  joint,  and 
from  conlracturc  of  muscles  wasted  from 
fit.  in.i.— ruimoiLuri  uHico-anhmpBthf :   ><iio»ini!  fitT.v-       arthritic  atrophy  ;  but  a  little  estimation 
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nUorafip^  aiii  fA  f^^kHb  U;^  ^ntdJirwx  ^^anmni  wiJL  tae  fmfe  'if 
Mvf^.     TW  AMkt/xwv^  fMstfiTin  '/  tli^  biTpe^  "lati  if im    v^  thie 

fr/ifirf  '>f  tV  k«1i^7      ffi^«ri^  «a  avvta  ^jf  mniini'i'  earn,  nsmaity  be  ^teuneii  m  froat  of  a 

^t$H^fitt   4A»1  /4;r^^  fj&t^j  m  Iff  Ml  «A  a  befAtie  tomrjczr. 

f/r  n^  u^0t  r^^  \^0^iPtit09\'f     tfiail  JA.  Umt^  m  do  area  of  r^wjcttoee  brtwemi  the 

^  A  /^«iW  ^'tftfffiif  fMTisiUly  r^Uiinut  U^  tJ^tpi:  of  CV  l-iiimfy  :  it  xs>  rvjmini  at  it«  borders 
As^t/t  yM*,  M0t^  ^^^  ttf^.  \0f0¥^ri>A  any  t^tigr:  or  «faarp  marzin.  a»  in  -sfJenic  -:•«•  hepatic  swrfliiigs. 

#  A  /^/M(/  t^mffur  \t\  ift^  \fT'0fXi>^  ffi  enJarzement  prrgyKU  J*»rxnrd^  amd  daarmwards. 
U  f4¥f/  Ml  ffff  ftt^  m^nrnl  YifAU^w  <,i  the  Vkn.  b«it  verv*  <^el4ofn  causes  any  profninmce 
\^0^^f^H>yf  S  $^ymfrf,Uhf:  aJAees4.  whir-h  ofl^n  «»imrjlates  a  renal  sweiling,  may  cause 
*  ^pr4ff9ff  \f9*Huttf0^tt'^  in  the  kkn. 

V  S  f^fr^l  f'ttft^^tr  fifff.H  nfA  de^.end  Wf  JrtH^  up^»n  dfrp  inspiration  as  a  splenic  or  hepatic 
in$tftr99  S  f»^fA\  ff nrtff*>r  rnav  he  rrK^vabk:  d<fi«Tiward'»  or  inwarii>.  or  mav  be  fixed  in 
f$^  Ufttt  >//  |/f^/y-/|irit(  iuf\s%riiinsit'Htn.  .\n  enlarj?^  kidney  can  be  felt  with  ease  bimanually. 
w»/J  ,f  '/fA<fM/j  }f''iwf4iit  lUf:  tw/>  Viands  can  he  pwthrd  into  the  t>jin. 

K  '/f)*4f,  n,  f*t%s%\  tumour  is  lar^^r  ^-nou^fh  to  mu-h  the  anterior  aUiominal  wall,  it 
*fnntiafif\/  ftiUttx  iu  ^•onta/'t,  with  th*:  latt/.-r  at  the  levfl  of  the  unibilicu'*..  at  the  same  time 
lf*ti'/ffifi(  fftft  th*'  ilio-f^/stal  s\fiif^:.  T\%*:Tf'  i<i  itHually  a  line  of  re>->nanee  iKrtween  the  upper 
toi$ftft*$  //f  th#-  tfirnour  anrj  the  Ut'\fi%U€:  AnWnfrfis. 

V  4  i-ariffffrh.  may  Jk:  t\i:\'«']ff\t''A  on  the  ^arne  side  as  the  renal  tuni'jur. 

'<  With  a  renal  tumour  there  may  fKr  rtutn^fH  in  thr  urine  pointinii  to  renal  disease; 
but  ntt  fh*'  other  hand,  the  urine  at  any  one  time  may  )fC  normal,  free  fn>m  blood  or  pus. 
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from  the  fact  that  the  ureter  of  the  diseased  side  is  blocked,  or  that  the  disease  does  not 
involve  the  renal  pelvis. 

9.  In  exceptional  cases,  a  tumour  of  the  right  kidney  may  extend  upwards  into  the 
dome  of  the  diaphragm,  rotating  the  liver  so  that  the  anterior  margin  descends  below  the 
costal  margin,  and  prevents  satisfactory  palpation  in  the  renal  area. 

Although,  from  the  above  physical  characters,  it  would  seem  that  a  renal  tumour 
should  present  little  difficulty  in  diagnosis,  yet  it  is  by  no  means  infrequent  to  find  that  a 
tumour  possessing  several  of  these  characters  may  give  rise  to  considerable  doubt  in  the 
determination  of  the  organ  from  which  it  arises.  The  following  points  will  assist  in  the 
diagnosis  of  renal  swellings  from  other  tumours  with  which  they  are  likely  to  be  confused  : — 

1.  Tumours  of  the  gall-bladder  (p.  252)  are  placed  immediately  below  the  costal  margin,, 
so  that  no  interval  exists  between  the  tumour  and  the  lower  margin  of  the  liver.  They 
are  usually  oval  in  outline,  with  the  long  axis  in  the  line  between  the  ninth  costal  cartilage 
of  the  right  side  and  the  umbilicus  ;  are  freely  movable  with  the  respiratory  movements, 
and  movable  from  side  to  side  about  an  axis  at  the  costal  margin.  There  is  dullness  on 
percussion  over  them,  and  they  cannot  be  felt  in  the  loin  or  be  grasped  bimanually.  With 
a  tumour  of  the  gall-b!adder  there  may  be  attacks  of  colic,  with  or  without  jaundice. 

2.  Enlargements  of  the  liver  (p.  866)  pass  downwards  from  beneath  the  costal  margin 
so  that  there  is  no  line  of  resonance,  or  area  in  which  the  hand  can  be  depressed,  between 
the  tumour  and  the  costal  margin.  Hepatic  tumours  do  not  impair  the  normal  resonance 
in  the  loin  in  the  same  manner  as  a  renal  tumour.  A  tongue-shaped  lobe  of  the  liver 
(Riedel's  lobe)  may  cause  difficulty  in  diagnosis  ;  but  here  the  lower  margin  is  seldom  so 
rounded  as  in  a  renal  tumour,  nor  will  the  mass  be  felt  in  the  loin  on  bimanual  examination. 
A  tumour  or  cyst  in  the  concave  aspect,  or  of  the  left  lobe,  of  the  liver  is  especially  liable 
to  cause  error  in  diagnosis,  whereas,  on  the  other  hand,  a  tumour  of  the  right  kidney  which 
projects  upwards  behind  the  liver  may  so  rotate  the  latter  that  its  anterior  margin  descends 
below  the  costal  margin  and  completely  obscures  the  kidney.  In  a  case  of  a  large  carcinoma 
of  the  right  kidney,  the  liver  was  in  this  way  so  depressed  as  to  render  palpation  of  the 
kidney  impossible. 

8.  Enlargements  of  the  spleen  (p.  628)  descend  from  beneath  the  left  costal  margin, 
and  have  no  boweV  in  front  of  them.  The  edge  of  a  splenic  tumour  is  usually  well-defined 
and  often  notched,  and  there  is  resonance  between  the  posterior  aspect  of  the  tumour  and 
the  spinal  column.  A  splenic  tumour  is  more  movable  than  a  renal  tumour.  A  blood- 
count  may  help  in  splenic  enlargements. 

4.  Perinephric  effusions,  whether  of  blood,  pus,  or  urine,  may  form  a  tumour  in 
the  loin  which  upon  physical  examination  may  be  mistaken  for  a  renal  swelling.  A  peri- 
nephritic  effusion  may  arise  from  some  suppurative  condition  of  the  kidney,  so  that  the 
previous  history  and  examination  of  the  urine  will  not  assist  in  differentiation  ;  or  it  may 
be  due  to  conditions  entirely  distinct  from  renal  disease.  An  effusion  of  blood  around 
the  kidney  is,  in  nearly  all  cases,  caused  by  an  injury  to  the  loin,  and  will  be  accompanied 
by  other  signs  of  injury-.  A  perinephric  abscess  forms  a  much  more  ill-defined  tumour 
than  that  caused  by  a  renal  swelling,  is  more  acute  in  its  general  symptoms,  such  as  pain 
and  temperature,  and  fills  up  the  ilio-eostal  space.  The  skin  over  it  may  be  thickened  or 
cedematous,  and  fluctuation  may  be  felt  to  be  more  superficial  than  in  a  renal  swelling. 
A  perinephric  abscess  is  most  likely  to  result  from  suppuration  about  a  carcinoma  of  the 
large  bowel,  from  appendical  inflammation,  or  from  suppuration  in  a  perinephric  hacniatoma 
due  to  injury. 

5.  Tumours  arising  from  the  pelvic  organs,  from  the  ovary  or  uterus,  may  in 
some  cases  simulate  renal  tumours.  An  ovarian  cyst  with  a  long  pedicle  occupying  the 
loin  has  frequently  been  mistaken  for  an  enlarged  or  movable  kidney,  and  any  sudden 
attacks  of  pain  occurring  from  torsion  of  the  pedicle  may  be  looked  upon  as  due  to  renal 
colic.  The  usual  ovarian  cyst  or  uterine  fibroid  will  seldom  be  confused  with  a  renal 
swelling,  for  it  is  placed  in  the  middle  line  of  the  body,  can  be  felt  to  come  up  from 
the  pelvis,  and  can  be  felt  readily  upon  bimanual  vaginal  examination  to  be  attached  to 
the  uterus  or  its  appendages.  These  tumours  also  give  rise  to  dullness  anteriorly,  and  do 
not  alter  the  normal  resonance  in  the  loin.  In  cases  of  malignant  ovarian  tumours 
associated  with  ascites,  the  lumbar  resonance  may  be  lost,  but  on  turning  the  patient  over 
upon  one  side,  the  previously  dull  note  becomes  replaced  by  resonance  in  the  uppermost 
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loin.     In  the  case  of  an  ovarian  cyst  with  a  long  pedicle,  or  of  a  uterine  fibroid 
pedunculated,  subserous  form,  the  position  in  the  loin  may  sometimes  suggest  a 
tumour ;    it  will  be  found,  however,  to  occupy  a  more  anterior  position  in  the  al 
than  a  renal  tumour,  and  to  possess  a  much  greater  range  of  movement,  and  it  does 
slip  back  into  the  loin  under  the  costal  margin  in  the  same  manner  as  an  enlarged 
does  ;   there  is  resonance  posteriorly,  the  kidney  may  be  actually  palpated  as  well  as 
abdominal  tumour,  whilst  a  distinct  connection  with  the  pelvic  organs  can  sometimes  be] 
traced  from  the  tumour  when  the  latter  is  drawn  up. 

In  contradistinction  to  the  above,  a  very  large  cystic  renal  swelling  may  be  mistakcti 
for  an  ovarian  cyst.     In  may  occupy  the  greater  part  of  the  abdomen,  and  even  be  fdk 
per  vaginam  to  be  encroaching  upon  the  pelvis ;   but  on  careful  examination  in  a  rend 
tumour  of  this  form  there  will  be  no  Une  of  resonance  between  the  mass  and  the  verteMl 
column  posteriorly,  the  natural  hollow  of  the  loin  will  be  filled  up,  and  there  is  frequent^; 
a  distinct  bulging  in  the  lower  thoracic  wall,  together  with  an  increased  length  of  the  iliih  i 
costal  space  on  the  affected  side.    Some  assistance  may  be  obtained  from  the  histoiy, 
when  a  hydronephrosis  may  have  been  first  noticed  as  a  tumour  commencing  under  the 
costal  margin,  and  gradually  increasing  downwards  towards  the  iliac  fossa  and  inwudi 
across  the  median  line,  whereas  an  ovarian  tumour  may  have  been  noticed  to  increaie 
upwards  from  the  pelvis. 

6.  Suprarenal  tumours  may  occasionally  be  of  sufficient  size  to  form  an  abdominil 
tumour,  presenting  a  rounded,  movable  swelling  in  the  hypochondrium.  It  is  practically 
impossible  to  distinguish  them  from  renal  tumours  without  laparotomy. 

7.  Faecal  accumulations  In  the  colon,  caecum,  or  stfrnoid  flexure  may  gi\-e  rae 
to  a  tumour  and  pain  of  a  colicky  nature  in  the  loin.  They  will  be  distinguished  fron 
renal  swellings  by  the  general  intestinal  symptoms,  flatulence,  and  the  changes  in  foim 
consequent  on  the  administration  of  large  eneniata.  It  must  be  remembered  that  a 
patient  with  a  collection  of  faeces  in  the  colon  may  not  complain  of  constipation,  but  may 
in  fact  have  a  small  daily  evacuation  from  the  overloaded  bowel. 

8.  Inflammatory  thickenings  atfbut  the  appendix  will  be  diagnosed  from  renil 
tumours  by  the  situation  of  the  pain  and  by  the  swelling  being  in  the  iliac  fossa  nither 
than  in  the  loin.  In  some  cases,  however,  the  pain  may  be  referred  to  the  lumbar  region, 
or  an  appendical  inflammatory  thickening  may  spread  upwards.  The  onset  of  the  trouble, 
the  acute  symptoms,  and  the  febrile  disturbance  will  usually  distinguish  these  cases  from 
renal  lesions. 

9.  Malignant  growths  of  the  large  intestine,  especially  of  the  ascending  or 
descending  colon,  may  form  a  tumour  in  the  loin  which  closely  resembles  a  renal  swelling. 
The  mass  formed  by  the  growth  may  be  grasped  bimanually,  is  movable  in  the  same  di^e^ 
tions  as  a  renal  tumour,  and  comes  forward  under  the  costal  margin.  The  percussion 
note  over  the  front  of  the  lump  is  resonant,  and  there  is  usually  an  aching  pain  in  the  loin. 
If  the  growth  has  infiltrated  through  the  wall  of  the  bowel  uncovered  by  peritoneum,  the 
perirenal  tissues  may  be  thickened,  or  albuminuria  may  be  produced  by  direct  invasion 
of  the  kidney,  when  the  case  will  even  more  resemble  a  renal  lesion.  Cancer  of  the  laijge 
intestine  should  be  suspected  if  there  is  any  irregularity  in  the  action  of  the  bowels,  mucus 
or  blood  in  the  motions,  or  any  symptom  of  commencing  obstruction  in  the  intestine.  The 
tumour  may  be  irregular  and  nodular,  whereas  a  renal  tumour  presents  rounded  margins. 
The  occurrence  of  a  tumour  in  either  side,  associated  with  discomfort  or  palpable  distention 
of  the  caecum  from  the  accumulation  of  fajces,  would  render  a  growth  in  the  colon  the  moie 
suspicious.  The  appearances  seen  with  the  a;-rays  at  a  suitable  interval  after  a  barium 
or  bismuth  meal  may  assist  the  diagnosis  by  showing  organic  intestinal  stenosis. 

10.  Tumours  of  the  omentum,  mesentery,  or  pancreas,  either  cystic  or  malignant, 
are  more  median  in  position,  do  not  project  into  the  loin,  and  seldom  resemble  a  renal 
tumour. 

In  many  cases  in  which  difficulty  arises  in  the  diagnosis  of  a  swelling  in  the  loin,  great 
help  may  be  obtained  by  pyelography — that  is,  the  injection  into  the  renal  pelvis  by  means 
of  a  ureteric  catheter  of  some  substance  such  as  collargol  in  a  7  per  cent  solution,  followed 
immediately  by  radiography.  By  this  means  the  renal  pelvis  may  be  definitely  outlined 
in  its  normal  position,  and  any  change  in  position  or  shape  may  indicate  that  the  swdling 
is  of  renal  origin. 
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A  kidney  may  be  enlarged  but  yet  not  palpable  from  the  fact  that  it  is  either  wholly 
above  the  costal  margin  or  obscured  by  the  liver  or  the  thick  abdominal  walls  of  the 
patient.  On  the  other  hand,  a  kidney  may  be  so  diseased  as  to  be  functionless  and 
shrunken,  when  it  cannot  be  felt ;  but  the  remaining  organ  may  be  enlarged  in  a  com- 
pensatory degree  and  may  be  distinctly  palpable.  One  must  remember  the  danger  of 
regarding  an  enlarged  kidney  as  the  diseased  organ  when  it  is  in  reality  the  only  function- 
ating one.  Aching  pain  may  be  present  on  the  functional  side,  as  a  reno-reflex  pain  from 
the  disease  on  the  other  side.  The  kidney  of  normal  size  and  position  is  not  palpable 
from  the  abdomen,  or  on  bimanual  examination  with  one  hand  on  the  loin  ;  but,  in  a  thin 
subject,  the  lower  pole  may  be  felt  to  descend  between  the  hands  on  the  patient  taking 
a  full  inspiration  ;  if,  therefore,  a  kidney  can  be  felt  easily  on  bimanual  examination,  it 
is  either  unduly  mobile  or  enlarged.  It  is  often  difficult  to  say  if  a  kidney  that  is  movable 
is  also  enlarged  to  a  slight  decree  ;  and  a  kidney  which  was  thought  clinically  to  be  enlarged 
has  often  been  found  to  be  of  normal  size  when  exposed  ;  this  is  in  part  due  to  the  thick 
coverings  of  the  abdominal  wall,  or  to  the  amount  of  fatty  tissue  surrounding  the  organ. 

If  the  kidney  is  definitely  enlarged,  it  remains  to  determine  the  nature  of  the  enlarge- 
ment ;  in  this  one  is  guided,  not  only  by  the  physical  characters  of  the  tumour  present, 
but  also  by  other  symptoms  that  are  associated  with  it,  more  especially,  perhaps,  by  the 
altered  characters  of  the  urine.  The  kidney  may  be  enlarged  only  slightly,  as  in  tubcrcu^ 
iosis,  pyelonephritis,  commencing  hydronephrosis,  or  carcinoma ;  or  may  be  enlarged  to 
a  considerable  degree  in  polycystic  disease,  hydro-  or  pyonephrosis,  and  in  some  forms  of 
malignant  growth.  From  the  physical  examination  of  the  enlarged  organ  it  is  often 
possible  to  say  that  the  swelling  is  fluid  or  solid  in  nature,  but  it  is  seldom  that  a  true 
diagnosis  of  the  lesion  can  be  made  from  palpation  of  the  kidney  alone.  In  the  following 
diseases  in  which  renal  enlargement  is  usually  present,  the  diagnosis  must  be  arrived  at 
by  the  consideration  of  associated  symptoms. 

In  renal  tuberculosis  the  disease  occurs  in  a  miliary  or  in  a  caseous  form.  Miliary 
tuberculosis  occurs  as  a  part  of  a  general  tuberculosis,  usually  in  children,  is  bilateral,  and 
causes  no  tumour.  The  caseous  variety  occurs  as  a  primary  disease  in  one  kidney^  in  which 
one  or  several  foci  may  be  present.  These  enlarge  and  soften  to  form  a  tuberculous  abscess^ 
which  invades  the  medullary  tissues,  to  open  eventually  and  discharge  its  contents  into 
the  renal  pelvis.  The  kidney  is  enlarged  and  tender,  and  there  are  persistent  pyuria, and 
hsematuria  in  small  amount.  The  lining  membrane  of  the  ureter  is  quickly  invaded  by 
the  tuberculous  process,  becoming  thickened  and  infiltrated,  and  at  the  same  time  shortened 
in  length,  so  that  cystoscopically  it  is  seen  to  be  drawn  upwards  (Plate  XV ^  Fig,  D,  p. 
'282).  An  early  symptom  of  renal  tuberculosis  is  increased  frequency  of  micturition,  even 
before  the  bladder  has  become  infected  in  the  downward  progress  of  the  disease.  The  ureter 
may  be  felt  to  be  thickened  per  rectum  or  per  vaginam,  or  other  tuberculous  foci  may  be 
found  in  the  prostate,  vesiculae  seminales,  or  testes  in  the  male.  A  thorough  search  should 
be  made  for  tubercle  bacilli  in  the  urine. 

In  pyelonephritis  the  kidney  may  be  slightly  enlarged,  together  with  renal  pain, 
pyuria,  and  general  malaise.  Pyelonephritis  is  usually  bilateral,  and  due  to  some  infective 
or  obstructive  lesion  in  the  lower  urinary  tract,  symptoms  of  which  are  usually  obvious 
(see  Pyuria,  p.  574). 

Malignant  tumours  of  the  kidney  give  rise  cither  to  an  irregular  nodular  enlargement 
of  the  kidney,  or  to  a  general,  uniform,  solid  tumour.  There  is  usually  aeliing  pain  in 
the  loin,  with  intermittent  attacks  of  profuse  haimaturia,  the  latter  occurring  as  soon  as 
the  growth  has  infiltrated  the  renal  pelvis.  The  bleeding  may  be  so  profuse  that  clots  are 
formed  in  the  renal  calices,  pyramidal  in  shape,  which  in  their  passage  down  the  ureter 
give  rise  to  typical  renal  colic.  The  malignant  tumours  found  in  the  kidney  are  of  several 
varieties,  and  their  origin  and  exact  pathological  nature  have  given  rise  to  much  discussion 
in  recent  years.  The  true  carcinoma  and  sarcoma  exist,  but  are  ver>'  rare;  forming  but 
a  small  percentage  of  the  malignant  renal  tumours.  They  give  rise  to  renal  enlargement 
and  intermittent  ha;maturia.  are  usually  extremely  malignant,  and  are  accompanied  by 
early  metastases.  The  more  common  type  of  renal  tumour  in  the  cortical  portion  of  the 
kidney — the  hypernephroma — was  formerly  supposed  to  arise  in  small  aberrant  areas  of 
suprarenal  tissue  which  are  frequently  found  in  this  situation.  Recent  observers  maintain 
that  these  tumours  arise  from  the  renal  elements.      The  tumours    commonly  arise    in 
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the  upper  pole  of  the  kidney,  are  of  yellow  or  brown  colour,  and  are  usually  fiuri>'  i 
deflned  from  the  renal  tissues.     Microsropically,  their  structure  is  stmilar  to  that  ot 
suprarenal  gland,  and  their  metastases  are  of  the  same  nature.     They  weie  fc 
classified  as  angiosarcoma,  alveolar  sareoma,  endothelioma,  or  carcinoma,  but  are 
classified  under  the  term  hypernephroma.    They  form  a  comparatively  slowly 
tumour  of  the  kidney,  and  gi\'e  rise  to  less  severe  symptoms  than  the  true  sar 
carcinoma.     There  is  aching  in  the  loin,  and  enlargement  of  the  kidney  may  be  I 
examination,  but  at  first  the  symptoms  arc  slight.     Hsematuria  occurs  without  any  appira 
exciting  cause,  and  there  may  be  renal  colic  from  the  passage  of  clots  down  the 
the  tumour  may  be  of  fair  size  before  any  hematuria  is  noticed. 

Another  form  of  malignant  tumour  that  occurs  in  the  kidney  is  that  which  is  suppoM 
to  arise  from  embrj-onic  tissues,  and  to  which  the  name  of  embryoma  has  been  appU 
These  tumours  are  formed  of  striated  muscle  (rhabdomyoma)  or  of  niiucd  tissues, 
as  striated  and  non-striated  muRcle,  cartilaf;e  or  bone,  and  epithelial  structures  in  t» 
or  glandular  form.    They  grow  in  the  renal  tissues,  expanding  the  latter  to  form  a 

capsule.     They   occur    most   frequently 
children,  and  htematuria  is  infrequent. 
Thus,    the     occurrence     of    a    ra 
tumour,     accompanied     t 
attacks  of  htematuria,  especially  if ; 
should    always    give    suspicion   of 
growth  in  an  adult.     Renal  tul 
and  calculus  both  may  give  rist 
enlargenient,  but  the  hematuria 
profuse  ;    with  calculus,  the  hsmaturii  li 
often  brought  on  or  increased  by 
whereas  with  growth  it  may  come  on  rt 
any  time,  even  during  rest.     At  the 
time,  it  should  be  remembered  that  bolk 
])rofuse  luenuituria  and  renal 
may  arise  from  a    vesical    tumour  whid) 
obstructs  the  normal  flow   of  urine 
the  ureteric  orifice  ;    in  all  cases  theretae 
a  cystoscopic  examination  should  be  nude 
before  any   operative   measure  is  canted 
out.     The  rapid  development  of  a 
ccle,  especially  on  the  right  side,  is  a  point 
signihcant  of  renal  growth. 

Ilydroiiephrosis  and  pyonephroxit  fonn 
<leiinite  enlargements  of  the  kidney.  wtiA  ^ 
nmy  attain  a  large  size.     The  tuniour  it  j 
oval  or  rounded,  smooth,  and  gi\-es  a  sen*   ; 
of  tenseness  or  elasticity,  whilst  uccasiDii- 
m  wiiitii  lime  tills  iiyiiioBriiiiriip  iii.iKMniii™  i-erij  ptiioiiaiiL)'        ally  distinct  fluctuation  may  be  obtained. 
'     '^""''  '"''  "^'"^  *  "■         "■■"""    '  "    ■•        Pyelography  assists  the  diagnosis  in  dilB- 

cult  cases  (Fig.  166).  A  hydronephwM 
occurs  when  there  is  a  partial  obstruction  to  the  ureter,  or  in  eases  of  repealed  attseksot 
temporarily  complete  ureteric  obstruction.  Bilateral  hydronephrosis  may  also  arise  fiom 
the  back-pressure  due  to  any  obstruction  of  the  normal  passage  of  urine  from  the  bladder. 
Hydroneiihmsis  is  usually  unaccompanied  by  pain  or  htematuria  ;  but  the  tumour  nay 
show  marked  changes  in  size,  from  the  varying  character  of  the  lesion  produeii^  tl* 
obstruction ;  thus,  if  the  ureter  be  wholly  blocked,  the  tumour  will  increase  in  size  and 
become  more  tense  ;  whilst  if  the  obstruction  be  partially  relieved,  the  tumour  wU 
diminish,  synchronously  with  the  passage  of  a  larger  quantity  of  urine  of  low  spefifie 
gravity.  The  jiresenee  of  any  obstruction  to  the  normal  flow  of  urine  from  the  kidneji 
predisposes  to  the  onset  of  infection  of  ttie  kidney  by  micro-organisms,  so  that  a  hyiln>- 
nephrosis  may  become  converted  into  a  jiyo nephrosis,  or  the  latter  may  arise  flpom  Ib^ 
ohstniclion  to  the  ureter  of  a  kidney  already  the  seat  of  pyelitis.    The  physical  examinatiM 
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of  a  kidney  distended  with  urine  or  with  pus  shows  practically  no  difference  between  them,  * 
but  with  pyonephrosis  other  indications  are  usually  present  to  assist  the  diagnosis. 
Examination  of  the  urine  will  reveal  the  presence  of  pus  at  some  time,  although,  if  the 
ureter  is  wholly  obstructed  at  the  time  of  examination,  pus  may  be  absent  if  the  other 
kidney  and  the  bladder  are  normal.  If,  however,  the  ureter  is  blocked  only  partially,  pus 
will  be  found  in  the  urine  ;  in  the  intermittent  form,  pus  may  be  present  in  large 
quantities  at  intervals  coinciding  with  the  decrease  in  the  size  of  the  renal  tumour.  With 
pyonephrosis,  also,  there  will  be  the  general  evidence  of  suppuration,  namely,  raised 
temperature,  sweating,  pallor,  and  often  diarrhoea.  The  most  frequent  causation  of 
pyonephrosis  is  renal  calculus,  so  that  a  careful  inquiry  into  the  history  of  the  case  for 
symptoms  of  calculus  may  give  important  indications,  and  ar-ray  examination  may  be  of 
service  (Fig.  138,  p.  279)  unless  the  stone  has  been  passed.  Very  occasionally  palpation 
of  a  kidney  enlarged  from  calculous  disease  will  give  rise  to  distinct  crepitation  from  the 
friction  of  one  stone  upon  another. 

A  serotis  or  hydatid  cyst  of  the  kidney  may  give  rise  to  a  tumour  in  the  loin  exactly 
resembling  a  hydronephrosis,  and  would  usually  be  diagnosed  as  such.  The  discovery  of 
booklets  (Fig,  18,  p.  49)  or  hydatid  elements  in  the  urine,  or  in  the  fluid  aspirated  from  a 
renal  cyst,  will  point  to  the  nature  of  the  disease. 

Polycystic  disease  of  the  kidney  may  occur  in  children  or  in  adults,  and  forms  a  tumour 
which  is  commonly  bilateral,  though  that  of  one  side  may  be  larger  than  the  other.  In 
adults  the  disease  causes  practically  no  trouble,  except  the  presence  of  the  tumour,  in 
the  early  stages  ;  but  later,  symptoms  of  renal  inefficiency  develop.  The  tumour  gives 
the  usual  physical  signs  of  a  renal  enlargement,  and  may  attain  a  great  size  on  both  sides. 
There  may  be  aching  pain  in  the  loins  and,  occasionally,  marked  haematuria.  The  urine 
is  of  low  specific  gravity,  is  increased  in  amount,  and  in  the  absence  of  blood  often  contains 
a  small  amount  of  albumin.  The  disease  is  usually  accompanied  by  arteriosclerosis.  The 
character  of  the  urine  and  the  bilateral  renal  tumour  are  usually  sufficient  data  upon  which 
to  form  a  diagnosis  ;  but  with  unilateral  tumour,  as  occasionally  occurs,  the  diagnosis  is 
very  difficult.  A  hydronephrotic  or  pyonephrotic  kidney  may  give  evidence  of  fluctuation 
which  will  not  be  obtained  with  a  polycystic  kidney.  R.  //.  Jocelyn  Swan. 

KNEE-JERK,  ABNORMALITIES  OF  THE.— Before  discussing  the  abnormaUties 
of  the  knee-jerk,  it  is  desirable  to  say  a  few  words  about  the  methods  used  for  eliciting 
this  valuable  physical  sign,  and  what  may  be  considered  to  be  its  normal  variations. 

It  is  essential,  if  mistakes  are  to  be  avoided,  to  test  the  knee-jerk  with  a  suitable 
instrument.  The  fingers,  or  the  edge  of  a  hand  or  of  a  book,  are  unsatisfactory.  Several 
percussors  are  made  for  the  purpose,  the  best  being  a  wooden  stethoscope  with  a  moder- 
ately heavy  ear-piece  surrounded  by  a  thick  indiarubber  ring.  The  patient  should  be 
either  sitting  or  lying  down.  If  seated  in  a  chair,  he  may  be  directed  to  cross  one  knee 
over  the  other,  or,  better  still,  place  both  feet  on  the  floor  as  far  away  from  him 
as  is  possible,  so  long  as  the  whole  sole  of  each  is  in  contact  with  the  ground.  In  either 
position  a  tap  on  the  patellar  tendon  will  provoke  a  contraction  of  the  quadriceps  extensor 
muscle,  which  will  extend  the  leg  on  the  thigh,  and  may  be  seen  or  felt  even  if  it  fails  to 
actually  move  the  leg.  If  the  patient  is  in  bed,  he  should  lie  flat  on  his  back,  and  be  told 
to  allow  the  observer  to  move  his  legs  without  resistance.  The  latter  then  flexes  the  knee 
by  grasping  the  thigh  abovx  the  joint  and  raising  it  until  an  obtuse  angle  is  formed  by  the 
popliteal  space,  the  foot  resting  on  the  bed.  The  position  of  the  manipulator's  hand  will 
enable  him  to  detect  whether  the  quadriceps  and  hamstring  muscles  are  sufficiently  relaxed. 
In  the  case  of  small  children  or  infants,  it  is  advisable  to  stand  at  the  end  of  the  bed  and 
to  grasp  the  ankle  with  the  left  hand.  The  knee  can  then  be  flexed  easily  by  pushing 
the  foot  towards  the  patient,  and,  at  the  moment  when  the  limb  feels  relaxed,  a  tap  on 
the  patellar  tendon  be  given  with  the  instrument  in  the  right  hand.  If  difliculty  is  found 
in  making  the  patient  relax  his  limb  in  any  of  these  positions,  his  attention  should  be 
directed  to  carrying  out  some  other  voluntary  movement,  such  as  pulling  apart  his  grasped 
hands  while  he  looks  at  the  ceiling.     This  is  known  as  "  reinforcement.' 

The  Normal  Knee-jerk. — It  is  impossible  to  deflne  a  normal  knee-jerk,  because 
the  extent  of  the  reaction  varies  much  in  individuals  and  much  in  the  same  person  at 
different  times.     Absence  of  the  knee-jerk  indicates  an  abnormality,  and  must  be  regarded 
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6.  When  the  intracranial  pressure  is  greatly  increased,  particularly  in  cases  of  intra- 
cranial tumour,  and  more  especially  when  the  tumour  occupies  the  posterior  fossa  of  the 
skull. 

It  should  be  noted  carefully  that  the  absence  of  the  knee-jerk  in  most  cases  affords 
evidence  of  some  lesion  of  the  structures  which  constitute  the  reflex  arc,  on  the  integrity 
of  which  it  depends.  It  is  a  localizing  sign,  not  necessarily  a  sign  of  some  particular  disease. 
For  instance,  it  is  quite  possible  for  patients  suffering  from  tabes  to  retain  their  knee-jerks 
so  long  as  the  morbid  process  has  not  involved  the  lumbar  region  of  the  spinal  cord,  or 
one  knee-jerk  may  disappear  before  the  other.  For  the  same  reason  the  jerk  may  be 
present  in  certain  cases  of  acute  poliomyelitis,  or  one  may  remain  when  the  other  has 
been  lost. 

It  is  also  desirable  to  point  out  that  the  abolition  of  the  knee-jerk  may  be  the  only 
indication  of  any  affection  of  the  nervous  mechanism.  For  example,  the  knee-jerk  is 
often  lost  after  an  attack  of  diphtheria,  even  when  there  is  no  evidence  of  paralysis  of  the 
leg  muscles  or  of  any  sensory  loss  in  the  lower  extremities.  Another  instance  of  the  same 
kind  is  afforded  by  many  cases  of  lobar  pneumonia^  especially  in  children,  in  which  the 
pneumo-toxin  is  sufficiently  poisonous  to  interfere  with  the  sensitive  patellar  reflex  without 
producing  other  signs  of  disturbance  of  the  nervous  system.  In  diabetes  mellitus  the  knee- 
jerks  may  be  absent  without  any  further  signs  of  peripheral  neuritis  developing. 

Attention  has  been  drawn  to  the  occasional  absence  of  knee-jerk  in  cases  of  intracranial 
tiunour.  The  explanation  of  this  is  not  very  clear,  but  reference  may  be  made  to  the 
great  variability  of  this  phenomenon  from  time  to  time.  At  one  examination  the  knee- 
jerk  is  obtained  ;  at  another,  a  few  hours  later,  it  is  lost,  perhaps  to  return  on  the  following 
day.  This  ebb  and  flow  of  the  knee-jerk  is  highly  characteristic  of  increased  intracranial 
pressure,  and  is  rarely  found  under  other  conditions. 

Two  other  forms  of  abnormal  knee-jerk  deserve  brief  reference.  One  of  them  is  what 
is  sometimes  called  the  choreic  knee-jerk.  In  many  cases  of  chorea,  when  the  leg  is 
extended  on  the  thigh  as  the  result  of  tapping  the  patellar  tendon,  it  is  held  in  that  position 
for  an  appreciable  length  of  time  before  relaxation  takes  place  and  the  foot  falls  to  its 
former  position.  In  myasthenia  gravis  it  is  sometimes,  but  only  rarely,  possible  to  tire 
out  the  knee-jerk.  A  ready  response  is  obtained  at  first,  but  rapid  repetition  of  the  test 
leads  to  abolition  of  the  reflex  excitability,  which  quickly  recovers  itself  after  a  short  rest. 

E.  Farquhar  Buzzard. 

KRAUROSIS  VULViG.-(See  Index  at  end.) 

KYPB[OSIS.~(See  Curvature,  Spinal,  p.  153.) 

LEG,  ULCERATION  OF  THE.— (See  Ulceration  of  the  Leg,  p.  736.) 

LEGS,  PAIN  IN  THE.— (See  under  Pain,  p.  438.) 

LEGS,  SWOLLEN.— (See  (Edema,  p.  411.) 

LEUCOCYTOSIS  is  a  word  which  has  been  used  to  denote  two  (iifferciit  conditions,/ 
namely  :  (1)  An  absolute  increase  above  the  normal  of  the  number  of  leucocytes  |)er  c.mm. 
of  blood,  without  distinction  as  to  which  particular  variety  of  leucocyte  is  mainly  increased  ; 
and  (2)  An  absolute  increase  in  the  total  numbers  of  polymorj)honuclear  cells  per  c.mm. 
of  blood.  If  it  is  used  in  the  latter  restricted  sense,  tlicn  there  is  no  clinical  term  to  express 
an  absolute  increase  of  all  the  leucocytes  in  the  blood,  whatever  their  kind,  and  it  seems 
preferable  to  use  the  term  leueoeytosis  in  the  broader  sense,  as  beinj^  an  absolute  increase 
in  the  total  number  of  white  corpuscles  per  c.mm.  of  blood,  indicatin*;  the  kind  of  leueo- 
eytosis by  means  of  a  differential  leucocyte  count.     It  is  used  in  this  sense  here. 

The  point  at  which  an  increase  in  the  total  number  of  leucocytes  per  c.mm.  of  blood 
can  be  called  leueoeytosis  is  arbitrar>%  for  whereas  5000  per  c.nun.  is  rcj^arded  as  the 
average  in  health,  there  are  considerable  variations  durin<;  the  day,  eitlier  in  relation  to 
digestion,  exercise,  or  what  not,  and  the  same  person  who  at  one  time  of  the  day  may  have 
5000,  may  at  another  have  even  as  many  as  14,000  per  c.nun.  If  the  differential  leucocyte 
count  remains  normal,  no  total  leucocyte  count  less  than  15,000  per  c.mm.  can  l)e  regarded 
as  abnormal,  and  it  is  not  until  the  figure  reaches  20,000  or  more  that  much  stress  can  be 
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laid  upon  it.     The  numbers  tend  to  be  higher  in  children  and  in  pregnant  women  thank 
other  healthy  individuals. 

From  a  clinical  point  of  view  there  are  only  two  main  groups  of  conditions  in  whiA< 
the  existence  of  leucocytosis  is  really  of  diagnostic  importance,  namely  :  (1)  In  cases  cl 
«iplenomedullary,  lymphatic,  or  mixed  leukaemia,  the  differential  diagnosis  of  whidi  k 
discussed  under  Anaemia  (p.  24) ;  and  (2)  In  connection  with  infective  processes,  partioi- 
larly  those  associated  with  suppuration. 

There  are  many  maladies  in  which  moderate  leucocytosis  may  occur,  but  in  whidi 
the  behaviour  of  the  leucocytes  themselves  is  of  little  diagnostic  significance.  Thw, 
whether  there  is  or  is  not  any  leucocytosis  makes  little  or  no  difference  in  the  diagnodi 
of  the  following  conditions,  in  all  of  which  the  number  may  be  anything  from  5000  to 
20,000  per  c.mm.  :  acute  rheumatism,  scarlet  fever,  myxcedema,  intestinal  obstructioUp 
diphtheria,  cholera,  fcetid  bronchitis,  bronchiectasis,  urethritis,  acute  follicular  tonsillitii^ 
whooping-cough,  carcinoma,  sarcoma,  rabies.  In  all  of  these,  and  probably  in  many 
others,  whereas  many  cases  show  no  leucocytic  change  at  all,  a  certain  proportion  exhibit 
leucocvtosis.  If  there  were  a  universal  rule,  either  that  there  was  leucocvtosis  or  was  not, 
the  fact  might  be  used  in  differential  diagnosis  ;  for  instance,  the  occurrence  of  leucocyto» 
in  scarlet  fever  might  be  used  as  a  point  in  distinguishing  it  from  measles,  in  which  such 
leucoc>i;osis  is  rare  ;  but  it  is  just  possible  that  there  may  be  a  leucocytosis  in  a  case  of 
measles,  and  it  is  more  than  possible  that  scarlet  fever  may  present  no  leucocytosis,  lo 
that  whereas  the  general  rule  is  to  the  contrary,  it  is  not  so  constant  as  to  be  a  safe  ground 
upon  which  to  make  a  differential  diagnosis.  It  can  only  be  said,  broadly  speaking,  that 
whereas  leucocytosis  is  not  unconunon  in  the  conditions  already  enumerated,  it  is  upon 
the  whole  not  common  in  measles,  malaria,  typhoid  fever,  typhus  fever,  influenza,  snuiU- 
pox,  mumps,  and  tuberculosis  other  than  caseous  bronchopneumonia,  secondary  infected 
phthisical  cavities,  or  tuberculous  meningitis. 

It  is  stated  that  certain  drugs  may  produce  leucocytosis,  though  careful  experiments 
with  some  of  them  have  by  no  means  always  confirmed  this.  Succinic  acid,  protargol. 
and  essential  oils  such  as  turpentine,  peppermint,  or  cinnamon,  are  examples  of  those  said 
to  produce  slight  leucocytosis.  After  severe  loss  of  blood,  such  as  may  result  from  excessive 
hsematemesis,  venesection,  post-partum  haemorrhage,  and  the  like,  the  leucocytes  may 
rise  in  a  comparatively  short  time  to  over  15,000,  and  perhaps  to  over  20,000  per  c.nmi. 

It  is  clear,  therefore,  that  when  so  many  conditions  may  lead  to  leucocytosis,  its 
importance  is  nmeh  diminished  as  a  means  of  differential  diagnosis.  One  may  say,  how-  ] 
ever,  that  unless  there  are  othSr  clinical  indications  to  the  contrary,  a  definite  leucocytosis 
of  20,000  or  more,  the  figure  sometimes  reaching  even  50,000  or  00,000,  together  with  a 
relative  increase  in  the  polymorphonuclear  cells  from  their  normal  05  per  cent  to  80,  85, 
or  even  90  per  cent  of  all  the  leucocytes  present  in  the  blood,  is  considerable  evidence  of 
there  being  suppuration  somewhere.  It  is  worthy  of  notice,  that  in  a  suppuration  which 
produces  leucocytosis  with  a  relative  increase  in  the  polymorphonuclear  cells,  the  pus 
requires  to  be  confined  under  pressure,  for  instance  in  an  appendicular  abscess,  an  abscess 
of  the  liver,  empyema  of  the  gall-bladder,  suppurative  pylephlebitis,  infective  cholangitis, 
perineal  abscess,  pyosalpinx,  suppurating  ovarian  cyst,  thoracic  empyema,  abscess  of  the 
lung,  cerebral  abscess,  subcutaneous  or  pyaemic  abscess,  an  imopened  whitlow,  an  infected 
thrombosed  vein,  or  suppurating  lymphatic  glands.  When  an  abscess  which  has  hitherto 
been  associated  with  leucocytosis  is  opened,  the  number  of  leucocytes  in  the  blood  falls 
quickly  to  normal  ;  there  is  little  or  no  leucocytosis  in  conditions  in  which  pus  is  not  under 
pressure,  for  instance  in  cases  of  impetigo  and  other  forms  of  pyodermia,  superficial 
gangrene  of  the  skin,  suppuration  connected  with  opened  hip- joint  disease  or  psoas  abscess, 
and  so  forth.  It  is  probably  on  this  account  that  fungating  endocarditis  often  produces 
a  slight,  but  hardly  ever  any  considerable,  leucocytosis  ;  the  same  applying  to  pyelitis, 
pyonephrosis,  and  pyelonephritis,  in  all  of  which,  if  there  is  free  drainage  through  the 
ureter,  leucoc>i:osis  is  absent,  whilst  if  there  are  abscesses  in  the  kidney  substance  the 
leucocytosis  may  be  considerable.  Gangrene  of  the  lung  is  another  instance  of  the  same 
kind,  for  there  may  be  extensive  gangrene  without  leucocytosis  if  there  is  free  expectoration ; 
whilst  if  the  gangrenous  tissue  is  prevented  from  escaping,  leucocytosis  may  result. 
Erysipelas  is  an  exception  to  the  rule  that  superficial  suppuration  does  not  produce  leuco- 
cytosis, for  here  considerable  increase  in  the  leucocytes  is  common. 
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Amongst  diseases  in  which,  though  they  are  not  in  the  ordinary  sense  suppurative, 
leueocytosis  is  the  rule,  are  (wute  meningitis  and  pneumoniiu  Unfortunately,  all  forms  of 
acute  meningitis,  whether  tuberculous,  suppurative,  or  meningococcal,  lead  to  more  or 
less  leucocytosis,  so  that  this  point  cannot  be  made  much  use  of  in  the  differential  diagnosis 
between  them  ;  but  upon  the  whole  the  greatest  leucocytosis,  up  to  40,000  or  more,  is 
to  be  expected  in  the  acute  cerebrospinal  form.  The  fact  that  pneumonia,  whether  of 
the  lobar  or  lobular  type,  produces  leucocytosis  with  a  relative  increase  in  the  polymorpho- 
nuclear cells,  more  often  than  not  makes  it  impossible  to  rely  upon  this  point  in  determining 
whether  or  not  an  empyema  is  developing  after  the  lung  inflammation,  unless  it  is  known 
that  up  to  the  time  of  the  crisis  there  was  only  a  moderate  leucocytosis,  and  that  after  a 
continuance  of  the  fever,  or  a  recurrence.of  it  after  the  crisis,  there  is  a  greater  leucoc\i:osis, 
with  a  still  further  rise  in  the  relative  percentage  of  polymorphonuclear  cells.  When 
tliere  has  been  no  pneumonia,  and  when  the  physical  signs  are  such  as  to  suggest  fluid  in 
the  chest,  it  is  to  some  extent  helpful  to  know  that  acute  pleurisy,  with  effusion  of  the  type 
tjonietimes  spoken  of  as  'simple,'  shows  little  leucocytosis,  whereas  empyema  nearly 
always  produces  a  considerable  leucocytosis  of  the  polymorphonuclear  type. 

The  value  of  the  knowledge  that  there  is  leucocytosis,  when  a  given  case  has  been 
hitherto  regarded  as  one  of  some  disease  not  associated  with  leucocytosis  is  obvious  (see 
I^KUcopENiA  below) ;  thus,  typhoid  fever  may  have  been  diagnosed  in  a  case  of  obscure 
pyrexia,  in  which  the  existence  of  polymorphonuclear  leucocytosis  indicates  that  the 
<liagnosis  of  typhoid  fever  is  wrong,  and  that  there  is  really  deep-seated  suppuration,  such 
as  an  appendicular  abscess  or  a  pyosalpinx.  Another  similar  example  of  the  possible 
value  of  this  in  differential  diagnosis  is  in  distinguishing  malaria,  in  which  there  should  be 
no  leucocytosis,  from  hepatic  abscess,  in  which  leucocytosis  is  the  rule.        Ilerlert  French, 

LEUCOPENIA  denotes  the  presence  of  a  smaller  number  of  leucocytes  per  c.mm. 
of  blood  than  normal.  When  there  are  less  than  5000  leucocytes  per  c.mm.  one  may 
call  the  condition  leucopenia.  There  are  a  large  number  of  affections  in  which  this  occurs, 
in  most  of  which  the  fact  is  of  little,  if  any,  diagnostic  importance.  It  may  result  from 
simple  starvation,  either  voluntary,  or  due  to  stenosis  of  the  oesophagus  or  other  similar 
Jesion.  It  is  the  rule  in  most  chronic  intoxications,  particularly  those  which  result  from 
plnmbism  or  poisoning  by  niercuryy  arsenic,  ether,  alcohol,  or  morphia.  It  is  to  be  found 
in  certain  of  the  severe  aneemias,  more  particularly  pernicious  ancemia,  aplastic  ancemia, 
and  some  cases  of  lymphadenoma,  particularly  in  the  later  stages.  Acute  miliarij  tuber- 
culosis is  often  associated  with  leucopenia,  and  so  also  is  tuberculous  peritonitis  in  more 
<*ases  than  not. 

The  chief  diagnostic  importance  of  leucopenia  is  in  connection  with  two  diseases  in 
particular,  namely,  typhoid  fever  and  malaria.  In  the  former  there  is  leucopenia  almost 
fnim  the  beginning,  and  cases  are  not  few  in  which,  during  the  earlier  days  of  the  illness, 
before  Widal's  reaction  could  be  positive,  tj'phoid  fever  has  seemed  probable  until  the 
<iiscovery  of  leucocytosis  instead  of  leucopenia  has  suggested  suppuration  rather  than 
tyj)hoid,  the  pus  being  discovered  subsequently  perhaps  in  the  pelvis  in  connection  with 
a  pyosalpinx,  or  in  an  appendicular  abscess  or  the  like.  The  differential  leucocyte  count 
may  also  assist  in  the  same  direction,  for  the  leucopenia  of  tyj)hoi{|  fever  is  associated  with 
a  relative  increase  of  the  smaller  lymphocytes  and  diminution  of  the  polynioqihonuclear 
cells,  whilst  with  suppuration  the  reverse  is  the  case.  Leucopenia  will  not  serve  to  distin- 
jjjuish  between  typhoid  fever  on  the  one  hand,  and  either  general  tuberculosis,  inlluenza. 
or  malaria  upon  the  other  ;  but  granted  that  there  is  a  pyrexial  illness  su<r«;estive  of 
typhoid  fever,  the  occurrence  of  leucopenia  with  a  relative  increase  in  the  small  lymj)hocytes 
helps  considerably  in  confirming  the  diagnosis  days  before  the  WidaPs  reaction  would  be 
positive.  The  leucopenia  persists  unless  perforation  or  other  complication  leading  to 
pus  formation  supervenes. 

Malaria  is  generally  associated  with  a  reduction  of  the  total  number  of  leucocytes 
])er  c.mm.  down  to  perhaps  3000,  2000,  or  even  less.  Associated  with  this  leuco])enia 
there  is  relative  increase,  not  in  the  small  lymphocytes  as  in  ty})hoid  fever,  l)ut  in  the  larjje 
hyaline  lymphocytes  ;  the  association  of  these  two  things  together,  in  a  ])atient  whose 
history  points  to  the  possibility  of  malaria,  assists  considerably  in  clinching  the  diagnosis, 
and  it  may  be  of  particular  value  in  eases  in  which  (juinine  has  been  administered  so  that 
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the  most  conclusive  proof  of  the  nature  of  the  complaint,  namely,  the  discovery  d 
malarial  parasites  in  blood  films,  is  not  for  the  moment  possible.     One  difficulty,  which  I 
not  at  all  uncommon  in  the  tropics,  is  to  decide  between  malaria  on  the  one  hand 
abscess  of  the  liver  upon  the  other.    Leucopenia  and  a  relative  increase  in  the 
lymphocytes  strongly  favours  malaria,  whereas  an  abscess  would  cause  leucocytosis] 
a  relative  increase  in  the  polymorphonuclear  cells.  Uetberi 

LEUCORRHCEA.— (See  Discharge,  Vaginal,  {>.  185.) 


LIMPING. — (See  Gatt,  Abnormalities  of,  p.  251.) 


LIMPING    IN    CHILDREN.    (See  also  Gait,  ABNORMALrriES  of,  p.  251.)— Lii 
in  a  child  may  be  present  from  the  time  it  first  begins  to  walk,  or  it  may  develop  in 
who  has  previously  walked  normally.     In  either  case  it  may  be  due  to  pain,  to  dc 
mity,  to   some  form  of  paralysis,  or  to   any  two  or  to  all  three  of  these.      Apart 
absolutely  acute  affections,  such  as  suppurative  osteomyelitis  of  the  tibia,  the  one  coi 
that  it  is  most  important  to  diagnose  or  exclude  as  the  cause  is  tuberculous  disease  of 
hip-joint,  for  limping  may  be  the  earliest  and  only  sign  of  this  malady,  in  its  most 
stage  if  proper  treatment  by  complete  and  prolonged  rest  is  adopted  forthwith.    The 
most  important  causes,  generally  recognized  with  greater  ease,  are  tuberculous  disease 
the  knee,  the  ankle,  or  the  tarsus.    Most  other  lesions  need  little  discussion,  for  their 
is  generally  obvious  from  the  history  or  upon  careful  examination  of  the  leg  and  foot. 

Any  painful  or  deforming  affection  of  the  lower  limb,  from  toes  to  spine,  may  lead 
limping,  and  one  may  enumerate  the  following  : — 


1.  Causes  affecting  the  Foot  or  Ankle,  and  associated  with  Pain  in  the  Foot:— 


Ill-fitting    boots,    especially    those    which 

are  too  short 
Chilblains 
Corns 

Whitlow  of  a  toe 
Blister 

Abrasion  of  the  skin  on  any  part  of  the  foot 
Injury    by    a    crush,    blow,    kick,    sprain, 

fracture,  etc. 
Foreign  body,  such  as  a  thorn  or  a  needle 
Rubbed  heel 


Inflammation    of   the    bursa   beneath  the 

tendo-Achillis 
Tuberculous  dactylitis 
Tuberculous  disease  of  the  tarsus 
Tuberculous  disease  of  the  ankle 
Rheumatic  *  growing  pains  ' 
Still's  disease  (p.  378) 
Suppurative  arthritis  in  the  ankle  or  foot 
Peliosis  rheumatica  )  with  haemorrhage  iiitt 
Henoch's  purpura      )'     the  ankle 
Haemophilia. 


2.  Causes  affecting  the  Foot  or  Anlde,  and  associated  witli  Deformity  rather  tMJ 
with  Pain: — 


Talipes  varus 
Talipes  valgus 
Talipes  equinus 


Talipes  calcaneus 
Talipes  equinovarus 
Talipes  caleaneo- valgus 


Hammer  toe 
Flat  foot. 


3.  Causes  affecting  the  Calf : — 

Bruising 

Infantile  paralysis,  with  atrophy  of  the 
calf  muscles 

Peripheral  neuritis  (e.g.,  post-diphtheritic) 

Muscular  dystrophy,  especially  Tooth's 
peroneal  type  (p.  60) 

Chronic  periostitis  of  the  tibia  or  fibula  : 
(a)  traumatic,  {h)  tuberculous,  (c)  syph- 
ilitic 


Greenstick  fracture  of  tibia  or  fibula 

Sarcoma  of  the  tibia 

Sarcoma  of  the  fibula 

Osteomyelitis  of  the  tibia  or  fibula 

Epiphysitis  of  the  tibia  or  fibula 

Erythema  nodosum 

Rickets 

Phlebitis  and  thrombosis  of  veins. 


4.  Causes  affecting  the  Knee-joint : — 

Traumatic  synovitis 
Loose  cartilage 
Tuberculous  knee-joint 
Congenital  syphilitic  disease  of  the  knee- 
joint 
Rheumatic  fever 


Still's  disease  (p.  378). 
Foreign  body,  such  as  a  needle,  pin,  or^thom 
Suppurative  arthritis  in  patellar  region  tsii 
Peliosis  rheumatica  -^  '* 

Henoch's  purpura  I  with  hiemorriiage  into 
Haemophilia  [      the  Joint. 
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5.  Caases  affeetliig  the  Thigh : — 

Bruising 

Infantile  paralysis 

Chronic  periostitis  of  the  femur  :  (a)  trau- 
matic, (b)  tuberculous,  (c)  syphilitic 
Greenstick  Aracture  of  the  femur 
Sarcoma  of  the  femur 


Osteomyelitis  of  the  femur 
Epiphysitis  of  the  femur 
Rickets 

Tuberculous  disease  of  the  bursa  beneath 
the  tendon  of  the  gluteus  maximus. 


G.  Causes  afffectiiig  the  Hip-Joint  Region  or  Groin : — 


Tuberculous  disease  of  the  hip-joint 
Traumatic  synovitis  of  the  hip-joint 
Congenital    syphilitic    disease  of  the  hip- 
joint 
Dislocation    of    the    hip :     (a)  congenital, 

(b)  from  injury 
Inflamed  glands  in  the  groin 


Inguinal  hernia 

Femoral  hernia 

Retained  testicle 

Psoas  abscess 

Peliosis  rheumatica 

Henoch*s  purpura  [  with  haemorrhage  into 

Haemophilia  )       the  joint. 


7.  Caases  affecting  the  Pelvis  or  the  Lower  Part  of  the  Spine : — 


Injury 
Tuberculous  caries 


Sacro-iliac  joint  disease 

Acute  osteomyelitis  of  the  ilium. 


Many  of  the  above  conditions  need  no  detailed  discussion  ;  the  diagnosis  may  be  clear 
from  the  locality  of  the  pain,  the  transient  nature  of  the  limp,  or  the  existence  of  visible 
inflammation  or  swelling.  Doubts  are  likely  to  exist  in  connection  with  the  earlier  stages 
of  tuberculous  disease  of  the  digits,  tarsus,  ankle,  or  knee,  and  it  may  not  be  until  persist- 
ence of  the  painful  limping  points  to  the  lesion  being  other  than  simple,  that  the  real  nature 
of  the  case  forces  itself  upon  one's  mind.  Examination  with  the  a?-rays  may  help  materi- 
ally, and  the  same  applies  to  other  affections  of  the  bones — periostitis,  greenstick  fracture, 
new  growth.  Treatment  by  rest  will  be  enjoined  pending  diagnosis  ;  the  latter  may  not 
become  clear  until  the  case  has  been  watched  and  the  course  of  the  symptoms  followed. 
Growing  pains  may  be  relieved  by  salicylates  ;  they  are  nearly  always  to  be  regarded  as 
acute  rheumatic,  and  a  careful  watch  will  be  kept  upon  the  heart  lest  the  child  be  allowed 
to  be  up  and  about  with  acute  endocarditis  after  the  pains  hav^  been  relieved  by  the 
salicylates. 

It  is  in  connection  with  the  hip  region  that  the  diagnosis  of  the  cause  of  the  pain  that 
leads  to  limping  is  so  difficult,  especially  when  the  child  complains  that  it  is  the  knee  which 
hurts,  though  the  disease  is  really  in  the  hip — an  example  of  referred  pain  due  to  the 
obturator  nerve  which  supplies  the  hip,  sending  a  small  geniculate  branch  to  the  knee. 
The  hip-joint  is  embedded  so  deeply  in  muscles  that  it  is  often  difficult  to  make  out  any 
local  swelling,  such  as  is  generally  distinctive  of  similar  pulpy  disease  of  the  knee  or  ankle. 
Even  a'-ray  examination. may  fail  to  give  clear  evidence  of  disease  when  the  latter  is  in  an 
early  stage,  though  skilled  radiologists  may  detect  rarefaction  of  the  trabecula*  in  the  head 
of  the  femur  on  comparison  of  the  two  sides,  long  before  there  is  bony  destruction  to  cause 
any  difference  in  contour.  When,  however,  the  patient  complains  of  persistent  pain  in 
the  hip-joint  region,  less  severe  some  days  than  others  perhaps,  yet  not  disappearing  as  the 
days  go  by  :  when  this  pain  makes  him  walk  with  a  limp,  or  wake  with  a  start  and  cry  out 
at  night  :  if  there  are  no  pains  elsewhere  in  the  body,  and  if  there  is  some  irregular  though 
possibly  only  slight  pyrexia  ;  tuberculous  disease  of  the  hip-joint  would  be  suspected  even 
if  the  child  looked  well,  and  still  more  so  if  he  looked  delicate  and  had  not  a  robust  appetite. 
The  suspicion  would  be  rendered  almost  a  certainty  if,  on  getting  the  child  to  stand 
stripped,  in  a  good  light,  one  found  definite  asymmetry  of  the  buttocks,  that  of  the  painful 
side  being  flabbier  or  obviously  smaller  than  the  other  ;  the  natal  fold  beneath  it  running 
at  the  same  time  obliquely  downwards  and  outwards,  instead  of  nearly  horizontally,  as  it 
should  normally  ;  it  is  always  the  muscles  immediately  above  an  affected  joint  that  waste 
first — the  thigh  muscles  when  the  knee-joint  is  diseased,  the  glutei  in  the  case  of  the  hip- 
joint,  and  so  on.  It  may  also  be  noticed  that  the  patient  holds  the  whole  limb  on  the 
painful  side  in  an  abnormal  attitude — slightly  abducted  and  outwardly  rotated  in  the  very 
earliest  stages,  so  that  there  is  apparent  (but  not  actual)  lengthening  ;  adducted  and 
inwardly  rotated  in  most  cases,  with  apparent  shortening.     Mensuration  is  of  little  assist- 
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LINEL£  ALBICANTES,  sometimes  termed  lineae  atrophica?,  consist  of  areas  of  skin 
many  times  longer  than  broad,  somewhat  shiny,  and  bluish-white,  produced  by  atrophy 
of  portions  of  the  true  corium. 

There  is  no  disease  that  really  resembles  them,  and  indeed  no  other  condition  of  the 
skin  with  which  they  can  be  confounded  when  once  they  have  been  pointed  out.  Morphoea 
ai^d  leucodermia  are  the  only  possible  exceptions,  and  these  only  under  the  rarest 
circumstances,  for  the  patches  of  these  affections  are  not  linear,  do  not  shine,  and  do  not 
show  those  small  cross  wrinkles  of  epidermis  at  right  angles  to  the  axis  of  a  linea  so  charac- 
teristic of  lineas  albicantes  ;  these  wrinkles  can  be  smoothed  away  by  stretching  the  skin 
in  a  direction  parallel  to  the  linea,  but  they  return  at  once  on  relaxing  the  tension. 

The  usual  meaning  of  these  lines  is  that  the  skin  has  been  unduly  stretched  over 
some  fairly  long  period  of  time  ;  but  they  give  not  the  slightest  indication  as  to  the  cause 
of  the  stretching  ;  this  caution  is  very  necessary,  because  when  these  lineae  are  found  on  a 
woman^s  abdomen  or  breasts,  it  is  commonly  assumed  that  they  constitute  evidence  of 
a  past  pregnancy  ;  it  is  perfectly  true  that  this  is  the  commonest  origin  :  but  any  other 
cause  of  swelling,  such  as  tumour,  ascites,  and  even  fat  and  oedema,  etc.,  will  produce  them 
by  stretching  the  skin. 

They  are  also  apt  to  appear  over  the  shoulders  or  in  front  of  the  knees,  or  on  the  flanks, 
thighs,  or  buttocks,  without  it  being  possible  to  draw  any  conclusion  as  to  their  causation 
or  significance.  Fred.  J.  Smith. 

LIPS,  AFFECTIONS  OF  THE  RED  PART  OF  THE.— The  simplest  affection 
to  which  the  vermilion  of  the  lips  is  liable  is  that  known  as  '  chapping/  a  condition 
frequently  due  to  exposure  to  keen  winds,  and  sometimes  aggravated  by  the  habit  of 
'  picking.'  In  some  cases  the  Assuring  is  sufficiently  deep  to  cause  appreciable  pain 
and  great  disfigurement. 

The  vermilion  of  the  lips  may  be  involved  also  in  a  number  of  cutaneous  diseases, 
among  them  lupus  imlgaris,,  lupus  erythematosus,  lichen  planus,  herpes  febrilis  and  zoster, 
tinea  circinata,  urticaria^  psoriasis,  and  some  forms  of  syphilis.  The  lesions  of  the 
epithelium  of  the  lips,  as  of  mucous  membranes  in  general,  are  seldom  characteristic 
enough  to  warrant  a  confident  diagnosis ;  in  none  of  the  above  affections  is  the  red  of  the 
lips  alone  affected,  and  guidance  as  to  the  diagnosis  will  be  foimd  in  the  more  distinctive 
lesions  of  the  skin. 

Ordinary  eczema  is  sometimes  limited  to  the  lips  and  immediately  adjacent  parts. 
Associated  with  a  slightly  seborrhccic  condition  of  the  scalp,  there  is  sometimes  a  persistent 
and  repeated  exfoliation  of  the  vermilion  of  the  lips  {cheilitis  exfoliativa).  In  a  somewhat 
similar  yet  not  identical  case,  the  lips  as  a  whole  were  covered  with  a  thick  accumulation 
of  scales,  which  caused  them  to  protrude.  When  the  scales  were  removed  the  lips  were 
blue  instead  of  red.  The  patient  complained  of  some  burning  pain,  but  chiefly  of  a  feeling 
of  deadness  in  the  lips.  The  condition  had  persisted  for  eleven  years,  and  appeared  to 
have  been  set  up  by  a  habit  of  biting  the  lips  and  tearing  off  the  skin.  The  subjects  of 
cheilitis  exfoliativa  are  usuallv  neurotic,  and  in  this  case  there  was  some  tendency  to  that 
condition,  but  there  was  no  associated  seborrhcea.  In  cheilitis  glandularis  tluTe  may  be 
neither  seborrhoea  nor  neurosis  :  the  chronic  inflammation  of  the  lower  lip,  with  swelling 
of  the  mucous  glands,  appears  to  originate  in  catarrh  of  the  uioutii  and  pharynx.  It  is 
chiefly  the  vermilion  that  is  affected,  but  the  inflammation  sj)reads  to  tlie  inside  of  tlie 
lip,  and  sometimes  also  to  the  neighbouring  skin,  wliieli  presents  an  erythematous  aspect. 
The  conditions  here  described  are  all  rare,  and  are  not  hkelv  to  he  confused  with  more 
ordinary  affections  of  the  labial  epithelium. 

In  syphilis  the  red  of  the  lips  is  sometimes  the  seat  of  the  primary  sore  (see  Fig.  2:5, 
p.  73),  and  in  the  secondary'  stage  condylomata  may  occur  in  this  situation.  The  chancre 
may  be  flattish  and  covered  with  a  false  membrane,  or  it  may  present  itself  as  a  crateriform 
infiltrated  ulcer. 

In  epithelioma  the  lip — usually  the  lower  one — is  fre(|uently  the  point  of  attack,  the 
growth  beginning  as  a  slight  abrasion,  crack,  or  papule,  and  running  the  usual  course. 
(See  under  Tumours  of  the  Skin,  p.  780.) 

Fordyce^s  disease  specially  attacks  the  red  of  the  lips  and  the  oral  nuicous  membrane, 
the  lesions  consisting  of  small  whitish  or  yellowish    m ilium-like  bodies,  which  may  be 
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of  diagnosis ;  if  the  connection  between  it  and  the  liver  is  only  peritoneum,  it  may  be  mis- 
taken for  a  floating  kidney,  especially  as  in  such  a  case  there  may  be  a  band  of  resonance 
between  it  and  the  liver  ;  or  the  lobe  may  be  confused  with  any  tiunour  that  may  be  found 
on  the  right  side  of  the  abdomen.  When  palpating  the  abdomen  it  is  often  very  difficult  to 
tell  the  right-hand  lower  part  of  the  liver  from  the  kidney,  even  when  there  is  no  projection 
which  can  be  called  a  RiedeFs  lobe. 

Many  conditions  quite  unconnected  with  the  liver  cause  an  apparent  alteration  in  its 
size.  Thus,  a  general  weakness  of  the  tissues  may  lead  to  its  dropping  downwards  in  the 
erect  posture  from  laxness  of  its  supports,  which  are  chiefly  its  ligaments,  and  to  a  less 
extent  the  abdominal  walls.  I  have  known  this  occur  in  wasting  diseases,  the  fact  that  the 
liver  was  not  enlarged  having  been  evident  on  post-mortem  examination  ;  indeed,  in  such 
a  case  I  have  known  the  dropped  liver  to  be  regarded  as  enlarged  from  cancer,  which  was 
believed  to  be  the  cause  of  the  wasting,  when  in  reality  the  patient  was  wasted  because  he 
had  diabetes.  Again,  if  the  liver  is  somewhat  enlarged  from  disease,  its  extra  weight  may 
cause  it  to  drop,  and  hence  it  appears  larger  than  it  really  is.  Thus  it  is  not  uncommon  for 
a  nutmeg  liver  to  appear  during  life  larger  than  it  is  ;  but  that  it  is  not  may  be  proved  by 
noticing  that  percussion  shows  the  upper  line  of  hepatic  dullness  to  have  descended. 

Alterations  in  the  chest  may  lead  to. depression  of  the  liver,  which  may  then  be  thought 
erroneously  to  be  enlarged.  Thus,  in  an  extreme  case  of  flbrosis  of  the  lungs  with  adherent 
pleura  I  have  seen  the  sucking  in  of  the  ribs  on  inspiration  lead  to  depression  of  the  liver 
down  to  the  umbilicus  :  the  right  lobe  may  be  depressed  into  the  right  loin  by  compression 
of  the  chest  due  to  tight  lacing,  this  being  often  associated  with  a  movable  right  kidney. 
Deformities  of  the  chest  due  to  rickets  or  curvature  of  the  spine  may  lead  to  great  depression 
of  the  liver.  It  may  be  depressed  by  large  collections  of  fluid  in  the  right  side  of  the  chest, 
but  they  must  be  quite  large,  for  the  fluid  will  more  easily  compress  the  lungs  and  push  the 
heart  to  the  left  than  depress  the  diaphragm.  It  may  also  be  depressed  by  a  right-sided 
pneumothorax.  If  in  diaphragmatic  pleurisy  the  diaphragm  is  not  working,  and  is  in  a 
more  or  less  constant .  position  of  inspiration,  the  liver  is  also  constantly  in  this  position,' 
and  hence  seems  to  be  a  little  depressed.  Extreme  pericardial  effusion  is  said  to  depress 
the  liver,  but  this  must  be  very  rare.  It  is  often  stated  that  a  subdiaphragmatic  abscess 
will  depress  the  liver  considerably  ;  but  this  also  is  very  rare,  for  the  numerous  adhesions 
in  connection  with  such  an  abscess  generally  prevent  depression  of  the  liver. 

Tight  lacing  may  cause  a  deep  furrow  on  the  liver  palpable  during  life.  I  have  known 
so  deep  a  furrow  caused  by  a  man's  belt  that  the  part  of  the  liver  below  the  furrow  felt 
almost  separated  from  the  rest  of  the  organ  ;  in  such  a  case  there  may  be  a  false  impression 
of  enlargement.  The  effect  of  corsets  or  other  artificial  pressure  is  often  such  as  to  give  an 
incorrect  impression  of  enlargement,  because  the  organ  is  pressed  down  ;  most  commonly 
the  liver  is  forced  down,  flattened,  and  elongated  from  above  downwards.  Such  a  pressure 
often  leads  to  a  transverse  depression  across  the  right-hand  lower  part  of  the  right  lobe,  so 
that  a  more  or  less  detached  portion  of  it  lies  in  the  position  of  a  RiedePs  lobe. 

It  is  quite  rare  for  enlargement  of  the  liver  to  lead  to  any  upward  extension  of  the 
hepatic  dullness.  This  is  what  might  be  expected,  for  the  mere  weight  of  the  enlarpjed  liver 
will  lead  to  its  falling,  and  the  resistance  of  the  intestines  and  abdominal  walls  being  much 
less  than  that  of  the  diaphragm,  it  will  therefore  grow  in  the  direction  of  least  resistance, 
that  is,  downwards.  Raising  of  the  upper  limit  of  hepatic  dullness  is  best  observed  when 
some  local  disease  of  the  liver  directly  implicates  the  diaphragm  ;  thus,  a  tropical  abscess 
of  the  liver  growing  from  its  upper  surface  will  soften  the  diaphragm  and  extend  upwards  ; 
a  hydatid  will  do  the  same.  So,  when  there  is  an  extension  upwards  of  the  upper  hepatic 
dullness,  it  is  a  local  extension  forming  a  dome-shaped  addition  to  the  hepatic  dullness. 
Very  large  collections  of  ascitic  fluid  or  very  large  abdominal  tumours  may  push  the  liver 
up,  but  this  is  excessively  rare,  for  such  conditions  will  more  readily  compress  the  intestines 
and  bulge  the  abdominal  walls.  A  subdiaphragmatic  abscess,  by  its  extension  of  dullness 
up  into  the  chest,  may  appear  to  extend  the  liver  dullness  upwards. 

There  are  three  moderately  common  tumours  in  the  abdomen  which  may  give  a  false 
impression  of  increase  in  the  size  of  the  liver.  They  are  :  A  stomach  affected  zvith  malignant 
disease,  especially  when  the  growth  infiltrates  much  of  the  greater  curvature  ;  malignant 
disease  of  or  impaction  of  fceces  in  the  transverse  colon  :  and  the  great  omentum  thickened 
and  puckered  up  towards  the  transverse  colon  by  some  form  of  chronic  peritonitis.     Any  of 
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these  tumours  may  move  up  and  down  with  respiration,  for  they  are  all  directly  or  i 
attached  to  the  liver  ;   but  the  movement  is  not  usually  so  extensive  as  that  of  the 
should  be,  and  a  band  of  resonance  may  sometimes  be  detected  between  the  liver  and 
tumour,  or  the  edge  of  the  liver  may  be  felt  above  it.     Enlargements  of  the  pylonis, 
thickening  in  connection  with  a  gastric  or  duodenal  ulcer,  may  all  be  difficult  to  d 
from  an  enlarged  gall-bladder.     The  hepatic  dullness  may  be  altered  by  gas,  and  it  mq^ 
almost  obliterated  by  the  descent  of  an  emphysematous  lung  ;  slight  lowering  of  the 
margin  of  the  hepatic  dullness  from  this  cause  is  quite  common.     In  emphysema,  t00| 
lower  ribs  stand  so  far  forward  that  it  may  be  impossible  to  feel  the  lower  edge  of  the 
When,  as  in  perforative  peritonitis,  there  is  free  gas  in  the  peritoneal  cavity,  the  gas 
in  front  of  the  liver  may  diminish  the  hepatic  dullness,  but  this  sign  is  so  often  absent 
its  absence  must  not  be  used  as  an  argument  against  the  existence  of  perforative  periti 
On  the  other  hand,  partial  obliteration  of  the  hepatic  dullness  may  be  due  to  the  fact 
some  of  the  intestine  is  between  the  liver  and  the  anterior  abdominal  wall,  or  that  there 
much  gaseous  distention  of  the  colon  behind  the  liver.     A  large  collection  of  ascitic 
often  renders  it  difficult  to  estimate  the  size  of  the  liver. 

Hepatopiosis,  and  xvandering  liveVy  are  terms  applied  to  a  liver  which,  being 
displaceable,  leaves  its  normal  position.     It  is  rare,  but  must  be  borne  in  mind,  for  if  not 
liver  which  is  only  displaced  may  erroneously  be  thought  to  be  enlarged.     Extreme 
are  met  with  in  cases  of  general  visceroptosis.     It  is  commoner  in  women  than  men, 
mostly  after  forty.     The  abdominal  walls  are  usually  pendulous,  and  as  the 
muscles  are  powerful  agents  for  keeping  the  abdominal  viscera  in  place,  this 
combined  with  a  laxity  of  the  hepatic  ligaments,  is  probably  the  cause  of  the  h 
Tight  lacing  leads  to  weakness  of  the  abdominal  muscles,  as  well  as  pressing  the  liver  dowi 
it  is  flattened,  often  extending  to  the  umbilicus  with  its  greatest  prominence  near  its 
part  and  on  the  right.     It  may  form  a  protrusion  of  the  abdominal  walls  ;  it  is  easily 
able,  moves  up  and  down  with  respiration,  and  can  usually  be  pushed  back  into  its 
position  when  the  patient  lies  down  ;   indeed,  when  the  patient  is  in  the  supine  poeitioD 
sometimes  goes  back  of  its  own  accord,  only  to  fall  again  when  she  stands  up.     It  is 
laterally,  and  can  be  rotated  with  the  hands  about  a  horizontal  axis  passing  through 
attachment  of  the  organ  to  the  inferior  vena  cava.     There  is  considerable  diminution  in, 
even  absence  of,  the  hepatic  dullness  in  the  chest ;    in  an  extreme  case  the  hand  mty 
passed  up  between  the  liver  and  the  ribs,  and  at  the  upper  right-hand  part  of  the 
there  is  a  depression  between  the  liver  and  the  ribs.     There  may  be  no  symptoms,  but 
patient  usually'  complains  of  a  dragging  pain  and  a  heaviness  in  the  hepatic  region, 
are  much  worse  in  the  erect  posture,  so  that  she  may  have  always  to  lie  down. 
sudden  attacks  of  pain  occur  in  the  right  of  the  abdomen  ;  these  may  be  due  to  gall 
or  to  a  movable  kidney,  both  often  present  with  hepatoptosis,  or  to  kinking  of  the  bilc-di 
which  may  lead  to  jaundice.     The  patients  are  usually  neurotic,  dyspeptic  valetu 
As  the  abdominal  muscles  are  weak,  the  blood  stagnates  in  the  abdominal  vessels  in 
erect  posture  ;    hence  faintness,  palpitation,  exhaustion,  and  dyspnoea  on  exertion 
common,  these  symptoms  passing  away  when  the  patient  lies  down. 

We  shall  now  consider  each  of  the  pathological  enlargements  of  the  liver,  and  indicit* 
the  chief  points  to  be  utilized  in  the  diagnosis  of  each. 

Venous  Congestion  of  the  Liver,  or  Nutmeg  Liver. — There  must  be  heart  diseisei 
usually  of  the  mitral  valve,  or  perhaps  incompetence  of  it  secondary  to  severe  aortic  disea^i 
or  disease  of  the  valves  on  the  right  side,  or  severe  disease  of  the  myocardium,  or  chronic 
pulmonar\'  disease,  usually  bronchitis,  or  arteriosclerosis  or  chronic  nephritis  with  higi* 
blood -pressure  and  secondary  heart  failure.     The  enlargement  of  the  liver  is  uniform,  it* 
edge  is  firm,  its  surface  smooth.     It  may  reach  to  the  umbilicus,  and  as  the  abdominrf 
muscles  are  often  weak  in  these  cases,  especially  in  women,  and  the  liver  is  very  hea\TfPOi*i 
the  extra  amount  of  blood  in  it,  the  organ  is  often  a  little  dropped.     Pain  and  tendcmes* 
over  it  are  conmion  ;    due  in  some  cases  to  stretching  of  the  hepatic  capsule,  in  others^lo 
local  patches  of  perihepatitis.     The  skin  over  the  liver  may  be  tender.     In  severe  case* 
there  is  often  slight  jaundice.     Dyspeptic  symptoms  are  frequent.     Ascites  may  be  present; 
if  so,  it  is  associated  with  the  a^dema  due  to  the  heart  disease. 

In  a  severe  degree  of  nutmeg  liver  the  organ  may  pulsate.     If  so,  the  tricuspid  orific* 
must  be  incompetent  and  the  right  ventricle  must  be  beating  strongly  ;  then  a  pul8e-wa« 
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travels  back  in  the  inferior  vena  cava  and  hepatic  veins  to  reach  the  liver,  and  makes  the 
whole  organ  expand  synchronously  with  each  contraction  of  the  right  vcntriclCr  Such 
incompetence  of  the  tricuspid  orifice  is  nearly  always  secondary  to  mitral  disease.  Great 
care  must  be  taken  not  to  mistake  a  thrust  downwards  of  the  liver  by  the  contraction  of  a 
hypertrophied  heart,  or  the  thrust  forwards  by  a  pulsating  aorta,  for  hepatic  pulsation. 
The  distinguishing  feature  of  this  is,  that  when  one  hand  is  placed  on  the  front  and  the 
other  on  the  back  of  the  abdomen  over  the  enlarged,  congested  liver,  the  two  hands  can  be 
felt  to  be  separated  by  the  expansile  pulsation.  This  is  not  the  case  when  the  pulsation  is 
transmitted.  Pulsation  of  the  veins  of  the  neck  is  generally  pronounced  in  cases  in  which 
the  liver  can  be  felt  to  pulsate. 

General  Congestion  of  the  Liver. — ^This  is  frequently  said  to  be  present  in  those 
who  suffer  from  dyspepsia,  but  if  this  be  so  it  does  not  give  rise  to  a  demonstrable  enlarge- 
ment. When,  however,  a  European  lives  for  many  years  in  a  tropical  country  he  is  liable 
to  suffer  from  attacks  of  congestion  of  the  liver,  and  these,  when  frequently  repeated,  lead 
to  an  enlargement  called  tropical  liver.  The  organ  is  uniformly  enlarged,  smooth,  some- 
what hard,  and  has  a  uniform  edge.  Pain  and  tenderness  are  not  such  prominent  features 
as  they  are  in  a  nutmeg  liver.  The  condition  is  often  associated  with  indigestion,  errors 
of  diet — especially  the  taking  of  too  much  alcohol — and  attacks  of  pyrexia.  When  these 
are  present  the  liver  becomes  tender,  painful,  and  more  enlarged,  and  I  have  known  such  a 
condition  mistaken  for  hepatic  abscess.  The  sufferer  complains  of  a  sensation  of  weight  in 
the  hepatic  region  ;  he  is  constipated,  and  the  urine  is  full  of  lithates.  In  an  extreme  and 
chronic  case  the  organ  may  extend  four  inches  below  the  ribs  ;  the  patient  is  depressed, 
irritable,  and  of  a  sallow  complexion.    The  spleen  may  be  enlarged. 

Obstruction  to  tlie  ComuMm  Bile,  whatever  the  cause,  is  often  associated  with 
uniform  enlargement  of  the  liver  owing  to  the  fact  that  the  bile  is  dammed  back  into  it 
and  so  swells  it  up ;  even  simple  catarrh  may  do  this  ;  jaundice  will  always  be  present  at 
the  same  time,  and  the  differential  diagnosis  will  be  found  discussed  under  that  heading 
(see  Jaundice,  p.  327). 

Suppuration  witliin  the  Liver. — ^IVIultiple  pyaemic  abscesses  within  the  liver,  which 
constitute  part  of  the  condition  known  as  portal  pyaemia,  generally  do  not  cause  enlarge- 
ment of  the  liver,  nor,  as  a  rule,  do  multiple  abscesses  connected  with  the  bile-ducts — 
suppurative  cholangitis — unless  there  is  sufficient  obstruction  to  cause  jaundice  (p.  326)  at  the 
same  time.  Rigors  (p.  594),  pyrexia,  and  tenderness  of  the  liver  will  be  prominent  features 
of  most  such  cases.  Enlargement  of  the  liver  is  more  often  present  with  a  large  single 
absccis.  There  is  usually  a  history  of  dysentery,  for  amoebic  dysentery  is  by  far  the  com- 
monest cause  of  a  large  single  abscess  ;  therefore  it  usually  occurs  in  the  tropics,  and  is  then 
commonly  called  a  tropical  abscess.  Very  rarely  it  is  secondary  to  other  specific  fevers,  it 
may  be  due  to  suppuration  round  a  gall-stone,  or  may  spread  from  some  neighbouring 
suppuration,  e.g.,  a  perinephritic  abscess.  Or  again,  it  may  be  caused  by  suppuration  of  a 
hydatid  or  by  injury.  The  presence  of  any  of  these  causes  may  help  the  diagnosis  ;  but 
sometimes,  even  when  the  abscess  is  due  to  the  dvsenteric  amoeba,  it  mav  be  difficult  to 
obtain  a  history  of  dysentery  ;  and  indeed,  the  dysenteric  ulcers  of  the  intestine  may  have 
healed  years  before  the  symptoms  of  hepatic  abscess  show  themselves.  Very  rarely  it 
appears  to  follow  intestinal  ulceration  which,  as  far  as  we  know,  is  not  dysenteric  :  this  is 
so  in  some  of  the  examples  of  single  large  abscesses  in  which  the  patient  has  nev^er  left  this 
country.  Indeed,  sometimes  a  single  large  hepatic  abscess  is  found  in  the  tropics  when 
the  most  careful  search  fails  to  find  any  amceba^  in  the  pus  of  the  abscess,  or  to  obtain  any 
history  of  dysentery,  or  only  a  history  of  bacillary  dysentery.  Tropical  abscess  is  most 
common  in  men  between  the  ages  of  twenty-five  and  forty-five.  It  is  much  commoner  in 
Europeans  than  natives.  Eighty  per  cent  are  in  the  right  lobe,  usually  in  its  upper  part. 
The  colour  of  the  pus  depends  upon  the  amount  of  broken-down  hepatic  tissue  present  ; 
if  there  is  much,  it  is  the  colour  of  anchovy  paste  ;  if  there  is  none,  it  is  yellow,  but  the 
anchovy-paste-Iike  pus  is  characteristic.  Anuebte  may  be  found  in  it  (see  Fig.  25,  p.  77), 
or  more  often  in  the  granulation  tissue  forming  the  wall  of  the  abscess.  Bacteria  may  be 
present,  but  if  the  abscess  has  existed  some  time  the  pus  is  often  sterile.  The  symptoms 
and  physical  signs  to  which  attention  must  be  directed  are  as  follow  :  — 

General, — The  most  important  is  pyrexia  ;  often  this  is  the  initial  symptom.  At  first 
the  rise  of  temperature  is  slight  and  irregular  ;    gradually  it  becomes  hectic,  with  a  wide 
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daily  excursion,  say  from  99°  F.  in  the  morning  to  103°  F.  or  104°  F.  in  the  evening.  Oftet] 
the  patient  is  thought  to  have  malaria,  but  an  examination  of  the  blood  will  show  thati 
malarial  organisms  are  present,  and  generally  there  is  leucocytosis,  whereas  in  malaria  thi^ 
tendency  is  towards  leucopenia.  There  are  sometimes  considerable  intermissions  duri^' 
which  the  temperature  is  normal  for  weeks  or  months,  and  then  there  is  a  week  oraoflt| 
pyrexia.  When  such  a  case  occurs  in  this  country  mistakes  in  diagnosis  are  very  likdy.  I 
know  of  a  man  afflicted  with  tropical  abscess  whose  attacks  of  pyrexia  were  separated  bgr 
such  long  intervals  of  normal  temperature  that  he  was  thought  by  many  physicians  to  lum 
recurrent  influenza,  and  this  although  it  was  well  known  that  he  had  been  in  the  tropia 
Rigors  are  striking  and  severe,  and  in  cases  of  doubtful  diagnosis  are  very  suggestive  ol 
hepatic  abscess,  though  they  also  make  this  disease  resemble  malaria.  In  mild  cases  tke 
rigor  is  reduced  to  a  mere  feeling  of  chilliness.  Often  there  are  profuse  sweats.  The  pube 
is  rapid  in  proportion  to  the  temperature.  Jaundice  may  be  present,  but  generally  is  not 
In  bad  cases  the  patient  is  excessively  ill  and  weak,  anaemic,  and  wasted  to  a  mere  ^ektoi. 
In  this  country  we  see  such  cases  on  their  arrival  from  India,  the  disease  having  made  npid 
progress  on  board  ship.  On  the  other  hand,  if  there  are  long  intervals  of  apyrexia  the 
patient  hardly  suffers  in  his  general  health  ;  in  such  cases  the  abscess  usually  has  thick  wab. 
The  blood  may  show  a  great  increase  of  polymorphonuclear  cells,  but  this  leucocytosis  ii 
often  absent,  especially  if  the  pus  is  sterile  or  the  abscess  has  thick  walls.  During  the  fever 
the  patient  has  a  dry  tongue,  anorexia,  and  is  thirsty  ;  the  urine  is  scanty  and  high-coloured, 
and  may  contain  albumin. 

Local. — The  abscess  is  most  often  at  the  upper  part  of  the  right  lobe,  grows  upwards 
between  the  layers  of  the  coronary  ligament,  and  thus  forms  an  extraperitoneal  subphrenie 
abscess  which  softens  the  diaphragm  and  pushes  it  up,  giving  a  dome-shaped  area  of  dullness 
varying  in  size  from  one  to  several  inches  across,  added  to  the  top  of  the  normal  line  of  the 
hepatic  dullness,  and  best  seen  by  mapping  out  the  dullness  with  a  blue  pencil.  It  is  usually 
posterior  to  the  mid-axillary  line.  Sometimes  the  abscess  is  in  such  a  place  that  a  rounded 
swelling  may  be  felt,  or  even  seen,  on  the  liver  when  the  patient  draws  a  deep  breath.  TTie 
measurement  round  the  lower  part  of  the  chest  may  be  longer  on  the  affected  side,  the  inter- 
costal spaces  may  be  obliterated,  and  if  the  abscess  be  very  large,  the  lower  ribs  may  bulj^. 
Not  uncommonly  the  abscess  is  of  such  size  and  position  that  the  greatest  care  is  necessary 
before  it  can  be  detected.  The  whole  of  the  hepatic  area  should  be  pressed  carefully  by  one 
finger,  for  local  tenderness  is  often  a  great  aid  in  the  diagnosis.  If  the  abscess  presents  io 
the  abdomen  the  rectus  muscle  over  it  may  be  rigid.  Pain  is  very  variable  ;  it  may  be 
absent,  it  may  be  severe  ;  often  coughing,  drawing  a  deep  breath,  or  shaking  the  patient, 
will  cause  pain.  In  about  one-sixth  of  the  cases  there  is  pain  in  the  right  shoulder ;  if  the 
abscess  is  in  the  left  lobe,  there  may  be  pain  in  the  left  shoulder.  If  the  abscess  comes  dose 
to  the  skin,  there  may  be  ccdema  and  redness  over  it,  and  in  excessively  rare  cases,  fluctua- 
tion. Often  the  liver  is  enlarged  generally  as  well  as  locally.  If  the  abscess  is  large,  it  may 
be  seen  with  the  ^-rays,  for  pus  casts  a  very  dark  shadow.  If  it  implicates  the  diaphragm, 
infection  may  spread  through  it  and  cause  bronchitis,  pleurisy,  empyema,  pneumonia,  or 
gangrene  of  the  lung,  but  this  is  not  nearly  so  common  as  with  other  subphrenic  abscesses; 
hepatic  pus  may  be  coughed  up  from  the  lung  when  the  abscess  has  ruptured  into  it,  may 
be  vomited  when  it  has  ruptured  into  the  stomach,  or  may  be  passed  by  the  bowel  when  it 
has  ruptured  into  the  intestine.  Lastly,  I  would  again  remind  the  reader  that  in  some  of 
the  chronic  cases  seen  in  this  country,  both  the  local  and  general  signs  may  be  so  slight  that 
great  skill  is  necessary  to  detect  the  abscess. 

Cirrhosis  of  the  Liver. — Nearly  always  in  this  country  the  patient  has  taken  more 
alcohol  than  he  should,  but  cirrhosis  of  the  liver,  indistinguishable  from  alcoholic  cirrhosis, 
occurs  in  children  and  others  who  have  not  taken  alcohol,  especially  in  Egypt.  Here  we 
have  to  consider  only  the  stage  in  which  the  liver  is  enlarged.  It  has  been  luiown  to  weigh 
200  oz.,  but  anything  over  100  oz.  is  exceptional.  In  the  early  stages  the  liver  is  not  altered 
in  shape,  and  the  surface  and  edge  arc  smooth  ;  later  on,  as  the  fibrous  tissue  contracts  and 
the  fat  is  absorbed  from  the  cells  which  have  undergone  degeneration,  the  surface  becomes 
finely  uneven  ;  this  unevenness  increases,  the  liver  becomes  hard  and  more  unevofi  until  the 
irregularities  on  it  are  like  hobnails,  and  can  be  felt  through  the  abdominal  wall.  At  this 
stage  the  edge  of  the  liver  is  irregular  and  very  firm.  As  the  irregularity  increases,  the 
diagnosis  from  cancer  becomes  more  difficult,  but  no  irregularity  from  cirrhosis  ever  exceeds 
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the  size  of  a  small  cherry,  nor  is  it  ever  umbilicated,  nor  does  it  ever  enlarge  suddenly  ; 
whereas  a  cancerous  nodule  may  be  umbilicated  and  may  enlarge  suddenly  from  hemor- 
rhage into  it.  Usually  a  cirrhotic  liver  is  not  painful  ;  if  it  be,  the  pain  is  due  to  some  local 
perihepatitis.  Other  symptoms  to  be  looked  for  in  cirrhosis,  and  to  be  borne  in  mind  when 
making  a  diagnosis,  are  that  in  cirrhosis  the  spleen  is  often  enlarged,  and  sometimes  much 
so  ;  the  increased  fibrous  tissue  in  the  liver  constricting  its  small  portal  veins  leads  to 
engorgement  of  the  veins  of  the  stomach,  and  hence  hiematemesis,  which  may  be  accom- 
panied by  mebena,  is  common  at  some  period  in  the  case  ;  and  occasionally  we  see  dilata- 
tion of  the  veins  round  the  umbilicus.  There  are  often  symptoms  of  chronic  gastritis  and 
enteritis.  Cirrhosis  is  commoner  in  men  than  women  in  the  proportion  of  three  to  one  ; 
the  patients  are  usually  over  thirty  ;  there  is  a  more  frequent  association  of  alcoholic  excess 
in  the  lower  classes  than  among  those  who  are  socially  above  them.  Dyspepsia  and  morn- 
ing sickness  are  common  ;  there  are  much  impairment  of  strength,  wasting,  a  sallow  look, 
dilated  venules  on  the  cheek,  red  nose,  a  furred  tongue  which  is  often  tremulous,  and  a  dry, 
harsh  skin.  The  pulse  becomes  weaker,  and  when  the  disease  is  fatal  its  end  is  usually  by 
cardiac  failure.  In  about  one-third  of  the  cases  that  are  ill  enough  to  come  into  the  hospital, 
the  temperature  is  raised  a  little  every  evening  (Fig.  1B7).  Jaundice  is  or  has  been  present 
in  about  one-third  of  the  cases  ;  it  rarely  if  ever  becomes  as  deep  as  that  seen  in  cancer  of 
the  liver.  Ascites  occurs  in  50  per  cent  of  all  cases  of  cirrhosis,  but  generally  in  the  latest 
titages  only  ;   if  it  is  abundant  the  enlarged  liver  can  be  felt  only  by  dipping,  which  means 


Fig.  167.— T«m|iFrauire  rliut  (monilni!  Knd  ergiilng)  E»ni  a  cue  at  clrrliwix  ol  tJ.e  IJver,  ehowiiig  tlic 
tsnijencj  to  »l%ht  pjTBil»,  B^iKiallj  In  the  evfiiiiiif. 

jtressing  the  hand  down  suddenly  on  the  liver,  and  so,  by  djsjwrsiog  the  fluid  which  is  over  it. 
coming  down  on  it.  Tympanites  is  not  uncommon  in  severe  cases  of  cirrhosis,  and  it  too  may 
make  it  dilficult  to  feel  the  liver.  The  urine  is  usually  scanty,  of  high  specific  gravity, 
very  acid,  high-coloured,  and  full  of  urates  ;  it  generally  contains  urobilin  and  sonictimcs 
bile.  Naturally  sufferers  from  cirrhosis  may  have  delirium  tremens,  but  apart  from  this, 
cirrhosis  towards  the  end  is  often  accompanied  by  nervous  symptoms,  especially  coma, 
and  this  may  be  so  even  in  those  who  have  not  recently  taken  alcohol  and  who  are  not 
jaundiced.  In  severe  cases  the  ankles  swell,  even  when  there  is  no  disease  of  the  heart, 
lungs,  or  kidneys,  or  pressure  on  the  vena  cava,  to  account  for  it.  Lastly,  it  Kliuuld  be 
remembered  that  cirrhosis  may  exist  without  any  symptoms  ;  in  between  a  third  and  a  half 
of  all  cases  of  cirrhosis  found  in  the  post-mortem  room  the  patient  has  died  of  something 
else,  and  in  many  of  these  cases,  although  he  has  been  under  observation  in  the  wards,  no 
symptoms  of  cirrhosis  have  been  observed. 

The  dilliculties  of  diagnosis  fall  into  one  of  two  classes  :  the  rau:<e  of  .Asciiks  (p.  45), 
and  the  cause  of  enlargement  of  the  liver.  If  we  have  nia<leout  that  the  liver  in  undoubtedly 
enlarged,  it  is  often  a  matter  of  great  dillieulty  to  lell  whether  this  is  due  to  cancer  or  to 
cirrhosis  :  this  will  be  referred  to  in  speaking  of  cancer.  Sometimes  cancer  and  cirrhosis 
are  present  in  the  same  liver,  but  this  is  rare.  Syphilis  of  the  liver  does  not  cause  mucli 
difficulty,  for  it  is  uncommon  at  the  bedside  ;  the  irregularities  of  the  liver  are  much  larger 
than  the  hobnails  ol  cirrhosis  ;  the  patient  who  has  a  sy|)hilitic  liver  is  rarely  jaundiced, 
and  hardly  ever  has  ascites.  The  symptoms  of  a  syphilitic  liver  are  nearly  always  entirely 
local ;    syphilitic  disease  of  the  liver  rarely  produces  general  symptoms.     Obstruction  of 
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the  common  bile-duet  leads  to  a  large  smooth  liver  ;  when  this  is  due  to  a  gall-stone  there 
is  usually  deeper  jaundice  than  in  cirrhosis,  but  no  ascites  :  the  stools  are  <)uite  pallid, 
which  is  very  unusual  in  cirrhosis,  and  there  is  commonly  a  history  of  gall-stones.  There 
is  no  real  difficulty  of  diagnosis  between  the  enlargement  of  malaria  and  ordinary  cirrhosis, 
for  so-called  malarial  cirrhosis  occurs  only  in  those  who  have  drunk  to  excess,  and  is  then 
to  be  ascribed  to  alcohol. 

Hanoi's  Cirrhosis — often  called  hypertrophic  biliary  cirrhosis,  an  extremely  bad 
name — is  a  very  rare  disease,  of  which  the  distinguishing  features  are  :  Most  of  the  sufferers 
are  children  ;  few  reach  the  age  of  thirty  ;  it  is  commoner  in  males  than  females  ;  it  lasts 
many  years  ;  the  liver  is  firm,  enlarged,  and  smooth  ;  long-standing  jaundice  is  present : 
the  spleen  is  very  much  enlarged.  The  patients  are  usually  children  of  stunted  growth, 
and  therefore  the  liver  appears  ver>'  large,  but  the  spleen  is  proportionately  more  enlarged. 
The  liver  usually  remains  smooth  throughout,  and  even  when  towards  the  end  of  a  long 
case  it  becomes  a  little  granular,  it  never  proceeds  to  anything  like  the  irregularity  of  ordi- 
nary cirrhosis.  Jaundice  is  an  early  symptom  and  lasts  till  the  end,  so  it  may  be  present 
many  years  ;  very,  very  slowly  it  becomes  darker.  From  time  to  time  the  patient  has 
periods  during  which  he  feels  ill  and  his  temperature  is  raised  ;  but  it  is  strange  that  in 
spite  of  their  jaundice  the  children  afflicted  with  this  disease  do  not  for  years  appear  ill  : 
they  may  be  seen  running  about  enjoying  life,  with  a  clean  tongue  and  a  good  appetite. 
Ascites  is  rare,  and  if  present  means  that  the  end  is  near.  In  many  cases  the  fingers  become 
clubbed  ;  the  clubbing  is  exactly  like  that  seen  in  chronic  fibrosis  of  the  lung.  As  growth 
is  stunted — for  example,  whereas  the  average  height  at  13  years  is  4  ft.  0  in.,  a  patient  with 
this  disease  was  only  4  ft.  1  in. — the  size  of  the  liver  and  spleen  makes  the  abdomen  very 
prominent.     At  the  later  stages  there  may  be  purpura  and  other  hsemorrhages. 

Splenic  Anaemia. — This  is  a  disease  in  which  there  are  progressive  enlargement  of  the 
spleen,  secondary  ansemia,  leucopenia,  a  marked  tendency  to  haemorrhage,  especially  from 
the  stomach,  and  in  many  cases  a  terminal  stage  of  cirrhosis  of  the  liver,  jaundice,  and 
ascites.  *  The  disease  is  often  called  splenomegalic  cirrhosis,  and  its  terminal  stage  of  cirrhosis 
of  the  liver  is  frequently  designated  BanWs  disease.  When  in  this  terminal  stage  the  liver 
is  enlarged  from  cirrhosis,  it  may  be  almost  impossible  to  distinguish  the  condition  from 
ordinary  cirrhosis  of  the  liver  unless  we  know  from  the  medical  history  of  the  case  that  the 
spleen  has  been  enlarged  for  some  time.  Other  points  that  may  help  are  :  on  the  average 
the  spleen  is  much  larger  in  splenic  ansemia  than  in  ordinary  cirrhosis,  so  that  an  exces- 
sively large  spleen  is  somewhat  in  favour  of  splenic  anaemia :  hsematemesis  is  an  early 
symptom,  usually  present  long  before  the  stage  of  cirrhosis  of  the  liver.  The  disease  is 
ver>'  slow,  but  the  patient  may  die  before  the  supervention  of  either  ascites  or  jaundice  ; 
he  does  not  often  do  this  in  ordinary  cirrhosis.  Anaemia  is  present  in  both  conditions,  but 
is,  on  the  whole,  severer  in  splenic  anaemia. 

Bronzed  Diabetes. — In  this  disorder,  which  is  very  seldom  seen,  the  liver  is  enlarged, 
hard,  and  cirrhotic,  exactly  like  that  of  an  ordinary  cirrhosis  :  the  pigmentation  of  the  skin, 
which  is  like  the  discoloration  due  to  arsenic,  the  absence  of  jaundice,  and  the  presence  of 
sugar  in  the  urine,  sufficiently  distinguish  the  disease. 

SypliiUs  of  tlie  Liver. — Syphilis  when  it  affects  the  liver  produces  gummata  in  it, 
and  leads  to  increased  growth  of  fibrous  tissue.  Much  of  this  is  in  the  form  of  hard  bands 
traversing  the  liver  irregularly  and  leaving  large  areas  of  healthy  liver  substance,  so  that 
what  with  the  presence  of  recent  gummata,  gummata  that  have  begun  to  shrink,  bands  of 
fibrous  tissue  that  have  begun  to  contract,  and  pieces  of  normal  liver,  a  syphilitic  liver  is 
very  lumpy  and  irregular.  It  may  be  enlarged,  and  even  during  life  this  lumpiness  may  be 
felt,  but  the  syphilitic  liver  does  not  become  so  large  as  a  large  cirrhotic  liver,  unless  larda- 
ceous  disease  be  present  ;  it  is  much  more  irregular,  and  indeed  usually  resembles  a  cancerous 
more  than  a  cirrhotic  liver,  but  it  seldom  produces  any  clinical  symptoms  ;  if  detected 
(luring  life  the  discover^'  is  generally  accidental  :  it  occurs  at  a  younger  age  than  cancer  ; 
there  are  none  of  the  other  signs  of  cancer,  but  there  may  be  some  of  syphilis,  and  the 
VVassermann  reaction  will  be  positive  ;  ascites  and  jaundice  do  not  occur  as  signs  of 
this  disease  unless  an  enlarged  gland  presses  on  the  portal  vein,  which  is  so  rarely  the  case 
as  to  be  negligible  ;  and  the  liver  is  at  most  a  little  enlarged,  never  huge  as  in  cancer. 

In  children,  congenital  syjihilis  may  produce  in  the  liver  precisely  the  same  effects  as 
the  acquired  disease  does  in  a<lults.  Lardaceous  disease  may  be  due  to  syphilis  ;  it  will  be 
discussed  presently. 
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Universal  Chronic  Perlh^jMitltis  may  make  the  liver  appear  large,  for  the  peritoneal 
coating  of  the  whole  organ  is  much  thickened  ;  but  as  the  liver  itself  is  of  normal  size  the 
apparent  increase  is  not  great,  rarely  exceeding  an  extra  finger's  breadth  below  the  ribs. 
Such  of  the  liver  as  can  be  felt  is  smooth  ;  the  edge  is  uniform  and  thick.  Usually,  however, 
no  apparent  enlargement  can  be  detected  in  universal  chronic  perihepatitis,  and  often  the 
organ  and  its  thickened  capsule  weigh  the  same  as  a  normal  liver,  from  which  we  may 
conclude  that  the  liver  itself  is  a  little  atrophied  :  in  a  few  cases  it  appears  actually  smaller 
than  natural,  for  the  thin  anterior  edge  is  folded  upwards  under  the  thick  peritoneal  coat. 
There  are  no  hepatic  symptoms,  e.g.,  jaundice,  and  the  universal  perihepatitis  is  only  part 
of  a  general  chronic  peritonitis,  symptoms  of  which,  e.g.,  ascites  and  thickening  of  other 
parts  of  the  peritoneum,  may  be  detected  on  palpation. 

Seeondary  Cancer  of  the  Liver. — ^This  is  the  commonest  tumour  of  the  liver.  Gener- 
ally there  will  be  symptoms  of  the  primary  malignant  disease,  which  in  about  90  per  cent  of 
the  cases  is  in  the  periphery'  of  the  portal  area,  but  not  infrequently  none  are  present,  and 
the  patient  does  not  know  that  he  has  anything  serious  the  matter  with  him  imtil  he  has 
symptoms  of  hepatic  carcinoma.  On  the  other  hand,  in  about  half  the  cases  of  hepatic 
carcinoma  no  symptoms  of  it  are  present,  and  it  is  not  known  to  exist  until  a  post-mortem 
examination  is  performed,  for  the  primary  disease  kills  while  the  hepatic  disease  is  still  in 
its  early  stages.  Seventy-five  per  cent  of  all  the  patients  are  between  40  and  70  years  old, 
and  hepatic  carcinoma  is  all  but  unknown  under  the  age  of  20.  If  the  disease  gives 
rise  to  clinical  symptoms  the  liver  can  usually  be  made  out  to  be  enlarged  both  by  percussion 
and  palpation.  There  is  no  other  disease  in  which  such  a  huge  liver  may  be  found.  I  have 
known  a  cancerous  liver  to  weigh  19  lb.,  and  I  have  read  of  one  which  weighed  38}  lb.  ; 
weights  of  6  or  7  lb.  are  quite  common.  In  rare  cases  the  increase  in  the  weight  of  the  liver 
may  be  so  great  that  the  patient  actually  gains  a  little  weight  in  spite  of  the  general  wasting 
caused  by  the  cancer.  The  organ  may  be  felt  well  below  the  ribs,  even  far  below  the  umbi- 
licus. Often  it  is  so  big  that  it  can  be  seen  to  go  up  and  down  with  each  breath.  Upward 
increase  of  the  hepatic  dullness  is  rare,  and  when  present,  slight.  The  edge  of  the  enlarged 
organ  can  be  felt  to  move  up  and  down  with  respiration,  unless  it  is  fixed  by  adhesions, 
which  is  unusual.  The  edge  is  hard,  and  often  irregular  ;  when  the  secondary  nodules  are 
numerous  the  whole  organ  feels  uneven,  knobby,  and  hard,  and  sometimes  the  lumps  on  it 
feel  umbilicated  ;  this  is  absolutely  diagnostic  of  cancer.  If  much  softening  has  occurred 
a  faint  sense  of  fluctuation  may  be  detected  ;  in  a  few  instances  local  peritonitis  causes  a 
rub.  Sometimes  the  nodules  can  be  appreciated  by  the  hand  only  when  the  patient  takes 
a  deep  breath,  for  then  those  under  the  ribs  come  far  enough  down  to  be  felt.  Occasionally 
the  cancer  grows  so  fast  that  the  liver  obviously  increases  in  size  in  a  week  ;  very  rarely  a 
nodule  may  enlarge  suddenly  from  haemorrhage  into  it.  Either  or  both  these  points  are 
almost  proof  that  the  enlargement  is  due  to  carcinoma.  It  must  not  be  forgotten  that  not 
all  livers  enlarged  from  malignant  disease  have  palpable  nodules,  for  they  may  be  in  such  a 
situation  that  they  cannot  be  felt,  they  may  be  too  small  to  be  felt,  or  the  growth  may  be 
diffused  through  the  whole  liver.  About  half  the  patients  have  pain  in  the  hepatic  region, 
and  may  have  it  near  the  right  shoulder  and  down  the  right  arm.  If  the  liver  is  very  large 
there  is  a  sense  of  dragging  and  fullness  in  the  right  hypochondriuni.  About  half  the  patients 
are  jaundiced.  It  is  extremely  important  to  remember  that  by  far  the  most  frocjuent  cause 
of  long-standing  jaundice  is  cancer  of  the  liver,  which  produces  a  deeper  yellow  of  the  skin 
than  any  other  disease  ;  as  time  goes  on  this  yellow  changes  to  deep  olive-green.  The 
wasting  becomes  extreme,  the  skin  dry  and  shrivelled,  the  patient  Ix^conics  weaker  and 
weaker,  his  pulse  feebler,  his  respiration  shallow,  and  finally  he  dies  comatose.  The  usual 
symptoms  of  Jaundice  (p.  324)  are  present.  Ascitp:s  (p.  Ui)  is  rather  less  frequent  than 
jaundice,  and  the  patient  generally  dies  before  tapping  is  necessary,  for  ascites  is  a  late 
symptom.  The  urine  usually  contains  much  bile  and  lithates.  Rapidly  growing  carcinoma 
of  the  liver  is  often  associated  with  an  evening  rise  of  temperature  to  99°  F.  or  101''  F. 
(Fig.  145.  p.  326).     I  have  known  it  to  be  102°  F.  every  evening  for  weeks. 

The  chief  difficulty  of  diagnosis  is  from  cirrhosis.  The  large  cirrhotic  liver  is  uniformly 
large,  and  the  palpable  nodules  are  small  :  if  they  feel  biguer  than  small  ciuTries  the  ease 
cannot  be  one  of  cirrhosis,  for  hobnails  are  never  bigger  than  this  :  hobnails  are  never 
umbilicated,  and  never  increase  rapidly  in  size  ;  if  jaundice  is  present  and  the  patient  has  a 
large  cirrhotic  liver,  the  jaundice  is  never  very  deep,  and  remains  yellow  ;   it  never  becomes 
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the  dark  olive-green  seen  in  cancer.  In  cirrhosis  we  do  not  get  clay-coloured  niotiom 
dilatation  of  the  gall-bladder,  but  we  often  find  a  large  spleen.  Extreme  wasting  and  diy 
of  the  skin  are  more  common  in  cancer.  A  moderate  leucocytosis  is  often  found  in  both 
diseases  in  the  late  stages.  The  discovery  of  cancer  elsewhere  is  of  course  conclusive,  ui 
the  history  is  of  great  help.  Syphilis  of  the  liver  has  already  been  described  suflficiently  It 
indicate  the  points  of  difference.  Cases  in  which,  owing  to  non-malignant  obstrucUoii  tf : 
the  bile-duct,  usually  by  a  gall-stone,  there  are  enlargement  of  the  liver  and  jaundice,  mtf  \ 
give  rise  to  difficulty  of  diagnosis  ;  but  these  patients  rarely  have  the  extreme  wasted  look, ! 
with  dry  shrivelled  skin,  so  frequently  seen  in  cancer  ;  the  hepatic  enlargement  is  unifoni : 
and  never  so  great  as  it  may  be  in  cancer  ;  the  jaundice  does  not  become  green  ;  if  it  disap- 
pears for  a  time,  it  means  that  the  gall-stone  has  shifted  ;  that  the  jaundice  due  to  caneer 
should  disappear  is  almost  unknown.  Rigors  are  common  in  cases  of  gall-stones.  The  age^ 
history,  and  detection  of  growths  elsewhere  will  be  of  help.  As  far  as  my  experience  goa^ 
when  we  are  in  considerable  doubt  as  to  whether  a  patient  has  an  impacted  gall-stone  or  a 
malignant  growth,  exploration,  if  done,  almost  always  reveals  a  growth.  Hydatid  tumoun 
of  the  liver  are  seldom  confused  with  cancer,  for  almost  always  these  are  only  one  or  two  ii 
number,  the  liver  is  smooth  and  regular,  and  is  not  tender ;  the  hydatid  tumour  causct 
neither  pain,  jaundice,  ascites,  nor  general  emaciation,  and  it  may  give  a  thrill.  There  ii 
no  ordinary  leucocytosis,  but  the  patient  may  have  eosinophilia. 

Primary  Carcinoma  of  the  Liver. — ^This  is  very  rare ;  the  liver  has  the  same 
character  as  in  the  secondary  form,  but  there  ate  no  symptoms  of  a  primary  growth  d8^ 
where.  It  is  almost  always  a  disease  of  adult  life.  It  is  usually  more  rapid  than  secondary 
cancer  ;  most  of  the  patients  are  dead  within  three  months  fi^m  the  onset  of  symptomi, 
and  therefore  the  jaundice  has  not  time  to  become  dark  green.  Wasting,  and  other  general 
signs,  including  slight  pyrexia,  are  present.  During  life,  primary  can  hardly  ever  be  dia- 
gnosed from  secondary  cancer  of  the  liver,  for  even  when  the  liver  appears  clinicaUy  to  be 
the  only  organ  affected,  it  often  turns  out  that  there  has  been  primary  disease  elsewhere, 
giving  no  symptoms,  and  not  detected  till  after  death. 

Secondary  Sarcoma  and  Embryomata  of  tlie  Liver. — ^These  do  not  produce  enlarge- 
ment enough  to  be  detected  during  life — except  perhaps  in  the  case  of  melanotic  sarooma 
secondary  to  a  tumour  of  the  eye,  when  the  liver  may  enlarge  very  rapidly  and  to  aa 
extreme  degree, — for  the  primary  disease  and  the  numerous  secondary  deposits  ekewhera 
than  in  the  liver  soon  kill  the  patient.  If  melanotic  growth  is  suspected,  the  urine  should 
be  tested  for  melanin  (p.  745). 

Primary  Sarcoma  of  tlie  Liver  is  vcr>'  rare,  and  during  life  caimot  be  distinguished 
from  primary  carcinoma. 

Adenomata  of  tlie  Liver  are  also  very  rare  ;  they  are  hardly  ever  of  sufficient  size 
to  be  detected  during  life.  They  arc  single,  and  I  know  of  an  instance  in  which  a  large  one 
was  operated  on  under  the  impression  that  it  was  a  hydatid. 

Lympliadenomata  of  the  Liver. — New  formations  consisting  of  lymphoid  tissue, 
generally  diffused  through  the  whole  liver  but  sometimes  occurring  in  nodules,  may  be  seen 
in  those  dying  from  Hodgkin's  disease  or  from  lymphatic  leukaemia.  The  nodules  cannot 
be  detected  during  life,  but  in  a  few  cases  the  diffuse  variety  makes  the  liver  unifcmnly 
enlarged  ;  it  is  smooth,  its  surface  and  edge  are  firm,  it  is  painless,  not  tender,  never  of  great 
size,  and  there  is  no  jaundice.     Leuka;mic  cases  will  be  detected  by  the  blood-count  (p.  24). 

Angiomata. — It  is  not  uncommon  to  find  small  angiomata  in  the  liver  in  the  post- 
mortem room,  but  they  cannot  be  detected  during  life  unless  they  are  large  enough  to  gi^'f 
symptoms  which  result  from  their  size,  and  this  is  very  rare.  Sometimes  when  a  huge 
tumour  of  the  liver  has  been  thought  to  be  a  carcinoma,  and  yet  the  patient  has  seemed 
well  enough  to  be  suitable  for  operation,  the  growth  has  turned  out  to  be  a  cax'emous 
angioma,  and  these  tumours  have  been  excised.  About  fifteen  of  such  cases  are  on  record, 
and  the  patient  was  usually  under  fifty  years  of  age. 

Fatty  Liver. — This  is  very  common,  but  the  enlargement  of  a  fatty  liver  is  usually 
not  sufficient  to  be  detected  during  life,  .sometimes  because  the  patients  are  so  obese  that 
palpation  of  the  liver  is  difficult.  A  fatty  liver,  if  increased  in  size,  is  unifomdy  enlarged, 
has  a  rounded  edge,  feels  a  little  softer  than  natural,  with  a  smooth  surface  ;  there  is  neither 
pain  nor  tenderness.  The  causes  are  so  numerous  that  often  they  hardly  help  the  diagnosis. 
The  largest  fatty  livers  arc  met  with  in  phosphorus  poisoning  ;  they  then  may  weigh  10  or 
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2  lb.  Severe  ansemia,  wasting  disease,  especially  tubercle,  and  alcoholic  excess,  are 
Mrhaps  the  commonest  causes.  There  is  neither  jaundice  nor  any  other  symptom  that  can 
96  attributed  to  the  disease  of  the  liver. 

Lurdaeeoiis  liver. — ^The  liver  is  uniformly  enlarged  ;  the  increase  in  size  may  be 
sonsiderable  ;  indeed,  next  to  cancer,  lardaceous  disease  causes  the  largest  livers  with  which 
mt  meet.  A  lardaceous  liver  has  been  known  to  weigh  14  lb.  It  is  so  smooth  that  even 
tluough  the  skin  it  feels  strikingly  so  ;  it  is  firm,  and  the  edge  is  sharp  and  hard  ;  it  causes 
BO  pain,  and  is  not  tender.  The  diagnosis  of  this  disease  is  much  facilitated  by  finding 
In^ceous  disease  of  other  organs  ;  thus  the  spleen  may  be  enlarged  considerably  and 
imifonnly,  there  may  be  albuminuria  from  lardaceous  disease  of  the  kidneys,  or  diarrhoea 
hom  lardaceous  disease  of  the  intestine.  Only  two  causes  for  lardaceous  disease  are  known, 
m^  long-continued  suppuration,  e.g.,  psoas  abscess,  bronchiectasis,  chronic  phthisis  with 
cavitation,  chronic  hip-joint  disease ;  and  long-standing  syphilis,  even  if  this  has  not  caused 
may  suppuration.  I  have  known  it  occur  in  a  small  child  as  a  result  of  congenital  syphilis. 
la  a  very  few  instances  no  cause  for  lardaceous  disease  can  be  discovered,  but  this  is  so 
exceptional  that  we  should  be  very  cautious  of  diagnosing  lardaceous  disease  in  the  absence 
«f  syphilis  or  suppuration. 

Tuberculosis  of  the  liver. — It  is  excessively  rare  for  a  tuberculous  deposit  in  the 
liver  to  form  a  mass  sufficiently  large  to  be  detected  clinically  :  indeed,  so  rare  is  it  that  the 
diagnosis  could  not  be  made  before  exploration  unless  it  were  known  that  the  patient  had 
tnberculous  disease  at  the  periphery  of  the  portal  vein.  Judging  by  morbid  anatomy,  a 
tuberculous  tumour  of  the  liver  would,  if  discovered  during  life,  be  a  solitary  tumour  of  the 
Ever.  At  an  exploratory  operation  an  irregular  shaggy  abscess  cavity  would  be  found, 
the  pus  of  which  would  contain  tubercle  bacilli.  There  may  be  some  uniform  enlargement 
of  the  liver  in  a  child  suffering  from  general  tuberculosis. 

Actiiioiiiyoosis,  or,  as  it  is  sometimes  called,  atreptoirichosis  of  the  liver,  could  hardly 
be  diagnosed  without  laparotomy  unless  the  patient  were  known  to  have  actinomycosis 
diewhere.  It  is  very  rare,  and  has  seldom  been  recognized  in  the  liver  until  after  the 
patient's  death.  If  detected  during  life,  there  would  be  a  local  enlargement  of  the  liver. 
The  pus  in  it  would  be  in  an  irregular  cavity  with  shaggy  walls  and  trabeculac,  and  the 
cfaamcteristic  little  sulphur-coloured  granules  would  be  seen  in  it  with  the  naked  eye,  and 
tbe  ray  fungus  on  examination  with  the  microscope  (Plate  XXV II I ^  Fig,  S,  p.  614). 

^rdatid  Disease  of  the  Liver  can  hardly  be  recognized  unless  the  cyst  causes  a 
discoverable  tumour  of  the  liver.     This  may  be  huge.     Hydatid  cysts  of  the  liver  may 
eoDtain  thirty  pints  or  more.     If  the  tumour  can  be  felt,  it  is  rounded,  smooth,  localized, 
and  regular,  and  thus  is  distinguished  by  its  feel  from  cancerous  or  syphilitic  livers,  for  in 
these  the  tumours  are  irregular  and  rough,  and  often  there  are  one  or  more  in  different  parts 
of  the  liver.     A  hydatid  tumour  is  neither  tender  nor  painful,  and  thus  differs  from  an 
abscess.     If  the  tumour  projects  from  the  lower  part  of  the  liver  it  may  resemble  a  gall- 
bladder.   A  large  hydatid  cyst  of  the  lower  part  of  the  right  lobe  of  the  liver  causes  con- 
siderable intra-abdominal  enlargement  of  that  lobe  ;  on  the  other  hand,  if,  as  is  frecjuently 
the  case,  it  grows  upwards  between  the  layers  of  the  coronary  ligament,  it  pushes  up  the 
diaphragm,  forming  a  rounded  projection  which  may  be  percussed  out  in  the  chest  as  an 
addition  to  the  top  of  the  normal  hepatic  dullness  :  in  exceptional  cases  the  tumour  may  be 
whuge  that  the  dome  shape  of  the  dullness  is  lost,  and  the  case  is  apt  to  be  regarded  as  one 
of  pleuritic  effusion.     If  a  hydatid  tumour  is  deep  in  the  liver,  the  swelling  feels  hard  :  if  it 
wnies  to  the  surface,  the  tumour  feels  tense — so  tense  that  fluctuation  is  very  rare.     The 
so^Ued  hydatid  thrill  perceptible  in  the  finger  lying  on  the  tumour  when  it  is  struck  by  a 
finger  of  the  other  hand,  is  not  often  felt ;   it  may  be  obtained  over  any  tense  collection  of 
fluid,  but  if  it  be  present  it  is  of  considerable  diagnostic  value,  for  other  tense  cysts  arc 
very  unusual  in  the  liver.     Occasionally  two  or  even  three  hydatid  cysts  arc  present  in  the 
same  liver ;   each  then  has  the  characteristics  of  a  single  cyst,  but  the  diagnosis  of  these 
cases  may  give  much  difficulty.     It  is  excessively  rare  for  hydatids  to  cause  pressure  sym- 
ptoms ;  jaundice  is  hardly  ever  seen  ;    if  present,  it  is  probably  caused  by  rupture  of  the 
cyst  into  the  bile-passages.     A  huge  cyst  may  displace  the  heart.    Eosinopiiilia  (p.  218), 
even  to  a  considerable  degree,  is  sometimes  found  when  the  parasitic  cyst  is  living  and 
active,  but  not  when  it  is  quiescent  or  obsolete.     I  have  seen  10  per  cent  of  eosinophiles, 
*nd  even  50  per  cent  have  been  recorded.     A  more  moderate  increase  is  sometimes  seen  in 
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cancer,  I'siinlly  eosinophilic  is  absent  in  hydatid  disease,  but  when  pr 
able  help  in  diagnosis.  It  decreases  greatly  aft«r  the  cyst  is  drained, 
becomes  absorbed  the  patient  may  have  urticaria.  When  the  blooc 
with  hydatid  disease  is  mixed  with  some  hydatid  fluid,  a  precipitate  : 
about  twenty  limirs  ;  tliis  reaction  is  not  constant,  but  it  does  not  occu 
is  mixed  with  Ihe  serum  of  a  patient  who  has  not  got  hydatid  disease, 
not  j;ivc  an  albuminous  precipitate  when  heated,  whereas  the  fluid  of 
efTusion  docs  ;  on  tlie  other  hand,  hydatid  fluid  gives  an  abundant 
silver  chloride  when  silver  nitrate  is  added  to  it.  llooklets  (see  Fig.  18 
found  in  hydatid  hiiid.  especially  after  it  is  centrifugalized.  Hyda 
suppurate,  and  tiien  they  can  hardly  be  distinguished  from  other  tor 
abscess.  Ahfolar  echinoeofcua  distase  is  very  rare.  No  case  has  been  i 
The  liver  is  eidarged,  and  there  is  jaimdice,  gradually  deepening  dun 
years  the  patient  lives.  Pj'rexia  and  gastro-intestinal  symptoms  are  o: 
patient  dies  from  exhaustion. 

Other  cj-sts  of  the  liver  are  verj-  rare  and  very  difficult  to  diag 
books  dealing  wilh  the  liver  should  be  consulted  about  them, 

UVronT.-(Scp  Cyano-sis, 'p-  15«) 

LOCK-JAW.— (See  Thimmis.  p.  728.) 

LORDOSIS.— (See  Clkvature,  Spinal,  p.  15».) 

LUNG,  HiGHORRHAGE  FROH.— (See  Ilienioptysis,  p.  283.) 

LYMPHATIC   GLAND   ENLARGEHE34T. 

A.  GENEBALIZED  ENlABG£HEf4T. 
There  are  certain  diseases  in  which  there  is  a  tendency  for  all  or  nea 
glands  in  the  body  to  l>e  enlarged—generalized  glandular  enlargeme 
enlargement  of  local  groups  of  glands  only.  The  distinction  is  not  at 
in  some  patient'^  suffering  from  a  nialady  which  usually  causes  general 
enlargement  the  changes  may  be  confined  to  local  groups  instead  of 
as  usual.  It  may  be  said,  however,  that  if  there  is  generalized  enlaigem 
gUinds.  the  patient  is  probably  suffering  from  one  or  other  of  the  toUo 


l.ympliutic  Icukarmi 

II      LyrophoBurcomu 

Plague 

Ilodgkin'H  diseftBo 

■■    Sccondarj-  svphilU 

Tiiberck 

German  mcasle>« 

l.ymplicKim 

StiJI'fi  disease 

It  Is  of  course  important  to  be  quite  sure  that  the  glands  are  reall 
merely  palpable  with  greater  case  than  usual ;  experience  alone  will  ( 
There  are  many  conditioas  in  which  wasting  affects  the  subcutsne<i 
l>-mpbatic  glands,  so  that  the  latter  are  felt  with  considerable  ease,  esp 
General  glandular  enlargement  usually  implies  affection  of  the  cei 
inguinal  glands  at  the  same  time  :  those  in  Ihe  popliteal  space  or  above 
of  the  hunierus  arc  less  often  affected  ;  the  various  groups  within  the  a 
be  putputed,  unless  )>crhaps  in  the  iliac  region  or  pelvis,  whilst 
mediastinal  and  bronchial  groups  can  only  be  surmised  when  there  is  evi 
to  one  or  other  bronchus,  or  when  they  can  be  demonstrated  by  the  x-v 

When  a  case  of  gcricralixcd  lymphatic  glandular  enlargement  | 
important    to   make  a  blood-count  i   the   bloo<l -changes   will   either 
Ifiiktrmin  (sec  .Vn^mi.i,  p.  25).  or  else,  if  the  characteristic  leucocyte  ' 
are  not  found,  lymphatic  leukiemia  will  be  excluded.     None  of  the  other  conditions' exfaibtt 
pntfiDgnomonic  blood -changes,  although  tliere  will  very  often  be  a  considerable  d^rec  of 
amcniiu  of  the  chlorotie  type. 

IliMl/'kiH'n  dixfaite  nearly  always  starts  with  much  swelling  of  one  group  of  glands 
before  the  rest,  es|iecially  those  in  the  neck  ;  there  is  usually  moderate  enlargement  of  the 
spleen  at  the  same  tinic.  and  in  the  course  of  weeks  or  months,  generalized  swelling  of  the 
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I  the  axilla;  and  within  the  thorax,  tlic  resultant 
(Fig.  IGS),  though  the  individual  glands  remain 


it.  IM.—BDdakln'p  i 
»ld<ottlwn«k>Kveri 
lie  IJfnptiltLc  Rland«  in 
•r  bonln  o[  die  pecto 


itic  fclands  occurs,  especially  those  i 
Bonietimes  being  of  considerable  sizi 
t  from  one  another,  do  not  tend 
It  down  and  suppurate,  and  do 
nme  fixed  either  to  the  skin  or  to 
iper  parts,  as  they  would  do  if 
ere  tubenrulous  or  due  to  second - 
losits  of  malignant  disease.  The 
luuiges  in  Hodgkin's  disease  are 
most  part  negative(see  Anemia. 
though  in  blood-fllms  the  occur- 
of  an  occasional  basophile  cor- 
or  myelocyte  may  help  to  clinch 

mphadtnoma  differs  from  Hodg- 

seane  so  little  that  some  authori- 

■  the  two  names  as  though  they 

.-non,\-mous ;    others  reserv'e  the 

"mphadenoma  for  those  cases  in 

iplenic  enlargement  is  not  appar- 

1st  the  affection  of  the  lymphatic 

is  very  profound  in  one  group 

tir  marked  elsewhere.     Lymph- 

a  term  that  has  sometimes  been 

the  same  sense. 

lere  Igmphoaartoma  ends  and  Hodgkin's  disease,  lymphadenonia,  or  lymphoma 

it  IS  difficult  to  say.     H  there  is  generalized  enhirgeroent  of  t))e  lymphatic  glands 

t  much  affection  of  the  spleen,  without  any  pathognonionic  blood-changes,  and 
with  a  rapidly  fatal  ending,  the  condition  is 
spoken  of  as  tyiiiphosareoma,  but  it  might 
equally  well  be  termed  acTitc  lymphadenoma. 
Syphilitic  glands  seldom  reach  any  great 
size,  only  swelling,  roughly  speaking,  to  two 
or  three  times  the  normal ;  the  first  to  be 
involved  are  those  In  the  neighbourhood  ot 
the  chancre,  and  therefore  most  often  those 
in  the  groin,  spreading  later  to  all  the  glands 
in  the  body,  including  those  in  the  occipital 
region,  which  are  not  as  a  nde  affecteil 
except  by  syphilis,  pediculosis  capitis  with 
sores,  and  German  measles.  Syphilitic 
glands  are  almond-shaped  and  firm,  pain- 
less, or  at  most  slightly  tender,  and  they  do 
not  become  adherent  to  the  skin  or  to  the 
deeper  parts.  They  may  remain  jialpuhle 
for  years  after  nil  the  signs  of  secondary 
syphilis  have  disappeared.  The  difficulty  in 
their  diagnosis  does  not  arise  when  chancre 
or  roseola  is  present :  but  later  their  nature 
may  not  be  obvious  unless  there  is  a  clear 
historj-  of  sy|>hilis  or  Wttsscrmann's  scnmi 
test  is  positive. 

(leminii  measles  causes  gcnirralixed  cn- 
itjiiit*       largeiDcnt  of  the    l\'mphHtic  glands    veni' 
'  "'*'       similar  to  that  of  secondary  syphilis,  but 
the  diagnosis  is  generally  obvious  from  the 

of  the  skin  eruption.     The    occurrence  of  enlarged  occi|>ital   and  other  glands 

«d  with  a  measles-like  rash  serves  to  distinguish  (ierniau  measles  from  ordinary 

,  and  also  from  scarlet  fever  and  other  erythcniatit. 


aeodjolnt^ 


ppiadle-)dup«d  enlATf 
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StilPs  disease  attracts  attention  primarily  on  account  of  the  affection  of  the  j< 
and  the  enlargement  of  the  lymphatic  glands  is  a  symptom  of  secondary  iniportanoe. 
is  an  affection  of  children  (Fig,  169)  precisely  corresponding  to  acute  rheumatoid 
of  adults  ;   no  joint  in  the  body  is  exempt,  and  it  is  probable  that  the  lymphatic  gl 
enlargement  is  secondary  to  absorption  of  micro-organisms  from  the  infected  joints, 
patient  becomes  anaemic,  with  a  tendency  to  pigmentation,  and  the  spleen  is  enlaifedl 
well  as  the  lymphatic  glands.    The  disease  is  unmistakeable.    Similar  lymphatic  gl 
enlargement  occurs  in  the  acute  rheumatoid  arthritis  or  infective  synovitis  or  peri-i 
of  older  persons,  especially  in  that  form  which  is  characterized  by  spindle-shaped  si 
of  the  first  interphalangeal  joints  of  the  hands  (Fig.  153,  p.  342) ;  but  as  a  rule  the 
ment  is  confined  to  those  glands  which  are  closest  to  the  affected  joints — epitrochlear ; 
for  instance,  in  the  case  of  the  fingers  and  hands,  and  so  forth  ;  and  the  glandular 
ment  disappears  when  the  malady  is  in  its  quiescent  phases,  although  the  joint  defc 
remains. 

Plague  may  be  associated  with  very  acute  glandular  enlargement  all  over  the 
the  diagnosis  depends  largely  on  the  history,  and  particularly  upon  the  patient  having 
exposed  to  the  risk  of  contracting  plague  in  some  infected  town  or  port.     The  diagnosis 
be  confirmed  bacteriologically. 

Tuberculosis  of  glands  is  much  more  often  local  than  general ;    occasionally,  h( 
one  meets  with  a  ease  in  which  the  inguinal  and  axillary  as  well  as  the  cervical 
internal  glands  are  all  enlarged  as  the  result  of  tuberculous  infection;  the  case  then 
lates  lymphadenoma  very  closely,  and  it  may  be  necessary  to  excise  one  or  more  of 
affected  glands  and  examine  them  histologically  before  one  can  be  sure  of  the  diagnosis. 

B.  LOCALIZED   LYMPHATIC   GLANDULAR   ENLARCXMENT. 

In  all  those  diseases  in  which  enlargement  of  the  lymphatic  ^ands  may  be  gcnenL 
may  sometimes  be  local,  or  may  begin  locally  before  it  becomes  general,  so  that  in 
case  in  which  there  is  an  affection  of  a  local  group  of  lymphatic  glands,  it  is  important 
remember  the  possibility  of  the  case  being  due  to  one  of  the  diseases  already  dif 
under  heading  A. 

The  following  additional  causes,  however,  have  also  to  be  considered,  namely : — 

Septic   absorption,  from  sores,  etc.,  on  the  skin  or  mucous  membranes  firom 

which  the  lymphatics  drain  into  the  particular  glands  that  are  involved 
Tuberculous  disease 
Secondary  malignant  disease.  I 

Whenever  there  is  any  doubt,  a  blood-count  should  be  made  in  order  either  to  dtagnoN^ 
or  exclude  lymphatic  leukaemia.  When  this  can  be  excluded,  the  nature  of  the  lool 
glandular  enlargement  will  generally  be  suggested  by  the  age  of  the  patient,  by  tte 
characters  of  the  glands  themselves,  and  by  their  locality.  We  will  here  deal  with  tin 
subject  from  the  point  of  view  of  the  particular  group  of  glands  involved. 

Occipital  Glands. — ^These  seldom,  if  ever,  become  enlarged  as  the  result  of  leuluemis. 
Hodgkin's  disease,  lymphadenoma,  German  measles,  syphilis,  or  tuberculosis,  unless  theie 
is  obvious  enlargement  of  other  glands  at  the  same  time.  When  there  is  enlargement  of  the 
occipital  glands  and  no  others,  by  far  the  most  likely  cause  is  septic  absorption  from  tlie 
posterior  region  of  the  scalp,  particularly  from  impetigo,  seborrhonc  dermatitis,  or  most  likely 
of  all,  pediculosis  capitis.  Nits  should  always  be  looked  for  in  the  hair  with  care,  and  fbef 
may  sometimes  be  found  even  in  ladies  in  whom  the  mode  of  infection  may  be  quite  inexpUe- 
able.  The  patients  generally  have  much  irritation  of  the  skin  at  the  back  of  the  neck  it 
the  same  time,  and  it  may  be  attributed  to  the  rubbing  of  a  collar  or  the  neck  of  a  droi. 
There  is  generally  considerable  anemia,  the  patient  looks  unwell,  and  often  has  some  even- 
ing pyrexia. 

Pre-auricular  Glands. — The  most  common  causes  for  enlargement  of  the  pre-auriculir 
glands  arc  :  Septic  infection  of  the  skin  of  the  cheek,  eyelid,  ear,  or  temporal  region  of  the 
scalp,  or  epithelioma  of  these  regions.  The  occurrence  of  enlargement  of  this  gland  in 
association  with  an  ulcer  which  may  be  rodent  on  the  one  hand,  and  an  epithelioma  on  the 
other,  does  not  necessarily  indicate  the  latter,  for  without  there  being  secondary  deposits, 
tlie  gland  may  become  enlarged  from  absorption  of  bacteria  and  their  products  from  the 
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pus  of  rodent  ulcer.  In  those  very  rare  cases  of  chancre  of  an  eyelid  or  other  neighbouring 
part,  enlargement  of  the  pre-auricular  gland  may  precede  the  generalized  enlargement  of 
the  glands  to  which  syphilis  gives  rise.  The  gland  may  also  be  the  site  of  melanotic  sarcoma 
in  very  rare  cases,  the  primary  growth  being  in  the  eye  or  a  pigmented  mole. 

Submaxillary  Glands. — ^The  commonest  cause  for  enlargement  of  these  is  septic 
absorption  from  the  mouth  ;  tonsillitis  and  inflammation  of  the  fauces  are  responsible  for 
the  great  majority  of  cases  in  which  a  firm  gland  becomes  palpable  just  beneath  and  behind 
the  angle  of  the  jaw ;  generally  the  enlargement  is  greater  upon  one  side  than  upon  the 
other,  and  it  may  persist  for  days  or  even  weeks  after  the  causal  inflammation  in  the  tonsil 
has  subsided.  The  glands  are  painful  in  the  acute  stages,  and  in  a  few  cases  the  infection 
is  so  severe  that  the  tissues  break  down,  and  suppurative  adenitis  with  an  abscess  results. 
All  kinds  of  inflammation  of  the  throat  may  cause  this  glandular  enlargement — ordinary 
simple  tonsillitis,  hospital  sore  throat,  rheumatic  tonsillitis,  quinsy,  diphtheria,  scarlet  fever, 
acute  phlegmonous  tonsillitis.  The  precise  nature  of  the  infecting  organism  is  to  be  ascer- 
tained by  taking  swabbings  from  the  tonsils  or  fauces  for  bacteriological  cultivation. 
Vincent's  angina  less  frequently  produces  glandular  enlargement  than  do  other  severe  forms 
of  sore  throat. 

Inflammatory  changes  in  glands  further  forward  beneath  the  jaw  are  often  secondary' 
to  caries  of  a  tooth  or  to  some  variety  of  stomatitis,  the  diagnosis  being  ascertained  by 
inspection  of  the  mouth.  I^ss  acute  enlargement,  going  on  to  much  greater  size  than  is 
the  rule  with  inflammatory  adenitis,  may  result  from  secondary  deposits  of  malignant 
disease  in  the  submaxillary  glands  when  there  is  squamous-celled  carcinoma  (epithelioma) 
of  the  tongue,  lip,  gum,  cheek,  nose,  palate,  fauces,  tonsil,  pharynx,  or  larynx.  The 
diagnosis  in  these  cases  depends  upon  the  presence  of  an  obvious  primary  epithelioma  : 
if  there  is  any  doubt  as  to  this,  a  small  portion  of  the  ulcerating  mass  may  be  excised  for 
microscopical  examination.  When  a  gummatous  ulcer  simulates  epithelioma,  the  effect 
of  iodide  of  potassium  and  mercury  may  point  to  the  former,  or  Wassermann's  serum  test 
may  be  positive.     A  gumma  of  the  tongue  is  likely  to  be  median,  an  epithelioma  lateral. 

Cervical  Glands. — Enlargement  of  the  glands  in  the  neck  generally  may  be  either 
unilateral  or  bilateral.  If  unilateral,  if  only  a  few  glands  are  involved,  and  if  the  history  is 
a  short  one,  the  changes  are  probably  inflammatory,  particularly  if  there  has  been  any  sore 
place  on  the  skin  of  the  neck,  the  buccal  mucosa,  or  throat,  or  if  there  is  evidence  that  the 
patient  has  been  exposed  recently  to  scarlet  fever,  or  if  there  is  otitis  media.  Acute  cervical 
adenitis  with  sore  throat  is  one  of  the  chief  features  of  a  new  epidemic  malady,  described  by 
Kirkland,  and  referred  to  in  detail  on  p.  616.  Pediculosis  capitis  is  a  common  cause  of 
enlarged  cervical  glands  in  children  of  the  poorer  classes.  It  is  sometimes  difficult,  however, 
to  decide  when  the  enlargement  is  merely  inflammatory^  and  when  it  is  due  to  some  more 
serious  lesion,  particularly  titberculosis  on  the  one  hand  and  lymphadenoma  or  lymphosarcoma 
upon  the  other.  The  longer  the  glandular  swellings  persist,  the  less  likely  is  it  that  they 
are  purely  inflammatory.  The  younger  the  patient,  and  the  more  unsterilized  cow's  milk 
he  has  been  drinking,  the  more  likely  are  they  to  be  tuberculous.  If  they  are  present  on 
both  sides  of  the  neck  ;  if  they  show  a  tendency  to  become  adherent  to  one  auotlier  and  to 
the  skin  ;  if  they  are  tender  notwithstanding  their  having  been  present  for  sonic  time,  they 
are  probably  tuberculous,  and  the  diagnosis  will  be  settled  by  surgical  measures,  the  affected 
glands  being  excised  and  examined  microscopically.  Spontaneous  breakinrj  down  of  tlie 
glands,  with  a  red  indolent  condition  of  the  skin  around  a  discharging  fistula,  and  very  slow 
healing,  are  to  be  forestalled  whenever  possible  ;  but  if  they  have  occurred,  the  condition 
is  almost  certainly  tuberculous  in  cases  in  which  there  is  no  question  of  a  late  stajje  of  mali<;- 
nant  disease.  There  may  be  confirmatory  evidence  in  the  shape  of  tuberculous  lesions 
elsewhere,  especially  in  a  joint,  the  spine,  or  the  peritoneum.  It  is  noteworthy  tliat  cases 
of  tuberculosis  of  the  glands  are  even  less  likely  than  other  individuals  to  develop  ordinary 
phthisis,  so  that  the  absence  of  lung  signs  is  no  indication  that  the  glands  are  not  tuber- 
culous. Lymphadenoma  is  sometimes  so  restricted  in  its  earlier  lesions  as  to  affect  the 
cervical  lymphatic  glands  to  a  great  extent,  and  long  before  any  other  groups  are  involved  : 
in  such  cases,  previous  to  operation  and  microscopical  examination,  the  nature  of  the 
glandular  enlargement  may  be  open  to  great  doubt  :  and  even  after  an  operation  tliere 
may  be  differences  of  opinion,  for  there  are  some  who  hold  that  the  large-celled  hyperplasia 
exhibited  microscopically  by  Hodgkin's-disease  glands  is  an  indication  that  they  are  only  a 
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chronic  variety  of  tuberculosis.  Clinically,  the  two  are  distinguished  by  the  fact  that 
tuberculous  glands  become  matted  together,  while  Hodgkin's-disease  glands  remain  separate 
from  one  another,  and  do  not  soften  or  break  down  even  when  thev  have  become  of  such 
great  size  that  had  they  been  tuberculous  they  almost  certainly  would  have  done  so  ;  conse- 
quently, they  do  not  become  adherent  to  the  skin,  to  one  another,  or  to  the  deeper  parts, 
and  they  do  not  cause  a  fistulous  discharge.  Enlargement  of  the  spleen  as  well  as  of  the 
lymphatic  glands  in  the  neck  would  indicate  Hodgkin*s  disease  rather  than  tubercle. 

Secondary  carcinoma  of  the  glands  in  the  neck  is  easy  to  diagnose  when  a  primary 
growth  is  already  known  to  exist ;  it  is  generally  either  a  s(]uamous-celled  carcinoma  of  the 
buccal  cavity,  especially  of  the  tongue,  lip,  or  palate,  or  else  of  the  phar>'nx,  larjTix,  or 
crsophagus.  The  cases  which  give  rise  to  the  greatest  doubt  arc  those  in  which  an  oesopha- 
geal growth  has  not  caused  stenosis,  so  that  the  occurrence  of  secondary*  deposits  in  the 
glands  may  be  the  first  indication  of  anything  being  wrong.  The  patient's  age  will  generally 
suffice  to  make  tuberculosis  unlikely,  for  tuberculous  glands  are  far  commoner  in  children 
than  in  adults,  whilst  carcinoma  is  a  disease  of  the  middle  and  later  periods  of  life  ;  if  there 
is  any  doubt  to  start  with,  the  rapid  enlargement  of  the  glands,  their  extreme  hardness,  the 
way  they  become  fixed  to  the  deeper  structures  and  ultimately  to  the  skin,  through 
which  they  finally  ulcerate,  will  leave  little  or  no  doubt  as  to  their  character. 

Sarcomatous  glands  in  the  neck  are  much  rarer,  the  chief  variety  to  be  met  with  being 
that  which  has  already  been  referred  to  above  as  acute  lymphadenoma  which,  on  account 
of  its  acuteness,  is  sometimes  termed  lymphosarcoma. 

Sopradaviciilar  Glands. — When  the  glands  immediately  above  the  clavicle,  especially 
those  on  the  left  side  in  the  region  of  the  attachment  of  the  stemomastoid  muscle,  are  en* 
larged,  without  affection  of  any  other  lymphatic  glands  in  the  neck,  it  is  highly  suggestive 
of  there  being  &  primary  new-growth  in  the  abdomen^  with  secondary'  deposits  ascending  along 
the  course  of  the  thoracic  duct,  and  exhibiting  themselves  in  the  glands  close  to  where  the 
thoracic  duct  enters  the  junction  of  the  left  jugular  and  left  8ubcla^ian  veins.  There  are, 
of  course,  many  cases  of  abdominal  malignant  disease  in  which  these  glands  do  not  become 
affected  at  all :  but  the  value  of  the  sign  when  it  does  occur  can  scarcely  be  exaggerated 
(Fig.  17,  p.  49).  No  one  variety  of  intra-abdominal  carcinoma  is  more  liable  than  another 
to  produce  secondary  deposits  here  ;  the  primary  seat  may  be  the  stomach,  gall-bladder, 
pancreas,  duodenum,  colon,  rectum,  an  ovary,  or  even  a  testicle  or  kidney ;  in  not  a  few 
cases,  excision  and  microscopical  examination  of  the  left  supraclavicular  gland  has  indi- 
cated the  exact  site  of  the  primary  growth.  The  right  supraclavicular  gland  may  be 
enlarged  in  a  similar  way,  but  far  less  often  ;  and  generally  not  as  the  result  of  intra- 
abdominal but  of  intrathoracic  new-growth,  particularly  squamous-celled  carcinoma  of  the 
fcsophagus.  When  the  supraclavicular  glands  are  affected  at  the  same  time  as  the  axillary 
glands,  in  cases  of  cancer  of  the  breast,  the  condition  is  very  important  as  indicating  that  the 
disease  has  extended  beyond  the  limits  within  which  operative  cure  is  likely  to  be  possible. 

Axillary  Glands. — The  three  main  causes  for  enlargement  of  the  glands  in  one  axilla 
without  enlargement  of  the  glands  ehewhere  are  :  Septic  {^sorption  from  sore  places  upon 
the  fingers,  arm,  breast,  shoulder,  or  upper  part  of  the  back  ;  secondary  deposits  of  carci- 
noma from  the  breast  ;  and  lymphadenoma.  Tuberculous  axillary  glands  without  obvious 
affection  of  those  in  the  neck  have  been  recorded,  but  they  are  by  no  means  common.  It 
is  important  to  examine  carefully  for  any  possil)le  source  of  septic  absorption,  for  some- 
times it  is  by  no  means  obvious  ;  it  may  be  no  more  than  inflammation  around  a  ragnail. 
Inflammatory  glands  are  generally  very  painful,  and  they  are  associated  with  more  or  less 
pyrexia. 

Lymphatic  leukaemia  will  be  excluded  by  the  absence  of  ])athognonionie  blood-changes  ; 
secondary  malignant  glands  should  be  diagnosed  w^hen  primary  growth  is  found  on  careful 
palpation  of  the  breast  ;  Hfxlgkin's  disease  will  only  suggest  itself  if  inflanmiatorj'  absorp- 
tion, secondary  growth,  tubercle,  and  malignant  disease  can  be  excluded  ;  and  it  is  prob- 
able that  if  the  case  is  watched,  if  it  is  one  of  Ilodgkin's  disease  other  lymphatic  glands  will 
presently  become  enlarged  also  (see  Fig,  168,  p.  377),  particularly  those  in  the  neck  of  the 
same  or  o[)posite  side,  and  those  in  the  other  axilla.  P^nlargcment  of  the  spleen  at  the  same 
time  would  be  an  argument  in  favour  of  Hodgkin's  disease. 

Epltrochlear  Glands.- -The  only  important  cause  of  enlargement  of  the  epitrochlear 
gland    is   microbial  absorption   from   the  fingers,  hand,  or   foreunu  ;    the  site  of  primary 
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infection  may  be  in  the  skin — a  whitlow,  for  example,  or  a  post-mortem  wound,  or  a  dis- 
secting-room sore  ;  or  it  may  be  more  deep-seated,  as  in  cases  of  infective  synovitis, 
arthritis,  or  peri-arthritis.  It  is  important  not  to  mistake  for  a  simple  whitlow  such  a 
lesion  as  a  digital  chancre^  which  may  also  cause  enlargement  of  the  epitrochlear  gland 
before  infection  becomes  general ;  if  the  history  and  the  local  appearance  of  the  chancre 
do  not  suggest  the  diagnosis,  its  course  and  the  associated  secondary  symptoms  will 
indicate  the  nature  of  the  case.     Wassermann^s  serum  reaction  should  be  tried. 

Medlastliial  and  Bronchial  Glands. — ^These  can  never  be  palpated,  and  their  enlarge- 
ment can  only  be  surmised  when  there  are  signs  of  something  within  the  thorax  obstructing 
one  or  other  bronchus,  or  leading  to  laryngeal  paralysis,  or  stenosis  either  of  the  innominate 
vein  or  of  the  superior  or  inferior  vena  cava.  The  diagnosis  will  be  between  aortic  aneurysm, 
chronic  mediastinitis,  and  mediastinal  new  growth.  The  or-rays  may  be  of  considerable 
value  in  confirming  the  diagnosis,  and  in  distinguishing  enlarged  malignant  glands  from 
aneurysm  of  the  aorta  {Fig.  100,  p.  209).  Inflammatory  or  caseous  bronqhial  or  mediastinal 
glands  seldom  if  ever  obstruct  a  bronchus  in  the  way  that  malignant  glands  do,  possibly 
because,  before  they  have  reached  a  sufficient  size,  they  have  softened,  and  perhaps  discharged 
their  contents  into  the  bronchial  tube.  When,  as  happens  in  rare  cases,  a  caseous  gland 
does  obstruct  a  bronchus,  it  is  important  to  remember  that  post-mortem  evidence  shows 
that  it  is  very  much  less  uncommon  for  a  right  bronchial  gland  to  do  this  than  a  left. 

Mesenteric  fii^wdg, — It  is  seldom  possible  to  palpate  enlarged  mesenteric  glands, 
although  the  diagnosis  that  they  are  swollen  may  often  be  made  upon  circumstantial 
evidence.  Any  inflammatory  condition  of  the  bowel  may  lead  to  their  being  enlarged, 
particularly  if  there  is  any  breach  of  the  mucous  membrane,  as  in  cases  of  ulcerative  colitis^ 
dysentery  y  tuberculosis  of  the  bowel,  or  typhoid  fever.  They  are  greatly  involved  in  most  cases 
of  tuberculous  peritonitis  ;  the  masses  that  are  felt  in  the  abdomen,  however,  are  hardly  ever 
the  glands  themselves,  but  rather  extensive  inflammatory  and  caseous  foci  of  which  glands 
may  form  the  nucleus.  Malignant  new  growth,  such  as  primary  carcinoma  of  the  stomach 
or  colon,  pelvic  organs,  or  testes,  may  cause  extensive  secondary  deposits  in  the  mesenteric 
and  retroperitoneal  lymphatic  glands,  usually  most  marked  in  the  immediate  neighbour- 
hood of  the  primary  new  growth,  but  extending  thence  in  the  direction  of  the  liver  until 
the  portal  glands  are  involved  ;  however,  without  opening  the  abdomen,  it  is  almost  impos- 
sible to  determine  whether  the  masses  felt  in  cases  of  this  kind  are  really  enlarged  lymphatic 
glands. 

Disc  and  Pelvic  Glands. — What  has  been  said  above  in  connection  with  mesenteric 
glands  applies  here  also  ;  but  it  is  more  often  possible  to  determine  by  palpation  whether 
or  not  the  pelvic  lymphatic  glands  are  affected.  In  cases  of  suspected  malignant  disease, 
characteristic  nodules  of  secondary  deposits  in  lymphatic  glands  may  be  felt  sometimes  on 
careful  palpation  of  the  iliac  fossa  or  upon  making  a  rectal  examination. 

inguinal  and  Femoral  Lymphatic  Glands. — The  commonest  cause  by  far  of  enlarge- 
ment of  the  inguinal  lymphatic  glands  and  not  of  those  elsewhere,  is  septic  absorption  from 
microbial  foci  in  the  regions  whose  lymphatic  vessels  drain  into  these  glands  ;  sore  places 
should  be  looked  for  upon  the  toes,  and  between  them,  upon  the  feet,  legs,  thighs,  buttocks, 
lower  part  of  the  back,  scrotum,  penis,  perineal  and  vulval  regions  (see  Sori:s,  Pknile, 
ETC.,  p.  617) ;  and  a  urethral  discharge,  gonorrhoea!  or  otherwise,  should  also  be  sought  for. 
Most  of  those  cases  will  be  associated  with  constitutional  symptoms,  especially  pyrexia  and 
loss  of  appetite,  and  with  local  pain  and  perhaps  reddeninjr  of  the  skin  over  the  inflamed 
glands.     The  latter  may  break  down  into  abscesses     buboes. 

Another,  but  far  less  common,  cause  for  localized  enlargement  of  the  inguinal  glands. 
is  secondary  carcinoma — secondary  to  squamous-eelled  carcinoma  of  the  scrotum,  prepuce, 
penis,  perineal  region,  anus,  clitoris,  labiuu)  majus,  vagina,  le<»,  or  foot.  In  such  cases  the 
diagnosis  will  become  obvious  when  the  primary  growth  is  found,  and  if  doubt  exists  as  to 
the  nature  of  any  such  ulcerating  sore,  the  result  of  microscopical  examination  of  a  small 
portion  excised  will  clinch  the  diagnosis. 

Melanotic  sarcoma  is  another  rare  but  very  important  cause  of  enlargement  of  the 
inguinal  lymphatic  glands  ;  sometimes,  when  the  primary  growth  is  hardly  larger  than  a 
pea,  arising  in  connection  with  the  skin  of  one  of  the  toes,  or  perhaps  a  mole,  the  inguinal 
glands  may  be  as  big  as  pigeon's  eggs,  rapidly  growing  and  comparatively  painless.  The 
nature  of  this  enlargement  may  be  quite  obscure  unless  the  dark  tinge  of  the  growth  can  be 


MACULES  UH8 

with  which  it  can  be  canfuscd  b  xeroderma  pigmentosum,  the  diapfnosis  from 
^iven  under  Tumours  of  the  Skin  (p.  7S0),  where  also  will  be  founil  the  dilTerential 
1  or  another  macular  affection,  xanthoma  in  its  various  forms.     Tinea  versicolor 

dealt  with  under  Fungous  AFFEcrioNa  of  the  Skin  (p.  250) ;  pityriasis  rosea 
CALES  (p.  601);  lichen  planus  and  herpes,  in  both  of  which  macules  appear  as 
y  lesions,  respectively  under  Papulf.8  (p.  487)  and  Vksiclf^s  (p.  753).  Of  navi 
elangiectases  the  identification  is  self-evident,  and  it  only  remains  to  speak  of  the 
of  leprosy  and  syphilis. 

eproty,  following  the  prodromal  symptoms  and  the  period  of  invasion,  erythematous 
ipear  on  the  face,  limbs,  or  trunk,  varying  in  colour  necordinj;  to  the  natural  pig- 
m  of  the  skin,  but  usually  in  white  races  of  a  light  red.  The  colour  is  brightest  at 
; ;  the  centre  may  become  wliite  and  atrophic.  In  size  the  macules  vary  from  a 
ad  to  the  palm  of  the  hand, 
er ;     they    are    smooth   and 

with  a  well-defined  outline, 
ifiltration  is  usually  present. 
Tops  continue  to  come  out 
ular  intervals,  and  each  out- 
accompanied  by  an  exacer- 
of    the    constitutional   sym- 

After  a  time  the  macules 
i  neighbouring  areas  of  ap- 
.-  normal  skin  become  more 

aiuesthetic.  The  macular 
it  leprosy  may  possibly  be 
i  with  erythema  simplex,  but 
cular  areas  are  usually  larger 
1  erythema,  in  which  also 
(  little  or  no  constitutional 
iDce.  Ah  soon  as  atuesthesia 
be  diagnosis  is  settled.  This 
d  the  crucial  test  in  all  cases 
bt  as  between  leprosy  and 
ler  affection,  for  in  leprosy  it 
•t    invariably  present,  if  not 

lesions  themselves,  then  in 
aghbouring  area  of  the  skin, 
(nmonest  sites  are  towards 
itre  of  the  macule,  in  the 
ttches  left  by  macules  that 
disappeared,  and  in  the 
and  feet.  Another  distinc- 
iture  of  leprous  spots  is  that 
■rely    perspire.      In    syringo- 

the     sensory     and     trophic  n^.  uo.—Haimiac  EyiiUiiMc. 

may  suggest  leprosy,  but  the 

1  will  be  absent,  nor  is  there  enlargement  of  lymphatic  glands  or  thickening  of  nervc- 
(For  the  diagnosis  of  nodular  leprosy  from  lupus  vulgaris,  see  under  Nodules. 
Whenever  doubt  exists,  the  lepra  bacillus  should  be  sought  in  the  lesions  or  in  the 
iacharge. 

e  macular  ayphilide  is  one  of  the  most  characteristic  lesions  of  secondary  syphilis, 
iption  {Fig.  170),  erythematous  in  character  and  styled  syphilitic  roseola,  begins  as 
lar  mottling,  resembling  measles  but  rather  more  dusky,  distributed  over  the  chest 
lomen.  It  is  extremely  evanescent,  often  disappearing  in  a  few  hours  and  coming 
in  as  suddenly.  The  mucous  membrane  of  the  throat  is  the  st-at  of  a  similar  erup- 
id  superficial  ulcers  may  form  on  the  tonsils.  Generally  about  a  fortnight  from  its 
uice  the  rash  begins  to  fade,  giving  place  to  a  papular  or  follicular  eruption  on  the 
limbs,  face,  and  neck.     Hyperemia  of  the  papilla;  here  and  there  gives  rise  on  the 
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chest  and  abdomen,  and  often  on  the  flexor  aspects  of  the  limbs,  to  red  patches  which 
persist  for  a  longer  or  shorter  time  as  isolated  blotches,  varying  in  colour  from  a 
rose  to  a  pale  violet  or  dusky-bluish  or  even  brownish-red.     Scattered  about  among 
macular  syphilides  may  often  be  seen  papules  (maculo-papular  syphilides),  which 
stains  of  varying  depth. 

From  the  macular  syphilide   both  tinea  versicolor  and  tinea  circinaia  may  be 
tinguished  by  the  fungous  parasites  present  in  the  lesions  of  those  affections,  and, 
the  case  of  tinea  versicolor,  by  the  ease  with  which  the  scaly  patches  can  be  d< 
by  the  finger-nail  ;   the  erythematous  drug  rashes,  such  as  those  produced  by  copaibn, 
(p.  222),  by  their  more  vivid  redness  and  the  presence  of  itching  and  burning  ; 
corporis  by  its  moie  limited  distribution  ;  measles  by  the  crescentic  character  of  the 
the  coryza,  cough,  and  the  different  distribution.     A  peculiarity  of  this  syphilide, 
should  always  be  watched  for  in  doubtful  eases,  is  that  it  varies  in  colour  with  the  U 
ature  ;   a  cool  atmosphere  will  bring  it  out  in  vivid  colours,  even  when  almost  coi 
faded.  Malcolm  Mi 

MAIN-EN-GRIFFE.— (See  (  i.\w.Hand,  p.  109.) 

MARASMUS  literally  means  ^  wasting,*  and  therefore  signifies  much  the  same 
loss  of  weight.     By  common  consent,  however,  when  speaking  simply  of  marasmus, 
generally  has  in  mind  an  infant  or  young  child,  so  that  lesions  which  cause  loss  of 
in  tender  years  will  be  considered  under  the  present  heading,  whilst  wasting  in  older  pal 
is  discussed  under  the  heading  Weight,  Loss  of,  p.  768. 

The  bodies  of  infants  and  young  children  consist  so  largely  of  water  that  great 
at  ions  may  occur  within  a  comparatively  short  time,  particularly  in  association  with 
disease  which  causes  loss  of  fluid.     The  most  rapid  loss  of  weight  occurs  as  the  resott 
acute  diarrhceaj  with  or  without  vomiting  ;    in  the  summer  zymotic  diarrhcea  of  i 
the  subcutaneous  tissues  may  be  seen  to  shrivel  in  twenty-foiu*  hours  or  less,  the  eyes 
sunken,  the  fontanelle  depressed,  and  the  patient  loses  weight  rapidly.     There  are  pi 
various  micro-organisms  producing  these  acute  symptoms,  of  which  the  best  known 
the  Bacillus  enteritidis  of  Gaertner  and  Morgan's  bacillus  I.,  but  the  exact  bacterii 
diagnosis  of  the  symptoms  can  only  be  arrived  at  by  investigation  of  the  stools  and 
of  the  patient's  serum  in  special  laboratories.     Acute  vomiting  without  diarrhoea 
causes  loss  of  weight,  but  less  markedly  than  does  severe  diarrhoea  ;   it  sometimes  does 
to  a  considerable  extent,  nevertheless,  particularly  in  that  periodic  type  of  the  roali^ 
known  as  cyclical  vomiting  of  infants.     Without  apparent  cause,  a  child  of  tender  yeii^ 
who  is  subject  to  this  complaint  is  seized,  without  any  preceding  irregularity  in  diet 
apparently  without  anything  definite  to  account  for  the  mischief,  with  most  severe 
recurrent  vomiting,  lasting  for  twenty-four,  thirty-six,  or  forty-eight  hours,  or  even  loqgCQ 
nothing  whatever  being  kept  down,  and  the  urine  at  the  same  time  abounding  as  a  nil 
with  diacetic  acid  and  acetone,  the  evidence  of  acidosis  (p.  3).     Severe  though  the  lotf 
of  weight  may  temporarily  be,  the  symptoms  generally  subside  as  rapidly  as  they  con* 
on,  and  the  patient  remains  in  apparently  normal  health  until  the  next  period  of  similtf 
vomiting  with  acidosis  comes  on.     Besides  cyclical  vomiting,  severe  attacks  of  vomitiM 
may  be  caused  by  errors  of  diet  of  various  kinds,  though  it  is  remarkable  how  childRi 
escape  the  disorders  of  injudicious  feeding  if  only  virulent  organisms  are  not  administeni 
in  the  food  at  the  same  time.     Congenital  hypertrophic  stenosis  of  the  pylorus  is  nowadajl 
spoken  of  as  though  it  were  itself  a  disease  ;   it  is  associated  with  persistent  vomiting  of  il 
foodstuffs,  the  symptoms  coming  on  either  immediately  after  birth  or  within  a  few  dajl 
or  weeks,  and  in  not  a  few  instances  resulting  in  death  from  sheer  inanition.     At  the  pa*" 
mortem  examination  in  such  eases  there  is  undoubtedly  both  more  muscle  than  there  shouHj 
be  in  the  pylorus,  and  undue  tightness  of  its  constriction,  but  it  is  very  doubtful  whctbtf 
this  is  really  a  condition  of  congenital  malformation,  and  not  the  result  of  spasm  of  the 
pylorus  produced  by  injudicious  feeding,  especially  the  giving  of  food  before  the  mother 
has  milk  in  her  breasts  ;  the  pyloric  hypertrophy  being,  not  congenital,  but  the  result  of 
the  muscular  contractions  so  induced. 

Simple  starvation  owing  to  inability  of  the  parents  to  provide  food  will  naturally  cau« 
acute  wasting,  though  the  nature  of  the  case  may  not  be  obvious  to  the  doctor  unless  the 
conditions  of  home  life  are  known. 
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Dejeciivt  feeding  is  one  of  the  commonest  causes  of  lack  of  progress  and  of  actual 
lansmus  amongst  the  children  of  the  lower  classes.  The  amount  of  dirt  that  reaches 
be  child^s  mouth  from  its  own  fingers,  from  its  mother's  breasts,  and  from  the  utensils 
Birfaich  the  food  is  given,  is  by  itself  enough  very  often  to  upset  the  digestion,  even  if  the 
ight  food  were  given  in  the  proper  amounts  and  at  the  right  intervals  ;  when,  in  addition 
o  the  dirt,  the  food  supply  is  of  the  wrong  kind  and  the  intervals  are  irregular,  it  is  not  at 
iQ  surprising  that  the  child  does  not  thrive. 

Rickets  is  not  so  much  a  cause  of  marasmus  as  a  concomitant  effect  of  the  injudicious 
feeding — many  rickety  children  being,  indeed,  unduly  fat  and  heavy. 

Congenital  syphilis,  on  the  other  hand,  is  a  very  potent  cause  for  marasmus.  The 
lagnosis  may  sometimes  be  guessed  at  :  it  may  sometimes  be  obvious  from  the  snufHes, 
Ajn  lesions.  Parrot's  nodes,  condylomata,  and  so  forth  ;  it  may  be  known  of  in  the  parents  ; 
Hid  it  may  be  confirmed  by  Wassermann's  serum  test.  Many  congenital  syphilitic  children, 
vithout  developing  any  of  the  better  known  evidences  of  syphilis,  fail  from  simple  inability 
ko  thrive,  and,  although  bom  fine,  healthy-looking  infants,  presently  waste  and  pine,  and 
they  may  be  said  rather  to  cease  to  live  than  in  the  ordinary  sense  to  die  of  a  disease. 

Tuberculosis  is  a  very  important  and  common  cause  for  loss. of  weight  in  infants, 

though  it  is  generally  very  difficult  indeed  to  be  certain  that  a  tuberculous  lesion  is  present.. 

Kb  ob\ious  foci  such  as  tuberculous  glands  in  the  neck,  kyphosis  from  spinal  caries,  ascites. 

v  Abdominal  lumps  from  tuberculous  peritonitis  or  tabes  mesenterica,  tuberculous  joints 

Mcfa  as  the  hip  or  knee,  tuberculous  dactylitis,  and  so  forth,  may  be  present,  and  yet  there 

any  be  some  deep-seated  lesion,  of  which  the  commonest  by  far  is  caseation  of  the  bronchial 

^mds.    Phthisis  pulmonalis  is  almost  unknown  in  infancy  and  childhood ;   in  phthisical 

pttients  there  is  practically  never  caseation  of  the  bronchial  glands  ;   in  infants  and  young 

dukiren  caseous  bronchial  glands  are  very  common,  and  they  occur  almost  entirely  in  those 

who  have  drunk  any  large  quantity  of  milk.     The  danger  in  such  cases  is  that  the  bacilli 

will  not  remain  localized  to  the  bronchial  glands  :    many  a  child  is  quite  unsuspected  of 

having  such  a  lesion  until  some  intercurrent  malady  such  as  measles  causes  the  mischief 

to  light  up  and  become  generalized  in  the  form  of  general  tuberculosis  and  meningitis, 

and  at  the  post-mortem  examination  caseous  bronchial  glands,  obviously  of  long  standing, 

are  found.     Many  children  recover  completely,  and  the  nature  of  the  case  at  the  time  when 

there  were  loss  of  weight  and  general  ill-health  may  never  be  determined.     The  child  out- 

grofws  its  delicacy.     It  is  always  possible,  or  even  probable,  when  obscure  wasting  occurs 

m  a  child  who  objectively  presents  no  particular  abnormality  except  ill-health,  that  the 

kacHi  is  tuberculous  absorption  from  infected  milk,  with  accumulation  of  the  bacilli  in 

the  mesenteric  and  bronchial  glands.     The  faeces  may  be  examined  for  the  bacilli  after 

ntiformin  treatment  in  the  laboratory.     It  may  often  help  the  diagnosis  to  eliminate  milk 

horn  the  dietar>',  and,  if  need  be,  butter  also,  and  watch  the  effects  of  giving  the  patient 

ndi  foods  as  are  known  to  contain  no  tubercle  bacilli.     Von  Pirquet's  skin  reaction  might 

ibo  be  tried,  though  its  results  are  by  no  means  pathognomonic  (p.  768),  especially  if  the 

tuberculin  used  is  not  prepared  exactly  as  it  was  in  von  Pirquet's  original  method. 

Herbert  French. 

■EL^ENA. — This  term  is  correctly  applied  to  black  motions  containing  altered  blood. 
lie  colour  is  due  to  the  action  of  the  digestive  juices  upon  haemoglobin,  and  the  condition 
t  usually  associated  with  some  ulcerative  lesion  of  the  stomach  or  duodenum.  It  may  be 
imulated  by  the  presence  of  sulphide  of  iron  or  of  bismuth  in  the  stools  of  patients  taking 
ithcr  of  these  metals.  The  slatey-black  colour  of  these  sulphides  does  not  very  closely 
isemble  the  tarry  motions  of  hemorrhage.  The  motions  may  also  be  black  after  con- 
imption  of  charcoal,  in  the  form  of  biscuits  or  otherwise,  or  of  bilberries.  In  case  of  doubt, 
le  microscope  may  be  used  to  reveal  blood-corpuscles,  or  the  chemical  tests  for  blood 
ay  be  employed.     (See  Blood  per  Anum,  p.  75.)  W.  Cecil  Bosanquet 

HELANURIA. — (See  URi>fK,  Abnormal  Coloration  of,  p.  745.) 

MEMORY,  LOSS  OF.— (See  Amneslv,  p.  19.) 

MENORRHAGIA. — ^By  this  symptom  is  meant  an  excessive  amount  of  the  menstrual 
>w,  or  an  undue  prolongation  of  the  time  during  which  it  takes  place.     It  is  important 
remember  that  in  this  condition  the  patient  is  free  from  bleeding  during  the  inter- 
o  25 


386 


MENORRHAGIA 


menstrual  periods,  the  term  Metrorrhagia  (p.  390)  being  reserved  for  bleeding  whick 
occurs  between  the  periods.  The  careful  distinction  between  these  symptoms  often  ser? 
to  distinguish  very  important  conditions,  and  they  should  on  no  account  be  confoumfal 
with  one  another  or  considered  as  the  same  entity.  Pure  menorrhagia  is  an  importnC 
symptom  of  many  well-defined  conditions  which  do  not,  as  a  rule,  give  rise  to  irregukv; 
bleeding.  Both  these  terms  must  be  limited  carefully  to  patients  who  menstruate,  and; 
must  not  be  used  for  bleeding  after  the  menopause.  The  term  Metrostaxis  (p.  392)  ii 
the  best  for  bleeding  occurring  after  menstrual  life  has  passed. 

Causes  of  Menorrhagia. 


J  .    GEN'EHATIVE  Systkm 


2.    Circulatory  System 


Uterine  congestion 
Endometritis 
Retroversion  and  flexion 
Fibromyoma 
Salpingo-odphorit  is 
Sub-involution 

Acute  Infectious  Diseases 
Influenza 
Enteric 
Cholera 
Scarlatina 
Variola 
Rheumatism 
Malaria 
Diphtheria 
Measles 


Uncompensated     valvular 

disease  of  the  heart  - 
Cirrhosis  of  the  liver 
Emphysema  of  the  lungs 

T/ie  Circulation 

Passive  hyperemia  from  : 
Constipation 
Tight -lacing 
Sewing  machine 

The  Blood  Itself 

Deficient  coagulability 

Scorbutus 

Purpura 

Hsemophilia 

High  Blood-pressure 
Arteriosclerosis 
Disturbance     of     internal 
secretions 


3.    Nervous  System 


Excessive  coitus 
Prevention  of  conception 

A  Single  Excessive  Period 
Fright 

Violent  emotion 
Sudden      changes     of 

temperature 
Cold  bath 
Dancing 
Gymnastics 
Bicycling,  etc. 


Perusal  of  the  above  table  will  make  it  clear  that  the  causes  of  pure  menorrhagia 
can  be  grouped  under  the  three  headings  of  diseases  of  the  generative  organs,  drculatoiT 
organs,  and  the  nervous  system.  In  attempting  to  differentiate  these  causes  from  one 
another,  the  first  point  to  ascertain  is  whether  there  is  any  disease  of  the  generative  system, 
and  failing  this,  to  make  such  systematic  examinations  as  will  place  the  cause  under  one 
of  the  other  two  headings. 

In  considering  the  Generative  System,  it  is  clear  that  some  diseases  will  be  easy  to 
discover,  others  will  require  some  special  method  of  examination. 

For  instance,  of  all  the  causes  of  pure  menorrhagia,  fibromyoma  of  the  uterus  stands 
out  by  itself  as  the  only  important  growth  associated  with  this  symptom,  and  a  simple 
bimanual  examination,  as  a  rule,  suffices  to  show  that  such  a  tumour  exists,  the  chief  char- 
acteristics of  a  fibromyoma  of  the  uterus  being  these  :  the  uterus  itself  is  enlarged,  and  in 
almost  every  instance  the  enlargement  is  asymmetrical,  the  typical  shape  of  the  organ 
being  altered  ;  as  there  may  be  more  than  one  tumour  in  the  uterus,  its  shape  may  be 
exceedingly  irregular  ;  the  consistence  of  the  tumour  is  hard  and  unyielding  as  a  rule, 
but  pathological  changes  in  these  tumours  are  common,  some  of  them  leading  to  softening, 
others  to  cystic  changes  which  may  give  a  fluid  thrill.  The  tumour  and  cervix  always 
move  together  if  the  organ  can  be  moved  at  all.  The  only  difficulty  in  diagnosis,  as  a  rule, 
lies  in  distinguishing  a  fibromyoma  of  the  uterus  from  an  ovarian  cyst,  and  sometimes  this 
is  exceedingly  difficult,  for  it  is  not  always  possible  to  say  that  a  given  tumour  is  actually 
the  enlarged  uterus.  It  must  be  remembered,  however,  that  the  symptom  which  has  led 
to  this  difficulty  is  menorrhagia,  and  ovarian  tumours  almost  never  give  rise  to  it.  Churian 
tumours  usually  cause  no  disturbance  of  menstruation  at  all,  unless  they  are  double  and 
destroy  completely  both  ovaries,  in  which  case  they  cause  amenorrhcca.  If  the  tumour 
cannot  be  diagnosed  by  simple  examination,  there  still  remains  examination  by  the  uterine 
sound.  If  no  possibility  of  pregnancy  exists — and  with  pure  menorrhagia  pregnamry  i* 
impossible — the  sound  may  be  passed  into  the  uterus  with  every  precaution  against  sepsis. 
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In  all  cases  of  fibromyoma,  the  sound  passes  beyond  the  normal  2  J  inches,  and  it  may  pass 
as  much  as  6  inches,  or  even  more.  In  cases  of  subperitoneal  fibroids,  the  uterus  may 
not  be  much  enlarged,  but  in  such  cases  menorrhagia  is  not  usually  present.  In  ovarian 
tumours  the  length  of  the  uterine  cavity  is  not  increased  unless  a  condition  of  endometritis 
co-exists,  which  is  very  uncommon  ;  and  if  it  did  not  exist,  the  amount  of  elongation  of 
the  uterine  cavity  would  be  small.  In  general,  however,  it  is  quite  unnecessary  to  use 
the  sound  for  the  diagnosis  of  a  fibromyoma. 

Uterine  Congestion  and  Endometritis, — ^These  lesions  can  only  be  inferred  in  cases  of 
pure  menorrhagia  when  the  uterus  is  not  enlarged  to  any  appreciable  extent,  and  when, 
in  addition,  there  are  leucorrhoea  and  backache.  These  three  cardinal  symptoms,  Pozzi's 
syndrome,  point  always  to  endometritis,  whatever  other  lesion  of  the  generative  system 
may  be  present.  As  a  rule  the  subjects  of  these  are  married  and  have  had  pregnancies  or 
abortions,  but  endomjetritis  may  occur  in  a  virgin,  the  result  of  infection,  without  any 
pregnancy  having  taken  place.  The  presence  of  endometritis  cannot  be  proved  without 
the  removal  of  the  endometrium  and  microscopical  examination  of  sections  of  the  material 
removed  by  curettage. 

Retroversion  and  flexion  of  the  uterxis  and  salpingo-oophoritis  are  very  definite  and 
obvious  lesions  which  are  associated  with  menorrhagia,  but  the  actual  prime  cause  is  again 
endometritis  and  uterine  congestion. 

So  also  with  sub-involution^  which  necessarily  can  only  follow  labour  or  abortion  ; 
though  a  relaxed  uterine  muscle  and  a  dilated  uterine  cavity  are  present,  endometritis 
and  congestion  are  present,  too,  and  are  the  real  causes  of  menorrhagia.    / 

Exanthemata, — The  various  exanthems  are  liable  to  cause  menorrhagia  except  in 
those  instances  where  they  give  rise  to  anaemia.  It  has  been  shown  bacteriologically  that 
an  acute  endometritis  may  be  set  up  by  various  zymotic  diseases,  and  therefore  it  is  not 
surprising  that  in  some  instances  this  condition  becomes  chronic  and  causes  a  lasting 
menorrhagia. 

Circulatory  System. — Under  this  heading  there  can  be  no  doubt  that  definite  causes 
of  menorrhagia  exist,  but  in  the  absence  of  well-defined  lesions  of  heart,  liver,  or  lungs  it 
may  be  a  matter  of  considerable  difficulty  to  make  a  differential  diagnosis.  Any  lesion  of  the 
heart,  liver,  or  lungs  which  leads  to  back-pressure  in  the  venous  system  may  cause  hyper- 
a^mia  of  the  pelvic  organs  and  consequent  excessive  menstrual  losses.  It  does  not  follow, 
however,  that  this  will  be  the  case,  because  the  sufferers  from  these  diseases  are  sometimes 
anaemic  as  far  as  the  quality  of  the  blood  goes,  and  consequently  may  lack  the  stimulus 
to  menstruate  at  all.  However,  it  happens  not  uncommonly  that  menorrhagia  is  caused 
by  uncompensated  valvular  lesions  of  the  heart,  cirrhosis  of  the  liver,  or  emphysema  of 
the  lungs.  Passive  hypercemia  of  the  pelvic  organs  may  result  from  constipation,  tight 
lacing,  or  certain  occupations  such  as  the  working  of  a  treadle  sewing-machine  :  but  endo- 
metritis may  also  be  present  and  be  the  real  underlying  cause  of  excessive  flow. 

Anoemia, — That  the  quality  of  the  blood  itself  may  be  a  cause  of  menorrhagia  is 
undoubted,  and  particularly  if  it  be  deficient  in  calcium  salts,  leading  to  retardation  of 
the  coagulation-time.  Modern  methods  of  estimating  coagulation- time  enable  us  to  dis- 
tinguish these  cases  with  some  certainty,  and  thus  point  out  a  line  of  treatment.  Unfor- 
tunately there  is  no  simple  clinical  method.  Doubt  also  has  recently  been  thrown  on  the 
view  that  the  calcium  salts  have  any  effect  on  coagulation-time.  The  well-known  signs  of 
scorbutus  in  its  minor  degrees,  purpura,  and  heemophilia  may  draw  attention  to  cases  of 
tliis  class. 

Menorrhagia  in  young  girls  at  the  time  of  puberty  and  commencement  of  menstruation 
depends  upon  excessive  ovarian  activity,  and  we  must  conclude,  therefore,  a  disturbance  of 
the  balance  between  the  internal  secretions.  It  is  often  associated,  too,  with  retardation 
of  the  coagulation-time  of  the  blood,  especially  in  the  subjects  of  chilblairts,  cold  hands 
and  feet,  '  dead  fingers,'  etc.  It  must  not  be  forgotten  that  young  girls  may  have  a 
malignant  growth  of  the  uterus,  such  as  sarcoma,  but  this  is  more  likely  to  cause  irregular 
bleeding  as  well  as  menorrhagia. 

Finally,  high  blood-pressure  must  be  reckoned  with  as  a  cause  of  menorrhagia  at  any 
period  of  life,  but  particularly  when  nearing  the  onset  of  the  menopause.  Menopause 
menorrhagia  much  more  often  depends  upon  one  of  the  well-defined  lesions  of  the  uterus 
described  above  than  on  \u)i\\  blood-pressure,  but  cases  occur  in  which  the  blood -pressure 
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is  alone  responsible.  The  arteriosclerosis  which  is  likely  to  affect  the  uterine  vessels  about 
this  period  of  life  may  contribute  to  the  causation  of  menorrhagia.  The  high  blood- 
pressure,  and  possibly  the  arteriosclerosis  also,  may  eventually  prove  to  be  connected  with 
the  internal  secretions  of  the  ductless  glands.  Though  still  mainly  a  matter  of  theoiy, 
normal  menstruation  depends  in  part  at  least  on  the  normal  balance  being  preserved 
between  the  various  internal  secretions,  the  ovarian  and  thyroid  on  the  one  hand  bdif 
balanced  by  the  suprarenal  and  pituitary  on  the  other,  and  any  disturbance  of  tlni 
balance  may  result  in  amenorrhcea  (as  in  myxoedema),  or  in  menorrhagia,  as  sometima 
occurs  in  exophthalmic  goitre  and  at  the  menopause.  It  is  very  fascinating  to  believe  thit 
high  blood-pressure  may  be  due  to  the  unbalanced  action  of  the  suprarenal  and  pituitanr 
secretions,  and  to  suggest  a  remedy  in  consequence.  In  the  absence,  however,  of  collateral 
signs  of  definite  lesions  of  ductless  glands,  we  have  at  present  no  ready  means  of  telliiig 
which  gland  is  at  fault. 

The  Nervous  System  alone  is  never  likely  to  be  a  cause  of  lasting  menorrhagia,  but 
that  a  single  profuse  period  may  result  from  such  disturbance  of  the  nerve  mechanism  of 
menstruation  has  long  been  believed.    There  certainly  are  cases  in  which  no  other  causation 
can  be  recognized,  and  in  which  the  excessive  flow  is  not  repeated.    The  effect  of  sexinl 
intercourse  upon  the  menstrual  flow  is  difficult  to  determine,  but  cases  do  occur  in  which 
excessive  menstruation  has  been  cured  by  abstention,  and  we  cannot  but  believe  that 
excesses  in  this  direction  must  therefore  have  been  the  cause.     Such  cases  occur  chiefly 
in  the  newly  married.     The  part  played  by  incomplete  coitus,  coitus  intemiptus,  or  pre- 
vention of  conception  by  other  means,  is  still  difficult  to  determine,  but  we  have  no  reid 
evidence  to  hand  which  proves  that  any  menstrual  disturbances  arise  on  these  accounts. 
In  any  case,  however,  we  are  not  justified  in  assuming  that  the  nervous  system  is  to  blame 
for  a  menorrhagia  until,  by  careful  examination,  we  have  eliminated  the  other  more 
important  causes.  T.   6.  Stnxm. 

MENSTRUATION,  ABNORMALITIES  OF.— (See  Amenorrhgba,  p.  17  ;  Menor- 
rhagia, p.  385  ;  and  Metrorrhagia,  p.  390.) 

MERYCISM  is  equivalent  to  cud-chewing  or  rumination ;  it  is  very  rare  in  man  ;  even 
when  it  does  occur  it  is  no  evidence  of  disease.  It  has  to  be  distinguished  from  p\'Tosis 
and  from  flatulence  ;  in  typical  cases  there  is  no  difficulty,  for  with  merycism  the  act  may 
be  voluntary  to  some  extent :  actual  food  returns  to  the  mouth  instead  of  merely  acrid 
fluid  as  in  pyrosis,  and  there  is  none  of  the  belching  of  flatulence.  It  sometimes  develops 
in  several  members  of  the  same  family  ;  this  may  be  a  question  of  imitation,  but  it  is  due 
quite  as  likely  to  congenital  peculiarity.  The  diagnosis  depends  mainly  upon  the  patient*s 
own  account  of  what  he  feels  taking  place  inside  him,  upon  the  history  of  a  similar  condition 
affecting  other  members  of  the  family,  and  upon  the  absence  of  objective  evidence  of  gastric, 
intestinal,  intracranial,  or  renal  disease.  Herbert  French. 

METEORISMy  or  tympanites,  is  the  term  used  to  denote  enormous  distention  of  the 
abdomen  with  gas,  the  latter  generally  being  within  the  alimentary  canal,  though  it  may 
be  free  in  the  peritoneal  cavity.     It  is  seldom  a  symptom  in  itself  of  diagnostic  importance, 
the  nature  of  the  case  being  determined  usually  on  other  grounds.     It  is  apt  to  be  ven' 
troublesome  in  cases  of  general  peritonitis  ;    the  diagnosis  will  depend  upon  the  lii5toi}\ 
which  may  suggest  a  cause  for  peritonitis,  such  as  gastric  or  duodenal  ulcer,  appendicitis^ 
typhoid  fever  ;   and  upon  the  persistent  vomiting,  the  dry  furred  tongue,  the  motionlea^ 
rigid  abdomen,  the  rising  rapidity  of  pulse,  the  facies  Hippocratica,  the  impairment  of  note 
in  the  flanks,  the  rub  over  the  liver  or  spleen,  and  the  absence  of  borborygmi. 

Intestinal  obstruction,  whether  acute,  subacute,  or  chronic,  and  whether  due  to  stran.- 
gulated  hernia,  peritoneal  band,  volvulus,  new  growth,  intussusception,  or  other  cauacs, 
often  leads  to  extreme  nieteorism,  with  visible  peristalsis,  the  passage  of  neither  faeces  no» 
flatus,  ami  persistent  vomiting  which  will  become  faeculent  if  the  case  is  not  operated  upon.. 
Peritonitis  ultimately  supervenes  ;  but  previous  to  this,  intestinal  obstruction  is  differ- 
entiated from  general  peritonitis  by  the  absence  of  rigidity  of  the  abdominal  wall,  by  th».« 
presence  of  borborj-gmi  and  visible  peristalsis,  the  absolute  constipation  in  spite  of  enemat^fc- 
the  slower  pulse,  and  the  relatively  better  condition  of  the  patient. 
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Aeufe  pantrealitia,  whether  htemorrhagic  or  not,  may  cause  acute  meteorism.  The 
■jTDptoms  are  variable,  but  they  nearly  always  Rug);est  an  acute  abdominal  condition 
Tcquiring  immediate  laparotomy,  the  diafpiosis  being  then  suf(gestcd  directly  the  areas  of 
bt  necrosis  are  seen  in  the  omental  Tat.  Previous  to  laparotomy,  the  xymptoms  arc  rather 
those  of  acute  intestinal  obstruction  than  of  general  peritonitis  ;  the  usual  history  of  acute 
pain  in  the  epigastrium  may  at  first  suggest  perforated  gastric  ulcer,  hut  the  abdomen 
icnMins  supple  as  in  obstruction  more  often  than  it  becomes  rigid  as  in  peritonitis. 

Meteorism  in  cases  of  typhoid  fever,  dysentery,  dengue,  and  other  severe  illnesses  in 
whteh  the  bowel  is  affected,  is  chiefly  of  importance  in  that  it  may  lead  to  a  suspicion  of 
perforation  and  general  peritonitis.  The  diagnosis  is  often  very  dilDcnlt.  and  there  may 
be  grave  anxiety  and  doubt  as  to  whether  the  abdomen  should  be  tijiened  or  not.  One 
important  point  in  typhoid  fever  is  that  perforation  is  generally  accompanied  hy  a  sudden 
drop  in  the  temperature  and  an  equally  sudden  rise  in  the  ])ulsc-ratc.  whereas  meteorism 
by  itself  would  not  cause  this. 

When  the  vessels  in  the  mesentery  arc  affected  by  thromlmsis  or  rmMinni,  acute 
meteorism  results,  with  all  the  signs  of  intestinal  obstruction,  rapidly  followed  by  peritonitis. 
The  nature  of  the  case  may  be  quite  obscure  until  laparotomy  is  |»rfomicd,  unless  the 
extstence  of  a  cause  is  known,  such  as  fungating  endocarditis. 

Interference  with  the  solar  and  mesenteric  plexuses  of  iirrveii  has  sotnetitucs  k-d  to  severe 


Fit-    I'l- — IIIn.-hiq>ruiu;>  diaan;    or  iOiopithii!  dUalallon  cif  Ihc  coLoii.    Nute  llip 
dbteudsd  coUa  of  InMMine.    (From  Protramr  nuUwrtord  MoriMjir«  iHifidnni-m  i«  Snryn-^.) 

meteorism  in  cases  of  tabes  meaenleriea,  or  infiltrating  inlra-abiloniiniil  Mnc  grmvSh.  The 
(jinptom  occurs  late,  and  the  diagnosis  will  genenilly  have  been  made  on  <i11iit  grounds. 
-Ufections  of  the  spinal  cord  may  lead  to  paralysis  of  the  bowel  anil  tympanites.  This 
i™>"  result  from  transverse  '  myelitis,'  whether  due  to  ]>rirnary  soflcnin;;  of  Ihf  cord  from 
Vptilitic  or  other  spinal  arterial  thrombosis,  from  compression  by  spiiiiil  caries,  new  growth, 
•""mysm,  or  from  destruction  of  the  dorsal  region  of  the  cord  liv  i>  slnli,  a  iTiisliing,  or  a 
Wiet  wound.     There  will  generally  be  Paraplegia  (p.  510)  lo  indicate  the  niilurc  of  the 

DitAetes  tneUitu*  often  indicates  its  impending;  tcrniinntion  in  coma  by  llic  onset  of 
*^niinal  pains,  with  more  or  less  meteorism.  The  diagnosis  will  be  known  »lrc:uly  on 
**Ount  of  the  glycosuria.  Meteorism  is  also  common  in  the  late  stages  of  cirrhosis  of 
*  Ibxr. 

Particular  mention  may  be  made  of  HimrhsprHng's  diitriisr  — idio])atliic  enormous 
retention  of  the  sigmoid  colon  in  children  and  younj;  people  (Fig.  171).  Careful  cxam- 
^t ion  indicates  that  the  enormous  gaseous  distention  of  the  abdomen  U  nut  due  to  general 
^''nponites,  but  to  ballooning  of  what  may  seem  at  lirst  to  be  stomach,  but  which  is  proved 
™*  to  be  this  by  the  absence  of  immediate  effect  on  the  gas-containing  cavity  when  fluid 
^^  8as  is  given  by  the  mouth,  by  the  swelling  appearing  to  arise  from  the  left  iliac  fossa, 
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and  if  need  be  by  the  ;r-ray  shadows  after  a  bismuth  meal.    Obstinate  constipation, 
symptoms  of  recurrent  intestinal  obstruction,  are  usual  in  these  cases,  and  the 
is  confirmed  by  the  laparotomy  that  is  generally  required,  in  the  end,  to  relieve  the  patieotf 
Hysteria,  or  rather  functional  derangement  of  the  nervous  system,  can  lead  to  almoal 
any  symptom  (p.  465),   including  meteorism.     Two  difficulties  arise  in  the  diagnodi: 
namely,  to  be  sure  :  (1)  That  the  condition  is  meteorism  at  all,  and  not  pregnancy,  asdta^: 
ovarian  cyst  or  other  tumour — phantom  tumours  are  difficult  to  diagnose  without'  exa»' 
ination  under  an  anaesthetic,  and  ev^n  laparotomy  may  be  undertaken  before  the  absenee 
of  a  tumour  is  established  certainly  ;   and  (2)  That  the  meteorism  has  no  organic  basift—  1 
the  circumstances  may  sometimes  suggest  this  at  once,  but  in  some  cases  the  exclusin 
of  an  organic  cause  for  the  tympanites  may  take  much  time,  careful  enquiry  into  s^inptooi 
and  physical  signs,  and  considerable  anxiety  meanwhile.  Herbert  Frendu 

METHiCMOGLOBINURIA.— (See  H.*:moglobinuria,  p.  284.) 

METRORRHAGIA  means  loss  of  blood  from  the  uterus  in  the  intermenstrual  periods, 
and  the  term  should  be  applied  only  to  irregular  haemorrhages  during  menstrual  life.  It 
is  not  correct  to  apply  it  to  haemorrhages  connected  with  pregnancy,  for  menstruation  ii 
then  in  abeyance.  It  may,  however,  be  used  with  propriety  in  those  cases  remotely  con- 
nected with  pregnancy  in  which  menstruation  has  been  re-established.  The  term  may 
be  used  for  losses  of  actual  blood,  or  for  blood-stained  discharges  in  which  mucus  is  mixed 
with  the  blood. 

Causes   of   Metrorrhagia. 


1     r^ENEnATivE  System 

Malignant  Growths : 
Carcinoma 

Squamous  epithelioma 
Sarcoma 
Chorion-epithelioma 

Benign  Growths  : 
Submucous  fibroid 
Fibroid  polypus 
Mucous  pol>'pus 

Inflammatory  Lesions  : 
Erosion  of  cervix 
Endometritis 
Tuberculosis  of  the  uterus 


2.    Circulatory  System 


High  blood-pressure  due  to  : 
Internal  secretions 
Arteriosclerosis 

At  the  menopause  * 

Undue  congestion  due  to  : 
Internal  secretions 
Deficiency  of  calcium  at 
the  onset 

Blood  Changes  : 
Purpura 
Scorbutus 
Haemophilia 
Leukaemia 


3.    Nervous  System 


Sexual  excess 


The  Lesions  of  the  Generative  Organs  which  give  rise  to  metrorrhagia  are  well  defined 
as  a  rule,  and  in  the  case  of  growths  of  the  cervix  uteri  are  often  self-evident.  \^Ticre 
growths  of  the  body  of  the  uterus  are  present,  differential  diagnosis  is  often  a  matter  of 
great  difficulty,  and  in  many  instances  cannot  be  made  without  a  preliminary  curettage 
and  microscopical  examination  of  the  material  removed.  In  fact,  with  the  exception  of 
obvious  mucous  pol>T>i,  fibroid  polypi,  and  advanced  growths  of  the  cervix,  all  the  growths 
of  the  uterus  require  a  preliminary  histological  examination  for  their  exact  diagnosis  unless 
the  symptoms  demand  a  radical  operation.  In  such  cases  it  is  sufficient  to  diagnose  the 
actual  nature  of  the  growi;h  after  removal.  It  is  not  out  of  place  here  to  suggest  the 
best  way  to  make  histological  preparations  from  curetted  material,  a  matter  of  gre*' 
importance  to  the  patient,  because  it  is  often  difficult  to  distinguish  between  cancer  and 
endometritis  unless  the  very  best  microscope  sections  can  be  secured.  The  curetted 
material  must  be  obtained  after  dilatation,  with  a  sharp  curette,  and  the  larger  the  frag- 
ments removed  the  more  easy  will  the  histologist's  work  be.  Anaesthesia  is  always  essential 
except  in  the  case  of  cervical  growths.  In  doubtful  cervical  growths  a  wedge  should  be 
cut  out,  including  some  normal  tissue  if  possible.  Curetted  fragments  should  be  washed 
free  from  blood  for  a  minute  or  two,  but  should  not  be  left  to  soak  in  water.  Thev  should 
then  be  placed  immediately  in  an  efficient  fixing  fluid,  and  the  best  all-round  fluid  for  this 
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purpose  is  fonnalin  10  c.c,  0*75  per  cent  salt  solution  90  c.c.  Twenty-four  hours  in  this 
fluid  lead  to  good  fixation,  after  which  the  tissues  can  be  dehydrated  in  successive  strengths 
of  alcohol,  cleared  in  xylol,  and  finally  embedded  and  infiltrated  with  parafiin  wax.  Sections 
cut  from  these  parafiin  blocks  are  the  best  obtainable,  far  superior  to  any  freezing  method 
or  celloidin  infiltration.  If  the  stained  sections  are  submitted  to  a  histologist  who  has 
experience  of  uterine  growths,  there  should  not  be  two  per  cent  of  doubtful  specimens.  If, 
however,  the  tissues  are  fixed  improperly,  thick  sections  are  cut,  and  stained  badly,  then 
the  most  skilled  histologist  will  be  unable  to  give  a  definite  and  reliable  diagnosis. 

Cancer  of  the  body  of  the  uterus,  cancer  of  the  cervical  canal,  early  cancer  of  the  cervix, 
sarcoma  of  the  uterus,  chorion-epithelioma,  some  sloughing  fibroids,  tubercle,  and  endo- 
metritis can  be  distinguished  from  one  another  only  by  investigations  carried  out  on  these 
lines.  The  fact  that  all  these  lesions  produce  metrorrhagia,  and  may  give  rise  to  haemor- 
rhage on  coitus,  walking,  straining  at  stool,  and  bimanual  manipulation  of  the  uterus, 
makes  it  imperative  that  we  should  have  histological  confirmation  of  the  nature  of  the 
lesion  before  making  an  exact  diagnosis. 

The  relation  of  fibromyama  to  metrorrhagia  as  opposed  to  pure  menorrhagia,  which  is 
the  rule  with  these  tumours,  is  interesting.  Fibroids  only  produce  irregular  bleeding  when 
they  are  submucous  and  in  process  of  extrusion,  when  they  are  infected  and  sloughing, 
or  when  they  are  actually  polypoid.  The  reason  for  this  is  that  in  these  conditions  the 
tumours  are  always  partly  strangulated  by  uterine  contractions,  and  therefore  in  a  state 
of  gross  venous  congestion  ;  hence  they  bleed  more  or  less  constantly,  without  provocation. 
The  occurrence  of  irregular  bleeding  in  a  person  who  is  known  to  have  fibroids  almost  always 
means  one  of  these  conditions,  and,  commonly,  extrusion  of  the  tumour  from  the  uterus. 
On  the  other  hand,  it  must  not  be  overlooked  that  carcinoma  may  develop  in  the  endo- 
metrium with  a  fibroid  also  present,  or  that  a  fibroid  may  become  sarcomatous,  or  that  a 
sarcoma  may  arise  de  novo  in  the  uterus  and  attack  a  pre-existing  fibroid.  Rapid  enlarge- 
ment of  a  uterus,  with  irregular  haemorrhage,  is  very  suspicious  of  a  sarcoma,  but  as  it  is 
not  uncommon  for  several  fibroids  to  be  present  in  the  same  uterus,  it  is  also  common  for 
rapid  enlargement  to  occur  as  a  result  of  cystic  changes  in  one  of  them,  whilst  haemorrhage 
may  take  place  due  to  extrusion  of  another. 

Pure  carcinoma  of  the  body  of  the  uterus  rarely  produces  much  enlargement  of  the  organ, 
and  any  increase  in  size  is  not  very  rapid. 

Chorion-epithelioma  follows  hydatidiform  mole  in  about  50  per  cent  of  the  recorded 
cases,  and  it  always  follows  pregnancy,  never  having  been  seen  in  the  uterus  in  a  case  where 
pregnancy  could  be  excluded.  It  is  associated  especially  with  profuse  bleeding  and  the 
rapid  development  of  a  foetid  discharge  due  to  decomposition  of  blood  and  necrosing 
tissues  in  utero.  Carcinoma  of  the  body  of  the  uterus  rarely  produces  foul  discharges 
until  the  condition  is  very  advanced  and  has  become  exposed  to  the  air. 

The  differential  diagnosis  of  bleeding  due  to  caneer,  erosion,  and  tubercle  of  the  cervix 
is  often  difficult  in  the  early  stages.  In  advanced  cancer  the  friable  hardness  of  the  growth 
distinguishes  it  at  once  from  the  tough  leathery  hardness  present  in  erosions.  In  the  former, 
the  growth  can  be  broken  down  with  the  finger  ;  in  the  latter,  the  soft  velvety  erosion  can 
be  scraped  off  the  tough  leather^'  and  fibrous  cervix  beneath.  Nothing,  however,  but 
sections  made  from  wedges  removed  from  the  cervix  enable  us  to  distinguish  cancer  or 
erosion  from  tubercle  in  the  earlv  stajjes.  Tubercle  of  the  cervix  is  usuallv  mistaken  for 
cancer,  but  the  difference  is  clear  enough  in  microscope  sections. 

Mucous  polypi  and  fibroid  polypi  are  common  causes  of  intermenstrual  bleeding,  and 
are  usually  quite  definite  growths.  The  mucous  |)olypus  is  soft,  stniwberry-red  in  colour, 
often  pedunculated,  and  contains  cystic  spaces  filled  with  glairy  mucus.  It  almost  never 
gives  rise  to  a  malignant  growth.  The  fibroid  polypus  is  hard,  and  shows  the  glistening 
whorled  appearance  so  well  known  in  fibromyoniata  on  section.  These  fxrowths  jire  liable 
to  infection  and  sloughing,  and  arc  then  apt  to  be  inislaken  for  eaneer  or  sareoina.  The 
microscope  alone  will  enable  the  difference  to  be  iniide  out. 

Endometritis  rarely  causes  severe  metrorrhagia,  but  is  often  associated  with  a  blood- 
stained watery  discharge.  In  a  doubtful  case  there  is  absolutely  no  way  of  distinguishing 
it  except  with  the  microscope. 

The  Circulatory  System  is  sometimes  responsible  for  metrorrhagia,  just  as  it  is  for 
Menorrhagia  (p.  385),  and  the  actual  causes  arc  much  the  same.    It  is,  however,  especially 
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at  the  onset  and  the  decline  of  menstruation  that  irregular  bleeding  is  likely  to  occur  from 
this  cause.  The  same  disturbance  of  the  internal  secretions  which  may  cause  menorrhagia 
at  these  periods  sometimes  acts  similarly  in  causing  irregular  bleeding.  It  is  fairly 
common  to  find  young  girls  at  the  onset  of  menstruation  having  menorrhagia  and  metror- 
rhagia, and  it  is  often  very  difficult  to  be  certain  of  a  cause.  It  depends,  however,  ver>' 
largely  on  two  definite  factors,  namely  :  (1)  Unusual  uterine  congestion,  the  result  of  an 
excess  of  the  biochemical  stimulus  (internal  secretions)  of  menstruation,  and  (2)  deficient 
coagulation  power,  possibly  due  to  a  want  of  calcium  in  the  blood.  The  former  cannot 
be  diagnosed  by  any  defined  investigation,  but  the  latter  is  determined  by  estimating  the 
coagulation-time.  Purpura,  scorbutus,  and  haemophilia  are  diagnosed  readily  when  they 
act  as  causal  agents.  Leukaemia  is  sometimes  responsible  for  irregular  uterine  bleeding, 
and  is  diagnosed  readily  by  making  a  total  and  differential  leucocyte  count  (p.  24). 

The  Nervous  SysUnii  seldom  causes  metrorrhagia,  but  there  is  no  doubt  that  sexual 
excess,  often  seen  in  the  first  months  of  married  life,  is  a  reflex  cause  of  uterine  congestion, 
and  may  cause  metrorrhagia  as  well  as  menorrhagia.  T.  G.  Strirns. 

METTROSTAXIS  is  the  term  applied  to  uterine  haemorrhage  at  any  period  of  life, 
unconnected  with  menstruation,  or  at  times  when  menstruation  is  in  abevance.  It  is 
convenient  to  keep  this  form  of  haemorrhage  separate  from  the  other  varieties,  because 
in  this  way  all  the  pregnancy  haemorrhages  can  be  differentiated  carefully.  Its  cause  may 
be  classified  according  to  whether  the  uterus  is  pregnant  or  not.  The  bleeding  which 
occurs  from  the  vagina  occasionally  in  new-bom  infants  is  usually  thought  to  depend  upon 
uterine  congestion  subsequent  to  the  cessation  of  the  placental  circulation.  It  is  usually 
trivial,  but  a  fatal  case  has  been  reported. 

Causes   of   Metrostaxis. 


Uterus  nox- pregnant 


Uterine  bleeding  in  the  new-bom 

Malignant  growths 

Polypi 

Senile  endometritis 

Senile  granular  vaginitis 

Pyometra 

Secondary  post-partuni  haemorrhage 

Sub-involution 


Uteris   Phe<;nant 


Threatened  abortion 

Ante-partum  haemorrhage 

Extra-uterine  gestation 

Malignant  growths  of  cervix  or  vagina 

Erosions 

Polypi. 


The  differentiation  of  malignant  growths^  polypi,  and  senile  endometritis  can  only  be 
established  in  the  same  manner  as  in  cases  occurring  during  menstrual  life  (p.  391).  Settile 
adhesive  vaginitis  must  not  be  overlooked  as  a  possible  cause  ;  the  vaginal  walls  at  the 
fomices  become  inflamed  and  form  granulation  tissue  which  may  bleed  if  the  surfaces  rub 
together.  On  examining  such  cases  the  surfaces  may  be  partly  adherent,  and  the  separation 
brought  about  by  the  finger  may  cause  bleeding.  In  any  doubtful  case,  the  routine 
dilatation  and  curettage  of  the  uterus  must  never  be  omitted.  An  unsuspected  pyometra, 
or  distention  of  the  uterus  with  pus,  may  cause  haemorrhage,  along  with  a  foul  discharge, 
and  although  it  is  almost  always  accompanied  by  a  malignant  growth,  may  be  only  the 
result  of  infection  and  granulation-tissue  formation. 

In  relation  to  a  recent  pregnancy,  haemorrhage  may  result  from  simple  sub- 
involution, from  retained  products  of  conception,  and  from  chorion-epithelioma.  The 
differentiation  of  these  conditions  can  be  established  only  by  exploration  of  the  uterine 
cavity,  with,  if  necessary,  the  assistance  of  the  microscope.  Such  conditions  may  be 
termed  secondary  iK>st-partum  haemorrhage  in  cases  occurring  within  a  few  days  of  deliverj'. 

lIa*morrhage  from  the  pregnant  uterus  almost  always  means  separation  of  the 
plac^enta  or  of  the  embrj'o  from  its  attachments,  but  malignant  groT^-ths  of  the  cer\'ix, 
erosions,  and  [Milypi  may  have  to  be  considered.  Haemorrhage  from  a  pregnant  uterus  is 
never  due  to  malignant  growths  of  the  body  of  the  organ,  because  pregnancy  is  practically 
impossible  with  such  lesions.  There  are,  however,  two  great  difficulties  in  connection 
with  pregnancy  haemorrhages:  these  are  to  differentiate  (1)  the  uterine  haemorrhage 
which  cxicurs  along  with  extra-uterine  gestation  from  that  due  to  threatened  abortion  ;    and 
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(2)  the  bleeding  of  placenta  prcevia  from  that  due  to  the  separation  of  a  normally  situated 
placenta. 

In  the  first  ease,  arising  very  early  in  pregnancy,  the  hemorrhage  occurs  when  the 
extra-uterine  gestation  is  separated  from  its  tubal  or  other  attachments  and  is  converted 
into  a  tubal  mole,  when  it  becomes  extruded  froAi  the  fimbriated  extremity  of  the  tube, 
or  when  the  tube  ruptures.  Therefore,  there  may  be  history  of  acute  abdominal  pain, 
faintness,  and  possibly  collapse  from  internal  haemorrhage.  Along  with  this,  the  uterus 
will  not  be  found  obviously  enlarged,  whilst  there  is  some  sort  of  swelling  in  one  or  the 
other  posterior  quarter  of  the  pelvis.  Haemorrhage  due  to  threatened  abortion  cannot 
be  diagnosed  unless  the  presence  of  an  intra-uterine  pregnancy  can  be  established.  There- 
fore, in  this  case  we  must  look  for  the  definite  signs  of  a  normal  pregnancy,  which  in  the 
early  months  will  be  :  amenorrhoea,  morning  sickness,  breast  changes,  enlargement  of 
the  uterus,  Regards  sign,  and  Braun^s  sign.  The  former  consists  in  the  extreme  softening 
of  the  upper  part  of  the  cervix  and  lower  part  of  the  uterine  body,  combined  with  the  as 
yet  unsoftened  vaginal  portion  and  globular  tense  fundus  ;  it  is  found  from  the  sixth  to 
the  eighth  week.  The  latter  consists  in  the  irregular  shape  of  the  uterus  from  the  eighth 
to  the  twelfth  week.  One  side  is  larger  than  the  other,  and  an  ill-defined  groove  is  found 
between  them. 

In  the  second  case,  occurring  generally  after  the  sixth  month  of  pregnancy,  it  is  of 
the  greatest  importance  to  be  able  to  diagnose  placenta  prcevia.  The  only  definite  sign  is 
the  feeling  of  the  placenta  through  the  cervix  when  it  will  admit  of  this  method  of  investi- 
gation. The  suggestive  signs  are  those  due  to  the  filling  up  of  the  lower  uterine  segment 
by  the  placenta.  The  presenting  part  remains  high  up  and  movable,  not  engaged  in  the 
brim,  and  there  is  a  sensation  of  great  increase  of  thickness  between  the  vaginal  fornices 
and  the  presenting  part.  In  any  case  of  severe  haemorrhage,  however,  the  cervix  must 
be  dilated  so  as  to  admit  a  finger,  as  treatment  depends  upon  diagnosis,  and  no  patient 
with  a  placenta  praevia  is  safe  until  she  is  delivered  and  bleeding  has  ceased. 

T.  G,  Stevens. 

MICROPSIA.— <See  Vision,  Defects  of,  p.  763.) 

MICTURITION,  ABNORMALTTIES  OF.— A  person  in  health  micturates  about 
five  times  during  the  twenty-four  hours,  the  total  amount  of  urine  passed  being  about 
1500  c.c,  or  50  ounces.  This  varies  according  to  the  amount  of  fluid  taken,  the  amount 
lost  by  perspiration,  and  so  forth.  The  act  of  micturition  is  controlled  by  a  nervous 
mechanism,  a  stimulus  from  the  vesical  mucous  membrane  starting  an  impulse  which 
causes  contraction  of  the  detrusor  muscle,  and  at  the  same  time  relaxation  of  the  sphincter 
at  the  urethral  orifice.  The  special  centres  controlling  the  motor  functions  of  the  bladder 
are  in  the  spinal  cord  at  the  level  of  the  third  sacral  nerve,  whilst  the  brain  controls  these 
centres  in  response  to  sensory  impulses  received.  The  abnormalities  of  micturition  which 
are  met  with  in  practice  depend  partly  upon  lesions  of  some  portion  of  the  urinary 
apparatus,  and  partly  upon  some  change  in  the  nervous  mechanism  controlling  the  act, 
and  will  be  discussed  from  these  points  of  view,  and  under  Eniupisis  (p.  218). 

1.  Increased  Frequency  of  Micturition. — A  large  number  of  diseases  of  the  genito- 
urinary tract  are  accompanied  by  increased  frequency  of  micturition,  and  it  is  necessary 
to  ascertain  if  the  increased  frequency  of  micturition  depends  upon  an  incrciised  amount 
of  urine  to  be  passed.  Thus  in  diabetes  or  chronic  interstitial  nephritis,  the  increased  amount 
of  urine  will  cause  an  increased  frequency  of  desire  to  micturate,  provided  the  capacity  of 
the  bladder  is  unaltered.  If  the  total  amoimt  of  urine  remains  normal,  any  increased 
frequency  of  micturition  may  be  due  to  some  lesion  of  the  genito-urinary  apparatus,  and 
consideration  of  the  other  symptoms  of  a  case  will  often  point  to  a  definite  diagnosis.  It 
must  be  remembered,  however,  that  increased  frecpiency  does  not  necessarily  imply  tliat 
the  bladder  is  the  seat  of  the  disease,  as  the  symptom  is  present  with  any  form  of  renal 
pyelitis — commonly  calculous  or  tuberculous — or  with  prostatic  enlargement. 

It  is  important  to  ascertain  the  relationship  between  micturition  durinj^  the  day  and 
during  the  night.  Normally,  a  healthy  person  should  not  wake  during  the  ni^ht  to  pass 
urine,  unless  an  excess  of  fluid  has  been  taken  ;  but  if  any  inflaminatorv  condition  is  present 
in  the  bladder,  micturition  will  be  present  during  the  night,  as  well  as  increased  in  frequency 
during  the  day.     Any  form  of  cystitis  or  acute  inflammatory  conditions  of  the  prostate 


MICTURITION,     ABNORMALITIES    OP  895 

passed  into  the  urethra,  when  it  may  be  passed  naturally  or  require  to  be  removed  by 
surgical  means.  If  the  symptom  recurs,  a  cystoscopic  examination  of  the  bladder  will 
distinguish  readily  between  the  two  conditions. 

The  same  sudden  cessation  of  the  stream  may  occur  without  any  intravesical  lesion 
as  the  result  of  spasmodic  contrtMcHon  of  the  vesical  sphincter.  Patients  subject  to  this  trouble 
(so-called  stammering  bladder)  can  at  times  pass  urine  quite  normally,  but  at  others  the 
stream  is  interrupted  frequently,  or  they  may  be  unable  to  pass  urine  at  all,  especially  in 
the  presence  of  a  second  person. 

3.  Mfflciilty  in  Mictiuition. — Frequently  associated  with  some  change  in  the  character 
of  the  stream  of  urine,  a  patient  may  complain  of  difficulty  in  micturition,  either  as  a 
hesitation  in  commencing  the  flow  or  a  need  to  strain  to  maintain  it.  This,  again,  is  most 
conunon  with  urethral  stricture  or  prostatic  enlargement,  or  may  be  due  to  the  impaction  of 
a  calculus  in  the  urethra  or  to  the  formation  of  blood-clot  in  the  bladder.  A  calculus  may 
be  passed  into  the  urethra  and  become  arrested  in  the  canal,  but  not  so  that  it  wholly 
obstructs  the  passage  of  urine.  It  is  not  uncommon  for  a  calculus  to  occupy  the  dilated 
portion  of  the  urethra  behind  a  stricture,  or  occasionally  a  prostatic  calculus  projects  from 
the  gland  into  the  lumen  of  the  posterior  urethra.  A  calculus  so  placed  may  increase  in 
size  by  the  further  deposition  of  urinary  salts  whilst  in  the  urethra,  and  cause  difficulty 
in  micturition ;  it  may  be  felt  in  the  canal  from  the  outside,  upon  rectal  examination,  or 
upon  passing  a  soft  bougie  into  the  urethra.  Even  if  placed  behind  a  stricture  it  may 
be  felt  by  a  fine  guide  or  bougie  passed  to  dilate  the  stricture.  Difliculty  in  micturition 
may  also  arise  from  prostatic  inflammation  or  from  tuberculous  disease  of  the  prostate. 

Difficulty  in  micturition  due  to  the  presence  of  blood-clot  in  the  bladder  will  usually 
be  indicated  by  the  previous  passage  of  blood-stained  urine  and  by  the  constant  efforts 
to  micturate. 

Difficulty  in  micturition  in  the  female  may  be  caused  by  a  pelvic  tumour  by  the  drag 
or  direct  pressure  on  the  urethra  or  vesical  neck.  This  may  occur  with  a  uterine  fibroid 
or  a  pregnant  retroverted  uterus.  Occasionally,  difficulty  is  produced  by  the  direct  infil- 
tration of  the  urethra  by  a  carcinoma  of  the  vaginal  wall  or  vulva. 

Difficulty  in  micturition  is  not  uncommon  in  disease  of  the  nervous  system^  causing 
paralysis  or  paresis  of  the  detrusor  muscle  of  the  bladder.  This  may  be  due  to  trauma 
and  pressure  on  the  spinal  cord  by  blood-clot,  or  to  myelitis  or  tabes.  It  must  be  remem- 
bered that  it  is  not  uncommon  for  the  early  cord-changes  of  tabes  to  affect  the  urinary 
organs,  and  that  difficulty  in  passing  urine  may  be  complained  of  when  the  urethra  and 
bladder  are  normal. 

Atony  of  the  bladder  wall  without  any  affection  of  the  nervous  mechanism,  from  recur- 
ring over-distention  of  the  bladder,  may  cause  difficulty  in  micturition. 

4.  Retention  of  Urine^-by  which  is  implied  the  gradual  accumulation  of  urine  in 
the  bladder,  with  inability  to  pass  any  per  urethrain — may  arise  from  mechanical  causes 
obstructing  the  urethra,  or  from  derangement  of  the  nervous  system.  Retention  of  urine 
must  be  distinguished  from  Anuria  (p.  39),  or  failure  of  the  kidneys  to  secrete  urine,  for 
in  retention  the  kidneys  are  still  functioning,  and  the  urine  is  collecting  in  the  distended 
bladder.  Retention  of  urine  occurring  suddenly  produces  very  severe  pain  and  strangury, 
but  in  cases  of  old-standing  obstruction  the  bladder  may  be  distended  enornioiisly  before 
pain  becomes  severe.  If  the  retention  remains  unreheved,  urine  may  continually  dribble 
away  per  urethram,  when  a  condition  resembling  ineontinenee  of  urine  is  produced  :  but 
it  is  most  important  to  distinguish  the  condition  from  true  incontinence  of  urine  due  to 
injury  or  paralysis  of  the  vesical  sphincter  muscle.  In  true  incontinence  the  bladder 
remains  empty,  urine  flows  away  as  soon  as  it  passes  down  into  the  bladder,  and  there  is 
no  obstruction  in  the  urethra  :  whereas,  in  the  condition  of  involuntary  passage  of  urine 
from  an  unrelieved  distended  bladder — incontinence  from  overfloiv,  or  false  incontinence — 
the  bladder  may  be  felt  distended  in  the  suprapubic  region,  and  there  exists  some 
mechanical  obstruction  in  the  urethra,  or  at  the  internal  urethral  orifice. 

The  common  causes  of  retention  of  urine  are  urethral  stricture  and  prostatic  enlarge- 
ment. In  stricture,  it  does  not  necessarilv  follow  that  the  urethra  is  entirely  occluded  bv 
the  fibrosis,  but  rather  that  some  spasm  or  congestion  is  present  at  the  stricture,  from 
exposure  to  cold  or  indulgence  in  alcohol,  when  a  small  catheter  may  be  passed.  In 
elderly  men  with  prostatic  hypertrophy,  acute  retention  may  occur  early  in  the  disease  from 
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the  bladder.  Formerly  this  symptom  was  looked  upon  as  diagnostic  of  vesical  calculus, 
and  though  it  is  almost  a  constant  symptom  of  the  latter,  provided  the  calculus  is  not 
trapped  in  a  post-prostatic  pouch,  it  is  also  present  in  cystitis,  tuberculous  or  otherwise, 
in  vesical  carcinoma  which  is  infiltrating  the  bladder  base,  and  in  acute  or  subacute  pros- 
tatic infections.  Prostatic  infection  can  be  diagnosed  by  the  history  of  the  case,  usually 
following  an  acute  urethritis,  and  by  a  rectal  examination.  Tuberculous  cystitis  usually 
occurs  in  young  adults,  and  frequently  other  tuberculous  lesions  are  present  in  the  genito- 
urinary organs,  such  as  the  epididymis,  vas  deferens,  seminal  vesicles,  or  prostate,  whilst 
the  urine  contains  not  only  blood  and  pus,  but  tubercle  bacilli.  Cystitis  from  other  causes, 
and  vesical  growth  or  calculus,  can  be  ascertained  upon  cystoscopic  examination. 

Pain  may  be  felt  in  the  perineum  during  and  after  micturition  in  cases  of  prostatic 
disease,  especially  if  much  straining  occurs  during  micturition,  or  may  be  felt  in  both  the 
perineum  and  the  anal  area  in  vesical  carcinoma. 

In  the  female,  pain  is  felt  at  the  urethral  orifice  and  in  the  vulva  after  micturition  in 
cases  of  cystitis  or  vesical  carcinoma. 

It  should  be  noted  that  in  either  sex,  severe  pain  may  be  present  at  the  termination 
of  the  urethra  after  micturition  when  a  ccUculus  is  impacted  in  the  vesical  end  of  a  ureter , 
(Fig,  192,  p.  455),  especially  if  the  latter  is  partially  prolapsed  into  the  bladder.  In  one 
such  case  the  patient  would  hold  her  urine  for  hours  rather  than  pass  it,  owing  to  the  pain 
that  followed  micturition. 

6.  MiclQiitioii  throagli  Fistuls. — ^Urine  may  pass,  either  wholly  or  in  part,  through 
a  fistulous  track  communicating  with  the  urinary  organs,  such  opening  being  the  result 
of  preceding  disease  or  injury.  Occasionally,  owing  to  congenital  malformation  of  the 
urethra  or  bladder,  urine  passes  by  an  opening  in  the  perineum,  pubes,  or  into  the  vagina  ; 
but  these  cannot  be  regarded  as  fistulse. 

Urinary  fistulse  in  connection  with  the  urethra  are  most  common  as  the  result  of  peri- 
urethral abscess,  stricture,  or  some  operation  ;  and  in  a  case  in  which  a  penile  fistula  is 
present,  it  is  necessary  to  ascertain  if  the  calibre  of  the  urethra  is  in  any  way  narrowed  by 
cicatricial  inflammation.  A  fistula  may  open  in  the  perineum  as  the  result  of  inflamma- 
tion and  extravasation  behind  a  stricture,  following  an  operation  upon  the  lower  urinary 
organs,  or  in  the  female  into  the  vagina  from  damage  during  parturition  or  some  vaginal 
operation.  In  cases  in  which  a  fistula  opens  into  the  vaginal  fornix,  the  urine  may  leak 
from  the  bladder  or  from  the  lower  end  of  the  ureter.  The  opening  is  usually  small  and 
embedded  in  an  area  of  cicatricial  tissue,  so  that  it  is  very  difficult  to  pass  a  probe  along 
the  track.  In  these  cases,  evidence  of  the  nature  of  the  fistula  may  be  obtained  by  filling 
the  bladder  with  some  sterile  coloured  solution,  such  as  weak  methylene  blue  ;  if  the  open- 
ing is  in  communication  with  the  bladder,  coloured  solution  will  appear  in  the  vagina,  but 
if  the  urine  comes  from  the  ureter,  no  stain  will  be  found.  Evidence  may  also  be  obtained 
by  means  of  the  cystoscope,  when  a  cicatricial  area  may  be  found  in  the  bladder  surround- 
ing a  retracted  fistulous  opening,  or  the  ureteric  orifice  of  one  side  may  be  found  displaced 
from  its  normal  situation  by  the  scar  contraction  when  the  ureter  is  at  fault.  In  these 
cases  it  may  be  impossible  to  pasj  a  bougie  into  the  ureter  more  than  a  very  short  distance, 
the  tip  being  arrested  by  the  scar  tissue. 

A  urinary  fistula  may  be  present  in  the  suprapubic  area  in  connection  with  the  })lad(ier. 
or  in  the  lumbar  area  communicating  with  the  kidney,  as  the  result  of  operations  on  these 
two  organs.  A  fistula  has  been  seen  in  the  iliac  fossa  as  the  result  of  an  operation  on  the 
ureter,  and  after  the  opening  of  an  abscess  formed  around  the  ureter  from  the  ulceration 
caused  by  a  ureteric  calculus. 

7.  Disorders  of  Micturition  from  Diseases  of  the  Nervous  System. — In  most 
of  the  foregoing  paragraphs  it  will  be  noticed  that  symptoms  referable  to  the  urinary  organs 
have  been  stated  to  be  due  in  some  cases  to  disease  of  the  nervous  system,  such  as  myelitis, 
tabes  dorsalis,  or  hemiplegia  ;  in  spite  of  repetition  it  is  advisable  to  gather  these  under 
one  heading.  The  control  of  the  act  of  micturition  depends  upon  the  intejjrity  of  the 
nervous  system  ;  for  although  special  centres  exist  in  the  lower  segments  of  the  si)inal 
area  presiding  over  the  motor  functions  of  the  bladder,  the  impulse  calHng  for  action  of 
these  centres  is  supplied  by  the  brain  after  a  stimulus  has  been  conveyed  to  the  latter 
by  the  sensory  nerve  fibres  from  the  bladder.  There  are  two  centres  in  the  lower  spinal 
segment,  by  one  of  which  the  detrusor  muscle  of  the  bladder  is  brought  into  action,  and 
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cases  a  motion  may  consist  almost  entirely  of  these  shreds  ;  there  may  be  little  faecal 
matter.  If  the  mucus  has  not  lain  so  long  in  the  bowel,  it  appears  like  a  jelly  outside  the 
motion.  Sometimes,  especially  in  adult  women  who  are  constipated,  complete  casts  of 
the  bowel  formed  of  coagulated  mucus  are  passed  ;  they  may  be  a  foot  or  more  in  length 
{Fig.  172).  Often,  however,  by  the  time  they  are  passed,  they  have  become  broken  into 
fragments  which  the  patient  describes  as  skins,  and  which  look  not  unlike  segments  of 
tape-worm.  Patients  passing  this  variety  of  mucus  are  said  to  have  fnembranoiis  colitis. 
In  the  more  acute  varieties  of  inflammation  of  the  bowel  the  mucus  passed  is  jelly-like 
and  semi-fluid,  of  varying  colour  according  to  the  amount  of  fsecal  staining.  In  severe 
cases  of  enteritis  the  motions  consist  of  nothing  but  mucus  and  blood.  It  is  impossible 
to  attempt  to  differentiate  here  between  all  the  numerous  varieties  of  enteritis. 

VV.  Hale  White. 

MUCUS  IN  THE  URINE  is  generally  of  little  clinical  signiflcance.  Many  normal 
urines,  particularly  those  of  women,  develop  a  faint  or  even  a  more  definite  deposit  of 
mucus,  which  may  remain  in  suspension  or  may  accumulate  as  a  light  floccular  deposit  at 
the  bottom  of  the  specimen-glass.  Such  mucus  is  a  normal  product  of  the  epithelial  cells 
of  the  urinary  passages.  It  is  not  possible  by  merely  looking  to  say  whether  it  is  in  excess 
or  not.  It  may  indicate  catarrh  of  the  mucous  membranes  ;  but  such  catarrh  will  be 
shown  more  decisively  by  the  occurrence  of  epithelial  cells  or  actual  pus  corpuscles,  or  by 
a  cause  for  catarrh  such  as  Oxaluria  (p.  423)  ;  diagnosis  depending  not  upon  the  mucus 
but  upon  the  other  substances  present  with  it.  It  is  important  not  to  mistake  elongated 
strands  of  mucus  for  tube-casts  ;  the  error  is  particularly  apt  to  occur  if  the  cover-glass, 
on  being  pressed  down  on  a  specimen  stained  with  methylene  blue,  slips  slightly  and  draws 
out  the  mucus  into  long  narrow  strands.  When  large  numbers  of  these  are  seen  all  parallel 
with  one  another,  they  are  not  likely  to  be  mistaken  for  casts.  Mucus  stains  readily  either 
with  methylene  blue  or  with  eosin,  but  exhibits  no  structure  beyond  granular  particles, 
or  cells  that  may  have  becpme  entangled  in  its  meshes. 

If  a  male  patient  has  formerly  sufTered  from  gonorrhoea,  a  residual  catarrh  of  the 
glands  in  the  prostate  often  persists  long  after  the  cure  may  have  seemed  to  be  complete. 
Urine  from  such  a  case,  looked  at  in  a  tall  glass  vessel,  often  exhibits  numerous  fllaments 
or  *  prostatic  threads,'  consisting  for  the  most  part  of  mucus  coming  in  the  form  of  casts 
from  the  prostatic  tubules.  Herbert  French, 

MUSCiE  VOUTANTES.— (See  Black  Spkcks  before  the  Eyes,  p.  71.) 

MUSCULAR    ATROPHY.— (See  Atrophy,  Muscui^r,  p.  59.) 

MYDRIASIS. — (See  Pupil,  Abnormalities  of  the,  p.  551.) 

MYOSIS. — (See  Pupil,  Abnormalities  of  the,  p.  551.) 

NAILS,  AFFECTIONS  OF  THE.— Various  pigmentar>^  and  degenerative  changes 
may  occur  in  the  nails  as  the  result  of  occupation,  as  in  dyers,  washerwomen,  jewellers, 
confectioners,  and  others  ;  or  the  condition  known  as  pterygium  may  arise,  tiie  fold  of 
skin  at  the  proximal  end  of  the  nail  adhering  and  growing?  over  the  imil,  like  a  '  win^/ 
The  nails  are  liable  to  attack  also  in  such  cutaneous  affections  as  rinj^worm,  favus,  eczema, 
psoriasis,  and  epidermolysis  bullosa.  The  differences  between  the  onychomycosis  due  to 
ringivorm  and  that  due  to  favus  are  described  in  the  article  on  Fi  ncous  Affections  of 
the  Skin  (p.  246).  In  eczema,  usually  the  first  sign  of  involvement  of  the  nails  is  pitting;, 
which  gives  them  an  appearance  somewhat  resembling  orange-rind.  They,  become  dis- 
coloured and  thinned,  transverse  and  longitudinal  splitting  follows,  and  finally  exfoliation 
may  occur.  In  long-standing  eases  they  may  be  thickened  to  the  extent  of  deformity. 
In  psoriasis,  if  the  matrix  of  the  nails  is  attacked,  they  become  furrowed  transversely, 
and  dull  in  colour  ;  later  the  nails  split  and  may  be  shed,  but  not  permanently.  In  other 
cases,  instead  of  the  matrix  being  affected,  the  nails  are  discoloured  about  the  free  border, 
and  they  become  thickened  as  the  discoloration  extends  downwards  to  the  root.  In 
epidermolysis  bullosa  there  may  be  repeated  bleb-formation  at  the  linger-ends,  causing 
atrophy  of  the  skin  and   loss   of  nails.     The   signs  of   nail   involvement   in   these   three 
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conditions  are  sufficiently  distinctive  to  obviate  confusion  between  them  ;    and  the  U 
elsewhere  will  aid  the  diagnosis. 

Trophic  changes  in  the  nails  may  also  be  consequent  on  acute  illness  or  senile  deea§,{ 
they  may  occur  without  any  apparent  cause  :  the  longitudinal  striae  may  be  ez 
transverse  furrows  may  appear,  or  white  spots  may  develop,  and  a  large  part  or  the 
of  the  nail  may  become  white  (leticanychia).     With  this  condition  spoon-nails  may 
associated  ;  the  nail  becomes  thin  and  hollowed,  either  from  side  to  side  or  antero-post 
Shedding  of  the  nails  may  occur  not  only  in  distinctively  cutaneous  affections,  but  absj 
diabetes  mcllitus  and  syphilis,  in  locomotor  ataxy  and  other  nervous  disorders, 
without  definite  etiology,  or  in  connection  with  inflammation  of  the  flnger-tips.  the 
may  be  separated  from  its  bed  without  being  actually  shed.     Onychia,  or  infli 
of  the  nail,  is  in  some  instances  due  to  syphilitic  or  tuberculous  infection  ;    in  the 
case  associated  scrofulous  lesions  will  often  be  found  in  the  eyelid  and  elsewhere.    On] 
however,  may  also  be  due  to  trauma,  or  to  contact  with  irritants  used  in  industries^ 
may  be   idiopathic.     Wliatever  the   cause,   the  condition  cannot  be   mistaken.    If 
process  is  acute  there  is  great  pain,  with  redness  ;    suppuration  takes  place  beneath 
nail,  which  becomes  thickened  and  discoloured,  and  is  ultimately  shed,  leaving  an 
healthy  sore.     If  this  should  fail  to  heal,  the  lymphatics  may  be  involved,  and  the 
becomes  one  of  paronychia,   or  whitlow.     This  condition  is   sometimes  caused  by 
pressure  of  tightly-fitting  boots,  or  by  irritation  set  up  by  the  edge  of  a  badly-cut 
usually  that  of  the  big  toe.     Onychorrhexis,  brittleness  of  nails,  may  be  either  coi 
or  acquired.     It  is  sometimes  present  in  cheiropompholyx,  and  in  other  cases  is 
with  nervous  affections  and  anomalies  of  development.     In  onychauxis^  hypertrophy 
the  nail,  there  may  be  overgrowth  in  one  or  in  all  directions,  accompanied  by  dii 
or  discoloration,  and  sometimes  by  inflammation.     In  some  cases  the  free  end  may 
to  a  great  length,  and  may  become  twisted  like  a  ram*s  horn  (onychogryphosis). 
curious  distortion  is  often  found  in  connection  with  congenital  ichthyosis.     A  rarer 
dition  of  modified  nutrition  is  that  known  as  egg-sliell  nail,  which  is  intimately 
with  hyperidrosis  ;    it  has  been  met  with  in  debilitated  young  women  ;   the  nail  tendi 
grow  upwards  rather  than  forwards  ;   its  connection  with  the  distal  portion  of  the  bed^ 
enfeebled  ;   and  in  typical  cases  the  colour  is  precisely  that  of  the  inner  face  of  the 
of  a  hen*s  egg — a  delicate  combination  of  white  and  purple.     It  has  been  suggested 
owing  to  the  maceration  of  the  distal  portion  of  the  nail-bed  due  to  hyperidrosis,  theiei 
interference  with  the  normal  comification  of  the  nail-plate.     Whatever  the  process, 
diagnosis  is  clear.    Transverse  ridging  of  the  nails  due  to  previous  illness  {Fig,  806,  p. 
is  described  on  p.  769.     (See  also  Finger,  Sore,  p.  239.)  MaleohH  Mtnk] 

NAPKIN-REGION  ERUPTIONS.— Infantile  eruptions  in  this  region,  when  tb? 
arc  a  manifestation  of  congenital  syphilis,  are  usually  erythematous  or  papular,  but  they 
may  also  be  pustular,  bullous,  squamous,  or  polymorphic ;  in  all  cases  alike  they  IR 
distributed  symmetrically  on  the  buttocks.  Frequently,  around  the  anus  and  the  geniUl 
organs  the  papules  arc  moist  and  coalescent,  and  form  flattish  condylomata.  SimOv 
lesions  are  also  found  on  the  soles,  palms,  forehead,  and  around  the  mouth,  and  in  thc9 
regions  also  the  distribution  is  symmetrical.  The  eruption  is  as  a  rule  transitory.  Tk 
other  sjTTiptoms  of  hereditary  syphilis  are  so  characteristic  that  the  lesions  here  describrf 
are  seldom  liable  to  misinterpretation.  The  skin  eruption  is  usually  preceded  by  a  chroafe 
coryza  (*  snuffles ')  and  larj'ngitis.  Often  the  nails  are  severely  affected  coincidenlly 
with  the  skin.  The  colour  of  the  lesions,  approximating  to  the  characteristic  raw-hi« 
tint,  the  loose,  dry,  cafi-an-lait  skin,  the  senile  aspect  of  the  face,  and  the  accompanyiaf 
cachexia,  form  a  distinctive  clinical  picture. 

A  napkin-area  eruption  which  was  often  mistaken  for  congenital  syphilis  is  the 
infantile  erythema  of  Jacquet.  It  is  a  process  which  nianifests  itself  in  :  (1)  Simple  erytl*- 
matous,  (2)  Er>i:hemato-vesicular,  (3)  Papular,  (4.)  Ulcerating  forms.  These  may  develop 
consecutively  or  coincidently.  The  most  common  are  the  erythematous  and  the  papulir* 
All  alike  are  probably  due  in  part  to  the  irritation  set  up  by  moist  or  soiled  napkins,  but 
vasomotor  irregularities  and  gastro-intestinal  toxsemia  may  also  be  concerned  in  the 
etiology.  The  preference  sites  of  all  four  forms  of  the  eruption  are  the  convex  surfaces  d 
the  buttocks,  of  the  thighs,  and  of  the  scrotum  or  vulva.     In  the  simple  erj'themas,  ol 
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which  the  usual  subjects  are  quite  young  infants,  the  rash  may  be  limited  in  mild  cases 
to  the  genitalia,  the  inner  sides  of  the  thighs,  and  the  perineum,  while  in  severer  cases  it 
may  extend  to  the  lumbar  region,  the  lower  abdomen,  and  the  calves  and  heels.  In  the 
erythemato- vesicular  form  there  appear  on  the  convex  surfaces  towards  the  centre  of  the 
erythematous  areas  small  bright-red  erosions  which,  forming  groups  of  from  two  or  three 
to  a  dozen  or  more,  may  become  confluent ;  the  erosions  are  preceded  by  vesicles,  which 
may  usually  be  found  near  the  borders  of  the  reddened  area.  The  erythemato-papular 
form  of  the  eruption  is  met  with  when  the  erosions  just  described  have  thrown  up  flattened 
granulations,  which  give  to  the  lesions  the  appearance  of  flat,  reddish  papules.  In  this 
stage  the  heels  and  the  lower  abdomen  may  be  involved  in  the  erythema.  In  the  fourth 
form  of  the  eruption  the  erosions,  failing  to  granulate,  develop  into  ulcers,  with  sharply 
defined  borders  or  coalescing  into  vermicular  lesions.  They  are  confined  to  the  convex 
surfaces,  the  folds  always  escaping.  Attention  to  the  appearance  and  distribution  of  the 
lesions,  and  the  course  they  run,  together  with  the  absence  of  the  more  familiar  signs  and 
symptoms  of  congenital  syphilis,  will  prevent  confusion  with  that  disease,  or  with  the 
condition  which  Colcott  Fox  has  styled  vacciniform  erythema  of  infants. 

Pemphigus  neonatorum  consists  of  an  eruption  of  bullae  on  the  thighs  and  buttocks 
in  new-bom  infants.  It  is  not,  however,  confined  to  this  region,  but  attacks  other  parts, 
including  the  face,  and  this  is  true  also  of  the  bullous  impetigo  of  older  babies,  which 
Adamson  believes  to  be,  like  pemphigus  neonatorum,  a  form  of  the  impetigo  contagiosa 
of  Tilbury  Fox.     The  diagnosis  of  these  affections  has  been  given  under  Bullae,  p.  98). 

The  '  seborrhceic  eczema  of  infants '  has  been  styled  '  seborrhoeic  dermatitis  of 
infancy  '  by  Adamson,  who  was  the  first  to  lay  stress  upon  its  special  incidence  upon  the 
napkin  region,  and  who  does  not  regard  it  as  a  form  of  eczema.  The  whole  napkin  region 
is  occupied  by  a  uniform  bright-red  rash,  for  the  most  part  covered  with  moist  or  greasy 
yellowish  scales,  though  in  prominent  parts  the  surface  may  be  smooth  and  polished.  The 
margins  of  the  area  are  sharply  defined.  The  rash  often  extends  downwards  to  the  thighs 
and  calves,  and  upwards  to  the  umbilicus,  while  beyond  this  area  there  are  smaller  patches 
and  many  pin-head,  red,  scaly  papules.  Other  parts  that  are  attacked  frequently  are  the 
bends  of  the  knees,  the  flexures  of  the  elbows,  the  axillse,  the  side  of  the  neck,  the  naso- 
labial Assure,  and  behind  the  ear.  On  the  scalp  will  always  be  found  a  red,  squamous 
or  crusty  eruption.  The  diagnosis  rests  upon  the  distribution  and  the  sharply  defined 
margins,  with  the  patches  and  crusted  papules.  It  is  assisted  by  the  readiness  with  which 
the  eruption  yields  to  mild  local  parasiticidal  applications.  In  cases  of  congenital  syphilis 
which  mimic  this  condition,  the  presence  of  the  concomitant  specific  signs,  as  enumerated 
above,  will  prevent  confusion  between  that  disease  and  '  seborrhopic  eczema.' 

In  adults  the  same  region,  known  as  the  bathing-drawers  area,  is  liable  to  attack  in 
a  number  of  affections.  In  eczema  margination  (tinea  marginata,  as  I  prefer  to  term  it), 
dhobie^s  itch,  and  erythrasma  the  eruption  occurs  exclusively,  or  almost  exclusively,  in  this 
region  ;  of  these  affections  the  differential  diagnosis  has  been  given  under  Ringworm 
(p.  247).  In  pediculosis  pubis  the  pubes  may  alone  be  affected,  or  the  parasite  may  wander 
to  the  abdomen,  the  thorax,  the  axillae,  and  may  even  reach  the  beard,  whiskers,  and  eye- 
lashes. The  diagnosis  of  this  condition  can  present  no  diniculty.  In  scabies  the  lesions 
may  be  very  slight  on  the  hands  and  wrists,  and  the  brunt  of  the  attack  may  be  borne  by 
the  penis  and  scrotum,  the  lower  part  of  the  abdomen,  and  the  thi<rfis.  In  psoriasis  the 
eruption  is  sometimes  very  severe  in  the  bathing-drawers  area,  of  which  the  surface  is  an 
almost  uniform  deep  red,  and  is  the  seat  of  j)r<)fuse  desquamation,  while  on  the  special 
sites  of  election — the  knees  and  elbows — the  lesions  may  be  (juite  insignificant.  In  eczema 
intertrigo  and  erythema  intertrigo  the  folds  in  the  area  under  consideration  are  only  liable 
to  attack  in  common  with  folds  in  other  parts.  The  diagnf)sis  of  these  affections  has  been 
given  elsewhere  ;  but  it  may  here  be  mentioned  that  in  diabetes,  eczema  may  begin 
on  the  penis  or  the  vulva,  and  may  spread  thence  to  other  regions.  Other  conditions 
which  may  affect  this  area  specially  are  :  acute  traumatic  erysipelas,  pruritus  ani, 
small-pox  in  the  prodromal  stages,  and  the  various  forms  of  syphilis.  In  syphilis 
the  commonest  site  for  the  moist  papule  is  around  the  anus  and  genitalia  (see  Papules, 
p.  490).  Malcolm  Morris. 

NEURITIS,  OPTIC.  -(See  Ophtualmoscopic  Appkarances    Notes  on,  p.  415.) 

u  ge 
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NIGHTMARES  may  occur  at  any  age,  but  they  are  particularly  common  in  ehflc 
between  four  and  eight,  when  they  may  be  so  bad  and  persistent  as  to  merit  the  term  m^ 
terrors.     The  commonest  cause  for  a  nightmare  in  an  adult  is  some  indiscretion  io 
the  last  meal  having  been  taken  too  late  in  the  evening,  or  else  having  contained 
injudicious  article.     The  symptom  is  not  otherwise  of  diagnostic  import,  though 
individuals,  particularly  those  of  nervous  inheritance,  are  more  liable  to  nightmare 
others,  and  the  tendency  is  certainly  increased  by  such  excitement  as  the  reading 
thrilling  novels  or  participating  in  unusual  events.     Children  are  particularly  prone 
night-terrors  during  term-time,  when  they  are  working  at  high    pressure  ;  during 
holidays  the  symptom  often  disappears.    Those  who  are  keenest  upon  their  school 
are  apt   to  suffer  most,  and  similar  evidence  of  excitability  of  the  nervous  system 
exhibited  particularly  by  those  who  have  a  tendency  to  acute  rheumatism  in  the  fonii< 
chorea.     Night-terrors  may  occur  in  these  patients  without  any  other  cause  than  o^ 
pressure,  particularly  if  they  lie  upon  the  back  rather  than  upon  one  side  during  ske^j 
but  the  tendency  is  much  increased  by  errors  of  diet,  such  as  the  eating  of  unripe  fruit 
so  forth,  by  the  presence  of  intestinal  worms,  and  by  the  existence  of  adenoids,  with 
without  enlarged  tonsils.  Herbert  Ft 

NIPPLE,  DISCHARGE  FROM.— (See  Discharge  from  thk  Nipple,  p.  181.) 

NODULES  in  ordinary  dermatological  usage  are  solid  elevations  larger  than  a 
and  smaller  than  a  tumour  ;    the  definition,  however,  makes  no  pretence  to  scicnt 
exactitude.     Nodules  differ  from  papules  not  only  in  size  but  also  in  their  greater 
dency    to  downward  growth  ;    the   substantial  difference  between  a  nodule  and  one  i 
the  larger  papules  is  that  the  one  is  a  solid  lesion  extending  upwards,  while  the  other  i 
a   solid  lesion  projecting  both   upwards  and   downwards.     They  may  be   neoplastic, 
hypertrophic  and  inflammatory. 

Little  need  be  said  here  of  the  nodules  met  with  in  some  malignant  diseases,  for 
differential  diagnosis  of  carcinoma  and  of  sarcoma  will  be  found  under  Tumours  of 
Skin  (p.  730).  Fibroma,  myoma,  and  cysts  are  also  dealt  with  under  this  heading, 
glanders  in  the  articles  on  Pustules  (p.  559). 

The  nodules  of  lupus  vulgaris,  arising  in  either  the  superficial  or  the  deep  part  of  tlij 
corium,  are  soft,  brownish-red,  and  translucent,  resembling  apple  jelly.     At  first  burieii 
in  the  skin,  they  presently  appear  as  discrete  papules  the  size  of  a  pin*s  head,  arranged  ■ 
groups  or  in  irregular  circles,  dull  red  at  the  outset,  but  afterwards  pale.     Gradually  tte 
papules  develop  into  nodules,  the  inter\'ening  skin  meanwhile  becoming  thickened  by  ^ 
cellular  infiltration,  reddened  by  inflammatorv'  stasis,  and  raised  into  a  patch  which  ii 
covered  with  fine  branny  scales.     Around  the  edge  of  the  patch  new  nodules  spring  v^ 
and  thus  a  large  area  of  skin  may  be  invaded.     The  disease  usually  starts  from  a  single 
focus,  but  others  may  arise  and,  spreading  separately,  may  involve  large  areas  of  cutaneo* 
surface.     The  patch  may  undergo  slow  involution  and  be  followed  by  scarring  ;  but  mvA 
more  often  ulceration  occurs,  the  sore  being  covered  with  a  greenish-black  crust,  around 
the  ragged  edges  of  which  will  be  seen  apple-jelly  nodules  in  various  stages  of  devdoih 
ment.     In  parts  like  the  nose  there  may  be  necrosis  of  cartilage,  but  there  is  never  crosioi 
of  bone.     The  apple-jelly  nodule  is  the  chief  diagnostic  feature  of  lupus  vulgaris.  Ii 
typical  cases  the  patch  described  above,  with  its  infiltrated,  raised  surface,  its  well-de6iirf 
edge  studded  with  the  nodules,  and  its  covering  of  fine  scales,  can  hardly  admit  of  mil- 
interpretation.     Less  typical  cases  may  require  to  be  differentiated  from  lupus  erythe- 
matosus,  rodent   ulcer,   epithelioma,    scrofulodermia,  and  syphilis.     Lupus  erythemaiom 
begins  as  minute  red  points,  not  as  dull-red  papules,  and  the  lesions  never  develop  intc 
apple-jelly  nodules,  nor  do  they  ever  ulcerate  or  extend  to  the  deeper  parts  and  erodi 
cartilage.     They  are  symmetrical  in  distribution,  as  lupus  vulgaris  scarcely  ever  is.  9M 
the  affection  seldom  appears  before  puberty,  as  lupus  vulgaris  almost  invariably  does.   I 
is  only  when  the  lesions  peculiar  to  lupus  vulgaris  are  masked  by  oedematous  swelling  tba 
the  two  affections  can  be  confused  ;   but  if  the  skin  at  the  spreading  edge  be  stretchec 
small  amber-coloured  nodules  can  usually  be  seen. 

In  rodent  ulcer  there  is  usually  but  one  lesion,  which  runs  a  much  more  sluggish  cour 
than  the  noduJes  of  lupus  vulgaris  *,  iVve  u\eeT  Yvqa  ^tl  uvdurated  border  and  a  firm  bas 
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and  penetrates  deeply  into  the  tissues  ;  and  the  disease  is  essentially  one  of  later  life  (see 
Ulceration  of  the  Face  (p.  735).  Epithelioma,  again,  is  a  disease  of  later  life.  The 
hard,  everted  edge  of  the  growth,  the  foul  base,  frequently  roughened  with  warty  forma- 
tions or  sprouting  with  cauliflower-like  excrescences,  the  implication  of  neighbouring  glands 
(which  very  occasionally,  however,  occurs  in  lupus),  and  the  secondary  deposits,  form 
quite  a  different  clinical  picture  from  that  of  lupus  vulgaris. 

In  one  form  of  scroftdodermia  nodules  develop  under  the  skin,  and  an  ulcer  is  formed 
which  is  bordered  by  dark  bluish,  thin,  undermined  skin  that  has  too  little  vitality  to  allow 
of  repair  ;  there  is  no  infiltration  as  in  lupus  vulgaris,  the  nodules  do  not  present  the  apple- 
jelly  aspect,  and  other  evidences  of  the  disease  will  be  found  on  the  neck  or  elsewhere,  in 
the  form  of  enlarged  glands  or  scars.  As,  however,  the  two  conditions  frequently  co-exist, 
and  the  treatment  is  virtually  the  same,  diagnosis  between  the  two  is  of  little  practical 
importance. 

In  the  diagnosis  from  '  lupoid '  tertiary  syphilis,  again,  the  apple-jelly  nodule  of  lupus 
vulgaris  plays  the  chief  part.  The  syphilitic  process,  further,  is  much  more  rapid,  nor  is 
acquired  syphilis  generally  a  disease  of  early  life.  The  nodules  and  ulcers  of  late  syphilis — 
neoplasms  that  grow  by  infiltration  of  the  surrounding  parts  and  often  break  down  into 
ulcers  which  are  prone  to  become  serpiginous,  and  show  little  or  no  tendency  to  spontaneous 
cure — have  in  turn  to  be  differentiated  from  other  conditions.  They  may  be  mistaken 
for  abscess,  but  if  opened  they  give  issue  not  to  pus  but  to  a  gummy  liquid.  If  the  ulcer 
into  which  the  gumma  breaks  down  be  on  the  leg,  it  may  resemble  callous  ulcer,  but  its 
obduracy  to  ordinary  treatment  and  its  response  to  the  iodides  will  reveal  its  true  nature. 
Wassermann*s  serum  test  will  probably  be  positive.  From  syphilitic  ulcer  rodent  ulcer 
differs  in  its  hard  edge,  and  red,  shining,  dry  floor,  as  well  as  in  its  favourite  situations  ; 
from  epithelioma,  in  that  a  process  of  new  growth  has  preceded  the  ulceration  ;  from 
scrofulodermia,  in  the  undermined  border  of  the  ulcers  and  the  slow  rate  of  the  process. 

In  yaws,  as  in  syphilis,  the  nodule  is  the  most  characteristic  lesion  of  the  tertiary  stage. 
It  arises  in  the  subcutaneous  tissue,  and  generally  leads  to  the  formation  of  superficial 
ulcers  which  spread  serpiginously,  like  the  ulcers  of  tertiary  syphilis.  New  nodules  fre- 
quently appear  in  the  neighbourhood  of  the  older  ones,  and  masses  resembling  syphilitic 
gummata  may  form  and  break  down  into  ulcers.  These  late  ulcers  mostly  appear  on  the 
lower  part  of  the  leg,  especially  around  the  ankle,  but  they  are  not  uncommon  about  the 
lips,  and  indeed  may  occur  in  any  part  of  the  body.  The  clavicle,  sternum,  ulna,  tibia, 
and  the  metacarpal  and  metatarsal  bones,  are  often  the  sites  of  nodules  which  may 
occasion  permanent  thickening,  or  break  down  and  cause  ulcers.  Between  yaws  and 
syphilis  there  are  obvious  resemblances  in  the  tertiary  stage,  but  there  are  marked  differ- 
ences in  the  primary  and  secondary  stages.  In  yaws  the  inoculation  lesion  is  not  indurated, 
there  is  seldom  distinct  glandular  enlargement,  the  mucous  membrane  lesions  of  syphilis 
are  absent,  and  the  most  characteristic  lesion,  which  appears  in  the  secondary  period,  is 
the  framboesial  granulomatous  excrescence  known  as  the  yaw  (see  Scabs,  p.  601).  In 
yaws,  the  exanthem,  the  alopecia,  the  iritis,  the  affection  of  the  permanent  teeth,  the  bone 
lesions,  the  polymorphism,  the  nerve  lesions,  and  the  gummata  of  syphilis  are  wanting. 
Yaws  is  never  hereditary  nor  congenital  ;  yaws  and  syphilis  confer  no  immunity  against 
each  other,  and  yaws  may  die  out  in  a  community  while  syphilis  remains,  or  it  may  be 
universal  in  a  community  where  syphilis  is  unknown.  The  minute  histology  of  the  lesions 
of  the  two  diseases  also  furnishes  important  differences. 

From  tuberculosis  yaws  differs  (apart  from  the  tubercle  bacillus)  in  the  absence  of 
the  characteristic  tuberculous  architecture  with  its  giant-cells  and  daughter  plasma-cells, 
more  marked  disintegration  of  the  fibrous  stroma,  and  complete  disappearance  of  the  blood- 
vessels. 

In  leprosy  the  nodule  (Fig,  173)  marks  one  of  the  three  types  of  that  affection,  the 
others  being  nerve  or  anaesthetic  leprosy,  and  mixed  or  complete  leprosy.  In  nodular 
(or  tubercular)  leprosy  the  macules,  which  are  always  the  primary  lesion,  are  transformed 
into  nodules  by  sudden  increase  of  inflammatory  infiltration.  When  fully  developed  they 
vary  in  size  from  a  small  shot  to  a  filbert,  or  larger,  are  round  or  oval,  but  raised  consider- 
ably above  the  level  of  the  skin.  They  may  mimic  lupous  nodules,  syphilitic  papules, 
rosacea,  er^'thema  nodosum,  or  sycosis.  Sometimes  telangiectases  may  be  observed  on 
their  surface.     They  are  elastic  to  the  touch,  are  at  first  sometimes  hyperiesthetic,  but 
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later  very  frequently  become  temporarily  or  permanently  anesthetic.  Nodules  on  the 
mucous  membranes  are  red  or  grey,  and  may  resemble  syphilitic  lesions.  Both  on  ska  . 
and  on  mucous  membrane  they  tend  to  break  down,  but  in  exceptional  cases  they  eitbcr 
undergo  cicatricial  shrinking  or  reach  the  ulceration  stage  by  way  of  suppuration.  Tic 
differential  diagnosis  of  leprosy  in  the  macular  stage  is  given  under  Macltss  (p.  3S1). 
In  the  later  stages  the  identiRcation  of  the  disease  seldom  presents  difDculty.  The  nodoJei 
of  leprosy  may  resemble  those  of  lupus  vulgaris  and  the  tubercular  syphilide,  but  the 
lupous  and  syphilitic  eruptions  are  both  of  limited  extent,  and  there  is  no  aniesthesia.  The 
syphilide  also  is  serpiginous,  or  occurs  in  crescentic  groups.  Wassermann's  serum  tet 
may  be  positive  in  leprosy  without  syphilis,  and  therefore  cannot  be  relied  on  in  diflw- 
entiating  the  two.  In  the  early  stages  of  nodular  leprosy  the  lesions  may  strong 
resemble  those  ot  erythema  nodosum,  ami,  as  in  that  affection,  there  may  be  pains  atmt 
the  joints  ;  but  if  the  case  be  one  of  erythema  nodosum  the  nodules  will  disappear  wiihia 

a  fortnight,  though  successi^-e  nop 
may  arise  for  three  or  four  w«b 
longer.  Preceded  and  accompgnid 
by  pains  about  the  joints,  by  py- 
rexia and  other  symptoms  nf  cm- 
stitutional  disturbance.  ovalnodulM, 
ranging  in  size  from  a  M'alnuttoi 
hen's  egg,  api>ear  on  the  legs  and 
feet  and,  less  frequently,  elsewhm. 
They  are  most  common  between  the 
knees  and  ankles,  next  between  the 
wrists  and  elbows.  In  colour  tbef 
are  at  first  bright  red.  but  soM 
become  bluish  in  the  centre  and 
purple  at  the  peripliery,  exhil)itiiig 
as  they  subside  the  changes  of  tint  '. 
presented  by  a  bruise.  Erjlheiu 
nodosum  is  an  affection  of  adol- 
escence, and  girls  are  attacked  by 
it  twice  as  often  as  l>o>-s.  There  it 
nearly  always  considerable  pyrem, 
and  acute  osteomyelitis  ot  the  tibii 
may  be  suspected  if  it  is  not  wmtn- 
bered  that  erythema  nodosum  is 
nearly  always  bilateral,  which  osIm- 
myelitis  seldom  is.  There  is  never 
ulceration,  and  this,  with  the  paim 
and  swellings  about  the  joints,  dis- 
tinguishes it  from  syphilitic  nodules. 
The  same  features  distinguish  it  tifo 

rig.   173.— V  lypiilil  cii«  dt  roUukr  Iri.iwv  in  a  NomtcinP  ^™'"    *"    "y**"""     "f    ^'    ^'-    *** 

(tioma  phitoyraiih  hy  In.  Annual  //Diij.-n.)  result  apparently  of  excessive  Htami- 

ing,  to  which  young  girls  are  sofM' 
times  subject,  and  from  the  node-like  swellings  which  sometimes  occur  in  the  legs  ot 
women  suffering  from  varicose  veins. 

The  absence  of  ulceration  and  the  presence  of  joint-pains  are  points  which  diireim- 
tiate  erythema  nodosum  from  erythema  iiidiiralum  scro/ulosorum  (Bazin's  disease).  H«t 
the  noilules,  which  occur  chiefly  on  the  legs,  arc  at  first  subcutaneous,  and  can  only  be 
felt,  not  seen.  They  are  generally  discrete,  but  may  become  fused  together  into  a  wW. 
infiltrated  ma.ss,  and  are  opt  to  break  down  into  irregular  ulcers.  They  differ  from  lb* 
nodules  of  erythema  nodosum  not  only  in  the  features  already  noted,  but  also  in  colour, 
being  violet  instead  of  bright  red,  and  not  imdcrguing  successive  bruise-like  changes  "' 
tint.  From  giimmata  they  differ  in  being  less  painful  and  in  running  a  less  rapid  count. 
as  well  as  in  being  more  numerous,  and  in  attacking  both  legs.  The  only  eftect  of  anli- 
sypiiilitic  treatment  is  to  aggravate  the  condition.     The  nodules  of  erythema  ktraloA* 
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differ  from  thos^  both  of  erythema  nodosum  and  of  erythema  induratum  scrofulosorum 
in  that  they  appear  only  on  the  back  of  the  finger-joints,  while  on  the  palms  and  soles  there 
is  overgrowth  of  the  homy  tissue,  accompanied  by  oedema  and  tenderness. 

The  condition  which  Boeck  designated  multiple  benign  sarcoid,  or  miliary  benign  lupoid, 
presents  some  resemblance  to  lupus  and  sarcoma.  The  nodules,  at  first  rose-coloured, 
afterwards  become  livid,  then  brownish.  In  size  they  vary  from  a  millet  seed  to  a  large 
bean.  The  favourite  sites  of  the  eruption,  which  is  always  symmetrical,  are  the  face, 
shoulders,  wrists,  and  the  extensor  surfaces  of  the  upper  limbs  ;  but  exceptionally  the 
scalp,  the  back,  and  the  lower  limbs  are  attacked.  Occasionally  the  lymphatic  glands 
are  enlarged.  The  nodules  never  break  down,  but  after  a  period,  it  may  be  of  several 
years,  shrink  and  disappear,  leaving  a  slight  atrophic  scar.  The  affection,  which  often 
accompanies  visceral  tuberculosis,  is  distinguishable  both  from  sarcoma  and  from  lupus 
vulgaris  by  histological  examination,  as  well  as  by  the  course  it  runs.  From  the  latter 
affection  it  is  distinguished  also  by  the  negative  reaction  in  inoculation  experiments. 

The  subcutaneous  nodules  of  acute  rheumatism  generally  occur  over  the  sheaths  of 
tendons  and  the  fascia  covering  bony  prominences,  around  joints,  and  on  the  scalp.  They 
may  be  as  small  as  a  pin's  head  or  as  large  as  a  bean.  Within  limits  they  can  be  made 
to  glide  on  the  underlying  tendon-sheath  or  fascia.  They  are  sometimes  met  with  in  adults 
whose  hearts  have  not  been  damaged  by  the  toxaemia,  but  much  more  frequently  in  chil- 
dren with  distinct  valvular  lesions,  and  according  to  some  authorities  they  are  analogous 
to,  if  not  identical  with,  the  nodules  that  have  been  found  post  mortem  on  the  borders  of 
the  mitral  curtain  and  in  the  myocardium.  The  coincidence  of  nodules  such  as  these  with 
rheumatic  fever  can  leave  no  doubt  as  to  their  true  nature.  Heberden's  nodes  (Fig.  155, 
p.  343),  the  little  knobs  on  the  finger-joints  which  are  caused  by  osteophytic  outgrowths 
from  the  bases  of  the  distal  phalanges  in  certain  elderly  persons,  are  unmistakeable,  and 
the  same  applies  to  the  nodular  pads  which  sometimes  develop  on  the  backs  of  the  knuckles 
(Fig,  160,  p.  347).  Multiple  subcutaneous  cysticerci  are  a  rarity  the  diagnosis  of  which 
may  be  suggested  by  the  eosinophilia,  but  can  only  be  clinched  by  excision  and  micro- 
scopical examination  of  one  of  the  nodules.  Malcolm  Morris, 

NOISES  IN  THE  EARS.— (See  Tinnitus,  p.  722.) 

NOISES  IN  THE  HEAD  are  complained  of  by  two  entirely  different  classes  of 
patient:  namely,  (1)  The  insane,  and  (2)  The  sane. 

1.  The  Insane. — In  these  cases  the  noises  niav  be  of  indistinct  or  indetenninate 
nature,  but  more  often,  in  addition  to  mere  noises,  buzzings,  singings,  roarin<?s,  hootings, 
there  are  more  definite  subjective  auditory  sensations,  which  as  a  rule  take  the  form  of 
voices.  Thev  then  constitute  a  varietv  of  either  hallucination  or  delusion- -the  former 
if  there  is  some  organic  mischief  at  the  bottom  of  sounds  which  are  niisinterpreted, 
the  latter  if  the  voices  are  pure  fancy.  In  either  case  the  hearing  of  the  voices  needs 
to  be  persistent  to  constitute  evidence  of  insanity,  for  most  normal  persons  have 
transitor\'  subjective  sensations  of  having  been  spoken  to  when  they  are  (jiiite  alone. 
If,  however,  the  patient  persistently  hears  voices  when  there  are  none,  otlier  evidence  of 
insanity  should  be  looked  for,  though  it  often  takes  an  expert  psyeholoi^ist  to  detect  the 
nature  of  the  mental  malady.  The  voices  may  apf)ear  to  the  patient  to  be  definitely  within 
his  own  head  ;  on  the  other  hand,  they  often  appear  to  be  external  voices,  sometimes 
strange  to  the  patient,  sometimes  familiar  ;  attributed  perhaps  to  a  non-living  person, 
a  dead  wife,  or  God,  or  Christ ;  |;erhaps  to  a  living  person  who  is  far  away  -a  straying 
daughter,  an  old  friend,  a  loving  mother.  The  voices  may  say  different  things  at  different 
times,  or  they  may  constantly  reiterate  the  same  sentence  :  in  the  worst  eases  they  urge 
the  patient  to  this  or  that  particular  action,  especially  suicide  or  homicide.  When 
they  have  reached  this  degree  there  can  be  little  doubt  as  to  their  indicating  insanity. 
They  do  not,  however,  belong  to  any  one  type  of  insiinity  in  particular  ;  they  may  occur  in 
melancholia,  accusing  the  patient  of  having  conunitted  the  unpardonable  sin  and  urging 
him  to  suicide  ;  or  in  mania,  urging  to  homicide  for  some  supposed  wrong  :  or  in  general 
paralysis  of  the  insane  ;  or  in  either  the  melancholic  or  maniacal  phase  of  folic  circulaire. 
The  chief  dilliculty  in  diagnosis  arises  in  the  early  stages,  or  when  a  patient  hears  diffused 
sounds  of  subjective  origin,   due   perhaps  to  organic  causes,  but  feared    by    the    patient 
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y  of  the  conditions  mentioned  in  either  of  the  main  groups  above  may  be  associated 
th  vertigo,  so  that  the  latter  is  not  so  useful  a  symptom  in  the  differential  diagnosis  as 
ght  be  supposed.  Upon  the  whole,  however,  it  is  true  that  vertigo  is  to  be  expected 
we  with  either  local  ear  conditions  or  with  arteriosclerosis  than  with  any  of  the  others, 
that  in  a  case  in  which  vertigo  is  prominent  but  the  blood-pressure  is  not  raised,  the 
cobability  of  some  local  affection  of  the  outer,  middle,  or  internal  ear,  especially  perhaps 
\  the  semi-auricular  canals,  will  be  considerable. 

The  Wassermann  reaction  should  be  tested  in  all  cases  in  which  there  is  any  hesitation 
II  the  diagnosis  ;  if  it  is  positive  a  syphilitic  cause  will  be  likely,  and  it  is  surprising  how 
ntny  nerve  symptoms  of  obscure  origin  are  really  syphilitic.  Incidentally,  in  regard  to 
thiB,  though  it  has  no  connection  with  the  present  subject,  it  is  noteworthy  that  quite  a 
BonsideTable  proportion  of  cases  of  apparently  simple  sciatica  have  been  shown  to  be  due 
tD  syphilis  in  this  way. 

The  great  majority  of  patients  who  complain  of  noises  in  the  head  are  adults,  and 
nostofthem  are  past  middle  age.    The  symptom  is  quite  uncommon  in  children. 

Herbert  French. 

NOSE,  BLEEDING  FROM.— <See  Kpistaxis,  p.  220.) 

NOSE,  DISCHARGE  FROM — (See  Discharge,  Nasal,  p.  178.) 

NOSE,  REGURGITATION  OF  FOOD  THROUGH. -(See  Regirgitation  of  Food 

THROIGH  THE  XOSE,  p.    588.) 

NUMBNESS  OF  THE  FINGERS.— (See  Sensation,  Abnormalities  of,  p.  604.) 

NYCTALOPIA.— (See  Vision,  Defects  of,  p.  763.) 

NYSTAGMUS. — Several  varieties  of  associated  tremor  of  the  two  eyes  are  comprised 
onder  the  term  nystagmus.  These  are:  (1)  Searching  movements  ;  (2)  Pseudo-nystagmus; 
*nd  (3)  Nystagmus  proper. 

1.  Wide  purposeful  and  slow  movements  of  the  eyes  in  all  directions  are  usually  seen 
*"  people  who  are  born  blind  or  have  lost  the  power  of  fixation  as  the  result  of  some  obstruc- 
tion of  the  retina  or  choroid  at  the  yellow  spot.  The  eyes  appear  to  be  seeking  for  some- 
thing hut  never  rest  on  any  definite  object. 

2.  Pseudo-nystagmus,  which  is  commonly  confused  with  true  nystagnuis,  is  the  term 
applied  to  rapid  jerking  movements  of  the  eyes  when  they  are  carried  to  the  extremity  of 
*n  excursion  in  any  direction.  The  eyes,  instead  of  remaining  fixed  on  the  object,  rapidly 
"^^^e  from  their  position  and  return  to  it  at  the  rate  of  four  or  five  oscillations  a  second. 
This  condition  is  a  characteristic  symptom  in  Friedreich's  or  liereditary  atary,  and  is  also  met 
^th  in  40  or  50  per  cent  of  cases  of  disseminated  sclerosis  and  in  many  cases  of  cerebellar 
tumour.    For  the  differential  diagnosis  of  these  conditions  see  Paraplegia,  p.  510. 

3.  Nystagmus  proper  is  the  term  applied  to  the  condition  in  which  the  eyes  make 
■^'d  regular  oscillations  about  a  fixed  point,  not  only  at  the  extremity  of  an  excursion, 
^^'t  when  the  eyes  are  otherwise  at  rest,  and  looking  directly  forward.  The  oscillations 
^y  be  in  the  vertical  or  the  horizontal  meridian,  or  may  in  some  cases  exhibit  a  rotatory 
^^.  The  condition  is  usually  bilateral,  though  it  is  occasionally  met  with  affecting  one 
ye  only,  and  in  some  rare  cases  the  character  of  the  nystagmus  may  differ  in  the  two  eyes. 

True  nystagmus  is  caused  by  : — 

(a).  Conditions  causing  defective  vision  in  the  early  months  of  life.  As  a  result  of  such 
ffeetions,  the  macular  region  is  not  differentiated  from  the  surrounding  portions  of  the 
tina  as  is  the  usual  course  in  the  early  months  of  infant  life,  and  power  of  fixation  is  never 
quired.  Conditions  which  may  thus  cause  nystagmus  are  ophthalmia  of  the  new-bom, 
ngenital  cataract,  colour  blindness,  albinism,  and  certain  crises  in  which  there  is  an 
usual  distribution  of  the  retinal  pigment.  The  diagnosis  of  these  various  conditions 
[)ends  on  an  accurate  examination  of  the  eye. 

(6).  Conditions  developing  in  later  life  due  to  constant  strain  from  peculiar  occupa- 
ns,  as  for  example  miners^  nystagmus,  in  which  it  is  probably  caused  by  continued  work 
a  dim  light,  where  the  central  vision  necessary  for  steady  fixation  is  comparatively 
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ineffective,  and  in  which  it  is  associated  with  other  symptoms  of  Tailure  ot  the  central 
nervous  system.     As  a  rule  it  improves  on  the  cessation  or  the  occupation  which  cauE 
(c).  Aural  irritation,  in  which  it  is  usually  associated  with  vertigo, 
(rf).  Nystagmus  may  also  occur  in  about  12  percent  of  all  cases  of  rfiMeniinnfedsr/rrcwu. 
(e).  In  certain  cases  of  cerebellar  tumours  it  is  a  marked  symptom ;  and  it  niay  o 
if).  In  %'arioua  rare  conditions,  after  traumatism  or  poisoning,  and  possibly  syringo- 
myelin.  /;,  /„  Eaaon. 

OBESITY  implies  an  excessive  accumulat    n     f  fatt    t  ssue  in  the  body.     It  i: 
necessarily  pathological,  but  even  in  otherwise  h  ullh     \ic    ons  obesity  ultimately  in 
modes  them,  and  is  very  liable  to  lead  to  card  a        n  pt  m     luc  to  fatty  changes  in  and 
around  the  heart.    The  following  are  some  of   1       I     f    au  es  — 

Heredity  I  Ovnriiin   insulTicieiiey 

t'ontinued  over-eating  |  Hypntliyruiilism 

Cunlinued  drinking  of  malt  Mquors  |  Myinpituitarism 

Too  little  exercise  .  C'Frel)ellHr  tumour 

A  prc-dlycosiiric  state  Hyjiernephmnui 

(.'hronie  luirenclivmatous  nepliritiH  '  Aiiiposis  dolorosa    c r  r    ,-^„„„  >      ,■ 

Testicular  Mtoplly  ot  «d.io.,  !  UlUmc  ll|»m,.l„,i>      ,    "•"■in, .  ,l„™c. 

The  majority  of  the  above  need  little  discussion.     Families  in  which  all  the  members 
ten<l  to  run  to  fat  are  familiar  enough  ;    the  individuals  may  weigh  anything  from   IG  to 
80  stone,  without  necessarily  being  ill.     Over-eating,  over-drinking,  and  under-exercising 
are  generally  obvious  if  the  patient's  mode  of  living  is  known      Tlie  pre-glycoiiuric  state 
is  particularly  important  from  the  point  of  view  of  life  iiisurancc  :    when  a  young  man  or 
woman  under  thirty-five  begins  to  nui  to  fat  without  iij>pnrent 
cause,  it   is   clear  that  there  is  an  error  in  his  metabolism  ; 
there  may  be    no    glycosuria   at    this  tinie.   but  in  i|uitc  a 
nuntber  of  these  eases  the  error  of  metabolism  develops  as 
time  goes  on.  imtil  presently  there  is  glycosuria,  and  finally 
t}-pical  diabetes  mcllltus. 


Chronic  parenrhymatmis  nephritis  sometimes  gives  rise  to 
a  large,  pale  person,  wlio  looks,  and  is.  fat  and  I1abb\'.  Part 
of  the  apparent  fatness  may  be  due  to  excess  of  liuid  in  the 
tissues,  but  there  need  be  no  obvious  irdema  with  pitting  on 
pressure.  There  i¥iay  or  may  not  lie  a  history  of  previous 
acute  nephritis — some  ot  these  cases  arise  insidiously  ;    the 

diagnosis  is  not  diHlcult.  .however,  where  remil  tube  casts  ami        ^..    ,-;i_T|,..,^  f.-nsessn«  irt 
an  abundance  of  albumin  arc  found  in  the  urine,  particularly     ii(ierri'in»i'sit>iiiivr''>i'i>'>'*ir:  "iww. 
if  there  is  a  big  heart,  a  prolonged  first  sound  at  the  im|)ulse.     ^ui^L!'«'<7i"iii'!i';'vvlui!ii'«n*'orihi 
a  ringing  aortic  second  sound,  a   high   blood -pressure,  and     ""ei-w- 
[lerhaps  albuminuric  retinitis. 

Testicular  atrophy  or  rj-eJsi'un  as  a  cause  for  undue  fatness  is  best  exemplified  by 
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«unuchs  ;  similar  fat  accumulation  sometimes  occurs  in  less  degree  as  the  result  of  atrophy 
after  bilateral  gonococcal  orchitis  or  epididymitis  ;  it  does  not  follow  tuberculo'js  destruc- 
tion, for  the  patient  then  wastes  instead.  Palpation  of  the  scrotum  may  indicate  the 
diagnosis. 

Oi-arian  insuffieieney  is  probably  a  potent  cause  for  undue  stoutness  in  certain  women, 
but  it  is  difHcult  to  prove  this,  because  many  of  the  patients  suffer  from  hypothyroidism 
at  the  same  time  :    there  is  a  close  inter-relationship  between  the.  thyroid  gland  and  the 
ovaries.     Only  a  small  proportion  of  those  cases  in  which  both  ovaries  have  been  excised 
become  obese  ;   but  when  the  normal  ovarian  activities  are  beginning  to  abate,  especially 
at  and  immediately  after  the  menopause,  it  is  common  for  women  to  become  very  stout. 
They  develop  at  the  same  time  peculiar  nervous  symptoms,  and  it  is  remarkable  how  easily 
both    the    latter    and    the 
obesity  may  be  relieved  by 
relatively    smalt    doses    of 
thyroid  extract ;  such  cases 
may    be     termed    sufferers 
from  l))-pothyroidism,  even 
though  they  may  not  have 
the  typical  signs  of  complete 
my  x(rdema — increasing 
stoutness,  loss  of  strength, 
broad    features,    increasing 
slowness    of    the    intellect, 
broadening  and  thickening 
of    the  fingers  and   hands, 
malar  Rush,  and  falling  out 
<if  liair  and  eyebrows.     The 
best  test  of  the  diagnosis  is 
the  effect  of  administering 
carefully  graduated  doses  of 
thyroid  extract. 

There  are  certain  boys 
and  girls— especially  boys  - 
who  tend  to  become  enor- 
mously fat  long  before  they 
rca<'li  the  a^e  of  piihcrty. 
The  papers  were  full  of  a 
tyj>ical  example  of  this 
malady  a  while  ago — the 
Fat  Boy  of  Peckhani.  This 
nbnormal  development  of 
fat  and  size  is  in  sonic  cases 
associated  with  an  affection 
of  a  suprarenal  capsule  or 
kidney — hypernephronin. 

The  latter  docs  not  always  ^'^'  i"''-— ''^-i-  "'  ii.v-i'"[iiii>  "'iq'>-iwiiit ai-, 

cause  this  overgrowth,  how- 
ever, for  in  another  type  of  patient  the  tumour  leads  merely  to  premature  devi'lopinent 
of  the  pubic  hair  and  external  genitalia.  Fi'^s.  ITl-  and  ITS  arc  from  a  girl.  ;i}.'('d  seven, 
who  had  had  thick  pubic  hair  since  she  was  eighteen  months  old.  The  ditiTis  was 
enlarged,  but  there  had  been  no  menstruation.  The  diagnosis  was  eonllrnicil  post  niorlem, 
the  congenital  su|irarenal  tumour  having  produced  secondary  deposits  in  the  liitigs  after 

Heeent  obser\ations  seems  lo  show  that  obesity  may  be  due  to  ajfeclioits  of  the  pUiiilary 
both)  as  well  as  to  those  of  the  suprarenal.  We  are  told  that  wlien  there  is  over-activity 
of  the  anterior  lobe  of  tlic  pituitary,  acromegaly  results  (p.  *J:tT)  ;  and  that  when  there  is 
deflciency  in  either  the  anterior  or  the  posterior  lobe,  the  resultant  error  of  metabolism 
affects  not  so  much  the  bones  as  the  soft  parts  ;   Fig.  1T0  indicates  the  kind  of  patient  that 
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femoral,  or  iliac,  the  case  may  not  be  so  dear.  The  thrombus  in  these  cases  is  often  due 
to  septic  infection,  and  the  common  source  is  sepsis  in  connection  with  the  uterus  following 
parturition — white  leg  ;  or  it  may  arise  in  the  course  of  a  prolonged  febrile  illness  such 
as  typhoid  fever,  or  in  a  case  of  cachexia  resulting  from  malignant  disease  or  other  prolonged 
and  debilitating  malady,  or  from  one  of  the  blood  diseases  such  as  IcukEemia. 

When  none  of  these  causes  is  present  it  is  necessary  to  examine  carerully  to  ascertain 
whether  there  is  any  swelling  pressing  on  and  obstructing  the  veins,  such  as  an  aneurysm 
in  the  popliteal  space  or  a  mass  of  malignant  glands  ;  and  not  only  must  the  whole  limb 
be  examined,  but  also  the  rectum,  vagina,  and  lower  part  of  the  abdomen,  and  the  neck 
and  upper  thorax  in  the  case  of  the  leg  and  arm  respectively.  For  instance,  there  may 
be  a  tumour  springing  from  some  structure  in  the  pelvis  causing  pressure  on  the  iliac  veins  ; 
and  swelling  of  the  arm  might  be  caused  by  an  aneurysm,  subclavian  or  thoracic,  or  by 
a  mediastinal  new  growth,  in  which  case  a;-ray  examination  may  be  of  material  assistance 
in  verifying  the  cause.  The  ccdema  due  to  venous  obstruction  pits  readily  on  pressure, 
hut  where  the  lymphatics  are  blocked  the 
redema  is  much  more  solid  ;  this  may  be  an 
important  diagnostic  point. 

Elephanliasia  due  to  blockage  of  lymphatics 
by  the  parasite  filaria  sanguinis  bominis  is  not 
common  in  Kngland,  though  a  pseudo-elephan- 
tiasis, due  to  long-standing  lymphatic  obstruc- 
tion with  resulting  rougheni:^,  thickening,  and 
ftbrotic  changes  in  the  skin  and  underlying 
tissues,  is  not  uncommon,  and  may  result  from 
long  continuance  of  a  tumour,  or  be  associated 
with  a  badly-united  fracture,  or  follow  some 
operation  in  which  the  lymphatics  have  been 
removed,  e.g.  after  amputation  of  the  breast 
and  axillary  contents  for  carcinoma.  Probably 
the  most  didicult  group  of  all  cases  to  diagnose 
is  that  in  which  there  is  a  thrombus  of  one  of 
the  deep  veins  of  the  leg  without  any  obviou.s 
disease,  and  in  this  event  the  diagnosis  can 
only  be  arrived  at  by  a  process  of  exclusion, 
Milroy's  Disease  IFig.  177)  is  diagnosed  from 
the  family  histon.'  (see  p.  414). 

LigaUire. — It  sometimes  happeiks  that  it 
patient,  generally  a  female,  presents  herself 
with  an  crdcma  of  a  limb  for  which  no  explan- 
ation can  be   offered.      It  has  to  be  borne  in 

mind   that  there  are  some   ncuroti:!  individuals  i'rji.  I!".— Milroj''*  «  Sleimv  aixusn:   a  i-jwor 

who  will  tie  a   ligature  rounil  their  limbs   in         Iwi'm^u  hl^TaevXiMlTIIpuMrimnMi^^ 
order  lo  simulate  disease  or  to  excite  sympathy.         -'''^™T,"I'™"f'"u  iiiIi'!!rnMiuT'''-i!"w'i'-''"i^il'i'" 
and  who   have  even  gone  so  fur  as  to  suffer         Uic  i.iiuiw'ipii  »i"  t.rtmi.  omi  it-M  inni  »,<.■  .n.'iiiihi.- 
amputation.     It  is  often  extremely  dilTicult  to         i«  ^^'aiir^ftiy'iii  iii^™iu!""""' 
delect    the    fraud  ;    but   it  the   possibility   be 

suspected,  the  nurse  in  eliarge  must  be  instniclcil  to  keep  watch,  and  at  iincx|)ceted 
times  to  search  the  patient,  when  a  hand  kerchief  or  ii  piece  of  string  iiuiy  be  founii  (-on- 
Stricting  the  limb.  The  fact  that  the  upper  limit  of  the  (edema  is  sharply  dclincd  slmuld 
awaken  suspicion.  It  may  be  dillicult  to  differentiate  this  from  angioneiirolic  Ttleiiiii 
(Quincke's  rfisensc),  but  the  latter  condition  is,  as  a  rule,  transitorj',  and  affects  different 
parts  of  the  body,  e.g.  the  tongue,  lips,  eyelid,  liarids.  etc.  at  different  times  (J-'ij;.  I7H. 
p.  412)  ;  the  fact  that  the  patient  has  had  previous  al tacks  gcncraily  points  tolhcdiaiinosis. 
and  the  malady  often  occurs  spontaneously  in  several  members  of  the  sume  family. 

Crnrge  K.  (lank. 

<EDEHA,  SYHHETBICAL.— Owing  to  accidents  of  posture  -such,  for  instance,  as 
the  patient  sitting  with  one  leg  to  the  ground  and  the  other  supiHirted  upon  a  chair,  or 
lying  in  bed  turned  well  over  to  one  side,  and  remaining  in  this  asymmetrical  position  for 
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a  long  time — it  is  possible  for  cedema  which  would  really  be  symmetrical  to  appear  asym* 
metrical.  Allowing  for  this  source  of  fallacy,  however,  the  causes  of  symmetrical  lEdema 
are  different  from  those  of  asymmetrical  cedema  (see  above).  One  may  subdivide  cases 
into  three  main  groups,  namely  :  (1)  Those  in  Tchick  the  ctdema  is  universal ;  {'!)  Thase  eases 
of  cedema  in  wkiek  the  smelling  involves  Ihe  face,  neck,  and  arms,  but  not  the  legs  or  the  lower 
half  of  the  trunk  ;  (3)  Those  in  which  Ihe  tedema  affects  Ihe  tegs,  or  the  legs  and  lower  half  of 
the  trunk,  hut  not  tfie  arms,  neck,  or  face. 

Qideina  of  the  legs  is  by  far  the  commonest  type,  and  by  far  the  most  important  point 
in  the  diagnosis  is  to  decide  as  soon  as  possible  whether  this  cedema  is  due  to  Bright's  disease, 
heart  failure,  or  to  some  other  cause.  The  broad  distinction  into  these  groups  is  seldom 
diflicult.  The  urine  should  be  tested  at  onee  ;  if  albumin  be  present,  microscopic  examina- 
tion for  renal  tube-casts  is  essential,  'their  presence  inilicating  renal  mischief,  their  absence 
probably  excluding  it,  unless  the  renal  lesion  is  vchi'  acute,  in  which  case  there  will  be  renal 
epithelial  cells  even  if  there  are  no  tube-casts  ;  if  there  be  no  albumin  in  the  urine,  renal 
inltaniniati<m  as  a  primary  cause  of  cedema  of  the  legs  is  imlikely. 

It  will  l)c  easy  as  a  rule  to  decide  whether  there  is  failure  of  cardiac  compensation  or 
not ;  if  there  is,  the  differentiation  Ifctween  the 
four  main  groups  of  causes  of  heart  failure, 
namely,  primary  valvular,  primary  muscular, 
primarv-  lung  affections,  and  primary  arterial  or 
renal  conditions,  will  be  made  upon  the  lines 
indicated  upon  p.  14. 

Other  causes  for  tedema  of  the  legs  will  be 
suggested  by  other  sj-mptoms  in  the  case  or  by 
the  history,  but  they  cannot  l>e  diagnosed  with 
certainty  until  both  renal  inHammation  and 
heart  failure  have  been  excluded.  It  seems 
worth  white,  however,  to  discuss  in  rather 
greater  detail  each  of  the  main  grou))S  indicated 

Cases  In  wblcb  tbe  <Edema  Is  UnlversaL — 

When  a   patient  has  a  tendency  to  universal 

symmetrical   icdema.  the   great   probability  is 

that  he  is  suffering  from  either  primart/  acute 

nephritiit    or    acute   nephritis   superposed    ujmn 

chronic  nephritis  ;   the  diagnosis  is  indicated  by 

the  occurrenee  of  albumin  with  tube-casts.    The 

<lcgrec  of  wdema  exhibited  in  different  regions 

fi'i.  Uf.  -AiufiDiHimiic  iniHnit  of  (Ik  eyeiidi'  varies  )>artly  by  reason  of  the  looseness  of  the 

piiuiiiaui^  ucuie  iM|i)iniM.  subcutaneous   tissues   in    dilTerent   places,    and 

partly    by    means    of  the    effects   of   gravity. 

Other   things  being   equal,  the    (edema   shows    most  in  the  legs,  lumbar  region  (lumbar 

cushion),  penis,  scrotum,  labia,  eyelids,  and   face,   though   careful  examination   may  show 

that  there  is  sonic  degree  of  cedema  in  every  tissue  from  scalp  to  toes  :   it  is  due  to  the 

influence  of  gravity  that  when  the  patient  is  up  and  about  the  cedema  is  most  marked  in 

the  legs ;  Is  very  marked  in  the  lumbar  cushion  and  the  genital  organs  when  the  patient 

sits  pn>pped  up  in  bed  ;    and  is  most  prominent  in  the  eyelids  when  the  patient  has  been 

lying  horizontally,  as  during  slec;i. 

Other  causes  for  universal  (edema  are  rare,  but  it  nmy  sometimes  be  due  to  a  universal 
condition  of  angioneurotic  cedema  (Fig.  178),  though  this  is  much  more  often  asynmietrical ; 
or  to  overloading  of  the  tissues  with  fluid— for  instance,  as  the  result  of  extressivc  trans- 
fusion or  infusion,  or  in  patients  who  have  been  swilling  beer  day  after  day  until  their  bodies 
tiave  l>ecome  sodden.  Such  cases  })resent  on  api>earanee  highly  suggestive  of  acute 
nephritis,  but  the  absence  of  albumin  from  the  urine,  the  history  of  excessive  drinking  over 
long  periods,  and  the  complete  recoveri'  when  the  drinking  is  stopped,  jxtint  to  tbe  dia- 
gnosis. Ceneraliz(Hl  icdcma.  usually  not  of  extrenie  degree,  is  apt  to  be  complained  of  by 
some  anaemic  girls,  generally  t>etwecn  15  and  20  years  of  age,  often  in  association  with 
gastric  symptoms,  especially  persistent  vomiting  after  food,  and  with  constipation.     These 


CEDEMA,     SYMMETRICAL  418 

cases  have  no  name ;  they  are  chiefly  of  importance  in  that  they  are  very  apt  to  be  dia- 
gnosed as  nephritis,  although  there  is  no  albuminuria  as  a  rule,  and  they  get  well  by  them- 
selves. The  oedema  is  doubtless  toxic,  but  whether  the  causal  toxin  is  intestinal,  or  derived 
from  some  other  source,  no  one  knows.  The  same  applies  to  certain  cases  of  acute  universal 
oedema  in  infancy  or  childhood,  simulating  acute  nephritis,  but  differing  from  the  latter  in 
that  there  is  no  albuminuria  and  spontaneous  recovery  occurs.  Both  types  differ  from 
true  angioneurotic  oedema  in  that  the  condition  is  not  familial  like  the  latter  (p.  411). 
Similar  universal  oedema,  perhaps  toxic  in  origin,  but  unaccompanied  by  any  evidence  of 
nephritis,  follows  severe  gastro-enieritis  in  children,  even  when  no  saline  infusion  has  been 
resorted  to. 

Certain  poisons  may  produce  universal  oedema,  though  rarely  ;  iodide  of  potassium 
has  been  known  to  do  so  to  a  mild  degree  ;  one  of  the  effects  of  snake-bite  also  is  to  produce 
universal  oedema  with  or  without  albuminuria,  though  as  a  rule  the  part  originally  bitten 
is  very  much  more  swollen  than  are  the  other  portions  of  the  body. 

Aspirin  affects  certain  individuals  in  a  curious  way,  producing  urticarial  wheals  and 
universal  swelling,  transient  as  a  rule,  or  lasting  little  more  than  twenty-four  hours  ;  though 
sometimes  so  severe  that  the  whole  face  is  swelled  up  and  bloated  to  such  an  extent  that 
the  patient  is  for  the  time  being  unrecognizable.  The  symptoms  appear  to  depend  here 
upon  personal  idiosyncrasy  to  the  drug. 

Only  in  very  rare  cases  does  heart  failure  produce  oedema  of  the  hands  and  arms  as 
well  as  of  the  legs,  and  when  it  does  so  the  patient  usually  has  been  ill  some  time,  the  dia- 
gnosis has  already  been  made,  and  the  end  is  not  far  off. 

(Edema  of  the  Face,  Neck,  and  Arms,  bat  not  of  the  Legs  or  Lower  Half  of 
the  Trunk,  is  nearly  always  due  to  obstruction  to  the  superior  vena  cava  or  to  the  main 
branches  which  go  to  form  this,  and  the  commonest  cause  of  this  obstruction  are  thoracic 
aneurysm,  mediastinal  new  growths,  or  gumma,  chronic  mediastinal  fibrosis,  and  thrombosis 
spreading  to  the  main  trunk  from,  for  instance,  an  axillary  vein  infected  from  a  whitlow 
or  from  other  sources  of  phlebitis.  When  the  swelling  comes  on  acutely,  as  it  may  in  any 
of  the  above  conditions,  acute  Bright's  disease  may  be  simulated  on  account  of  the  extreme 
puffiness  of  the  eyes  ;  but  further  examination  will  show  a  remarkable  limitation  of  the 
oedema  to  the  head  and  upper  limbs,  whilst  the  urine  will  probably  not  contain  albumin. 
If  the  obstruction  to  the  superior  vena  cava  persist,  there  will  be  evidence  of  collateral 
circulation  in  the  form  of  varicose  veins  upon  the  chest  wall  (see  Veins,  Varicosr 
Thoracic,  p.  750). 

It  only  remains  to  add  that,  instead  of  being  asymmetrical,  inflammatory  lesions  may 
sometimes  produce  almost  symmetrical  oedema  of  the  face  or  neck,  in  which  connection 
one  may  mention  erysipelas,  cellulitis,  anthrax,  angini  Ludovici,  the  differential  diagnosis 
of  which  is  based  upon  the  history,  the  constitutional  symptoms,  the  local  appearances 
of  the  inflammation,  and  the  results  of  bacteriological  examination. 

Similar  symmetrical  swelling  may  be  produced  in  the  hands  or  arms  eitlier  by  angio- 
neurotic oedema  {Fig.  178),  or  by  allied  vasomotor  neuroses,  such  as  Raynaud's  disease. 
Swelling  of  the  eyes  and  face  suggestive  of  oedema  may  sometimes  be  due  to  bouts  of  crying^ 
prolonged  attacks  of  coughing,  as  for  instance  in  whooping-cou^h,  or  as  the  result  of  catarrh 
due  to  a  common  cold,  measles,  or  to  the  effect  of  such  remedies  as  polassinni  iodide  or 
arsenic. 

(Edema  of  the  Legs  and  Lower  Part  of  the  Trunk,  without  any  of  the  Neck  or 
Face,  is  suggestive  of  heart  failure  or  of  nephritis,  and  the  main  points  that  arise  in  the 
differential  diagnosis  have  been  discussed  above.  If  both  these  main  groups  of  causes 
can  be  excluded,  however,  it  is  important  to  remember  how  often  the  lejrs  may  swell  as 
the  result  of  poverty  of  the  blood  in  any  condition  of  anaemia.  This  is  perhaps  seen  best 
of  all  in  cases  of  chlorosis,  for  patients  suffering  from  the  severer  types  of  aniemia,  such 
as  pernicious  anaemia,  lymphatic  or  splenomcdullary  leukccmia,  Jlodgkins  disease,  splenic 
aiucmia,  pseudo-letikcemia  infantum,  are  less  continuously  up  and  about  than  are  many 
cases  of  chlorosis.  The  same  apf)lies  to  the  severe  anwrnia  xvhich  follows  loss  of  blood  from 
haemoptysis,  haematemesis,  post-partum  and  other  haemorrhages  ;  or  to  the  less  acute 
anaemias  that  result  from  parasitic  infections  such  as  Bothriocephalus  latus  or  Ankylostomum 
duodenale.  or  the  effects  of  certain  drugs  ;  or  to  cachectic  conditions  such  as  result  from 
carcinoma,  sarcoma,  syphilis,  tuberculosis,  starvation,  malaria  and  various  other  tropical 
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itally  and  physically.  The  diagnosis  of  myxcedema  will  be  confirmed  if  the  untoward 
kptoms  and  the  abnormal  state  of  the  subcutaneous  tissues  disappear  under  the 
iience  of  thyroid  medication. 

It  is  not  easy  to  include  all  the  possible  causes  of  crdema  in  a  classified  list,  but  the 
lowing  include  those  which  have  been  discussed  above  : — 


1.  Universal  ffidMna. 

Primary  acute  nephritis 

Acute  nephritis  as  an  exacerbation  of  chronic 

nephritis 
Angioneurosis 

»ve  transfusion  or  inftision 


Soddening  from^^eer  drinking 

Toxins  (?  int^inal)  in  girls  and  children 

Iodide  of  j^assium 

Snake- bite 

Heart  failure. 


2.  lEdema  of  Face,  Neek,  and  Arms,  bat  not  of  Legs. 


Obstruction  to  the  superior 
vena  cava  bv  : 
Thoracic  aneur\'sm 
Mediastinal  new  growth 
Mciliastinal  gumma 
Me<liastinal  fibrosis 
Thrombosis 


Erysipelas 

Cellulitis 

Anthrax 

Angina  Ludovici 

Raynaud^s  disease 

Angioneurosis 

Crying 


Coughing 

Measles 

Common  cold 

Ptomaine  poisoning,  shell- 

fisli  variety 
Arsenic 
Aspirin. 


3.  lEdema  of  the  Legs,  withoot  any  of  the  Neck  or  Face. 


Heart  failure  secondary  to  : 
Valvular  disease 
Mvocardial  affections 
Chronic  lung  affections 
Renal  or  arterial  affections 

Bright's  disease 

Chlorosis 

Pernicious  ansemia 

Lymphatic  leuksemia 

Splenomedu]lar\'  leukaemia 

Uodgkin^s  disease  * 

Splenic  anaemia 

Pseudo-Ieuko'mia  infantum 


Anxmia    following    excessive 

blood  loss 
Parasitic  affections,  especially 

Bothriocephalus  latus 

Ankylostomiim  duodenale 
Cachectic  states  due  to  : 

Carcinoma 

Sarcoma 

Syphilis 

Tuberculosis 

Starvation 

Malaria 

Tropical  affections 


Inferior  vena  cava  obstruction 
bv  : 

Thrombosis 

New  growths 

Ascites 
Convalescence 
Old  age 

Havnaiid*s  disease 
Angioneurosis 
Beri-bcri 
Milroy*s     disease     (hereditary 

tropha.*dema) 
Mvxcedema. 

^  

Herbert  French. 


OUGOCYTHiGMIA.— (See  An.cmia,  p.  20.) 


OLIGURIA.— (See  Anuria,  p.  39.) 

OmTllALMOPLEGIA. — (See  Strabismus,  p.  649 ;  Pupil,  Abnormalities  of 
B£,  p.  551  ;    and  Diplopia,  p.   174.) 

OPHTHALMOSCOPIC  APPEARANCES,  NOTES  OK— (Plates  XIX  and  A'A .) 

Fig.  a. — ^A  Physiological  Cup  may  vary  in  size,  but  usually  occupies  the  centre  of 
le  disc.  The  retinal  vessels  dip  over  the  edge,  which  is  usually  steeper  on  the  nasal  side, 
le  temporal  slope  being  more  gradual.  At  the  bottom  of  the  cup  is  seen  the  lamina 
ribrosa,  which  is  mottled  by  the  openings  through  whicli  the  retinal  nerve  fibres  pass. 

A  physiological  cup  is  distinguished  from  that  caused  by  glaucoma  (Fig.  v)  by  the 
let  that  it  occupies  only  the  centre  and  not  the  whole  of  the  disc. 

Fig,  b, — Congenital  Crescents  are  common,  and  usually  situated  at  the  lower  part 
f  the  disc,  in  contrast  to  myopic  crescents  (Figs,  h  and  t),  which  are  seen  on  the  outer 
ide.  They  are  probably  due  to  an  uneven  distribution  of  connective  tissue  in  the  lamina 
ribrosa,  and  are  often  associated  with  hypermetropia. 

Fig.  c. — ^Pigmented  Crescent  In  Disc  Margin. — The  disc  margin  is  always  more 
r  less  pigmented,  the  amount  varying  from  a  small  crescent  to  a  complete  ring.  The 
igment  has  no  pathological  significance. 

Fig.  d. — Coloboma  of  the  Choroid  is  a  congenital  deficiency,  and  it  may  be 
■cognized  by  its  situation  below  the  disc,  the  small  amount  of  pigment  at  the  edge  of  the 
bite  area,  and  the  presence  of  healthy  retinal  vessels  on  its  surface.  It  may  be  associated 
ith  other  congenital  abnormalities,  such  as  coloboma  of  the  iris,  optic  disc,  or  lens. 
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Figs,  f,  f. — Opaque  Nerve  Fibres  exist  normally  in  the  retime 
e.g.,  the  mbbit.  The  condition  is  due  to  the  persiRtence  of  the  medui 
the  retinal  fibres,  the  Khcath  bcinn  lost  usually  at  the  passage  of  the 
the  lamina  cribrosa.  The  condition  may  be  recognized  by  the  brill 
the  ncr\-e  llbres,  tlie  striated  ajiiiearancc  of  the  white  patch,  and  the 
vessels  arc  niDrc  or  less  eiiibediled  among  the  nerve  fibres. 

Fig.  g. — Advanced  SyphtUUc  Choroiditis. — In  advanced  choroi 
tory  process  has  endctl  in  tbc  total  destruction  of  the  choroid  in  pal 
places  have  joinwl  to  disclose  liirRe  bare  areas  of  sclerotic.  There 
pigment,  iiKuaily  siirronnding  the  white  areas,  the  pigment  being  chic 
clioroiil.  The  retinal  ])igniciit  is  also  increased  in  the  great  majority 
is  rendered  extremely  defective.  Macular  choroiditis  is  degenerati\'e 
not  usually  a]ii>cnr  till  rnid<)lc  life.  It  probably  commcn<!cs  in  the  fom 
rhagcs,  which  lca<l  to  destruction  and  fibrosis  of  the  retina. 

Figs,  h,  I. — Tbe  Myopic  Crescent  is  usually  found  on  the  outer 
may  vary  in  size  and  extent  from  a  thin  crescent  to  a  large  atrophic  i 
whole  disc  (txisteriur  staphyloma),  l.'sually,  the  size  of  the  crescent  va 
of  the  myopia  and  )neriits<.-s  with  age. 

Figs,  k,  I. — Recent  Optic  NeurltiB  is  characterized  by  the  swel 
the  blurring  of  its  outline  by  retinal  cedema.  The  retina  is  greyish  an 
ance,  owing  to  trdcma  between  the  retinal  nen'c  Hbres.  and  the  veins  a 
and  tortuous.  Flamc-Nhaj>ed  haemorrhages  are  also  seen  on  the  disc  an 
retina,  and  lumiercuis  sniall  retinal  vessels  on  the  disc,  usually  invia 
and  apparent.  In  tbe  later  stages  of  the  neuritis  the  hemorrhages 
tlie  whole  disc  licconie  greyer  and  paler,  the  condition  ultimately  t 
neuritic  ntriiphy  tFig.  I).  The  outline  of  the  disc  is  entirely  lost, 
the  disc  may  be  so  swollen  as  to  resenible  a  small  mushroom  in  aha 
of  white  patches  may  also  be  seen  in  the  macular  region,  resembling 
{Fig».  p.  g.  T.). 

Figs,  m,  n. — Primary  Optic  Atrophr  {Fig-  »)  is  characterized 
disc,  white  or  bluish-white,  sharply  <lerined  lamioa  cribrosa,  well-marli 
vessels  of  nonual  size.  In  po.il-neiihlic  atrophy  {Fig.  tn)  tbc  disc  is  < 
tissue,  which  fills  up  the  physiological  cup  ;  the  colour  is  greyish-whit 
are  thin  and  tortuous,  and  the  edge  of  the  disc  is  irregular.  In  son 
neuritic  atrophy  or  fibrosis,  following  slight  optic  neuritis,  it  may  be  imp 
the  condition  from  primarj-  atrophy. 

Fig.  Ot — Thrombosis  at  the  Central  BeUnal  Vein. — In  throml 
retinal  vein  the  disc  is  extremely  swollen  and  ocdenuilous.  the  edge 
blurred.  All  the  retinal  veins  are  enormously  dilated  and  tortiuius 
covered  with  flamc-shapc-d  and  petechial  haemorrhages.  The  irdems 
the  obstruction  nr  the  venous  circulation  maj'  be  so  great  that  the  vt 
be  bidden  entirely. 

Figs.  p.  <i.  T. — Albuminuric  Retinitis  is  ehanielerized  by  the 
shaped  hx-morr)iiig<'K  in  the  nervc-flbre  layer  of  the  retina,  and  white 
patches  are  of  two  kinds.  1'hos<-  seirn  in  the  early  stages  of  the  diseaf 
woolly,  scattered  about  the  niacular  region  in  an  irregular  manner, 
exudate  in  the  iicrvc-fibre  layer  of  the  retina.  In  the  later  stages,  si 
may  be  seen  usually  arranged  in  radiating  lines  from  the  macula,  wh 
and  glistening  or  ciialky  while. 

Fig.  «.— Embolism  of  the  Central  Retinal  Artery. — In  embolism  of  the  i 
retinal  artery  the  retina  is  generally  pale  grey  or  white,  owing  to  the  anosmia  c 
on  the  obstnicljoii  of  the  arten,'.  The  macula  itself  l>eing  adherent  to  the  choroid  dsti 
not  share  in  the  general  pallor,  and  appears  as  a  bright  clierry-rcd  spot  in  eontnut.  Ac 
retinal  arteries  are  exin-niciy  sniall.  being  oidy  fine  white  threads  in  places,  and  the  vtin> 
may  be  nearly  empty.     The  optic  disc  is  white,  bhirred,  and  indistinct. 

Fig.  I. — Detachment  of  (be  Retina. — The  iletachcd  portion  of  the  retina  is  sih-er.- 
grey  in  colour,  and  raised  above  the  surrounding  fundus.  In  eases  due  to  serous  exudate, 
the  detached  part  of  the  retina  is  transparent,  arranged  in  billowy  folds,  and  may  float 
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about  on  movement  of  the  eye.     When  the  detachment  is  due  to  growth,  the  retina  is 
usually  smooth  and  opaque.    The  retinal  vessels  are  small,  very  tortuous,  and  dark  in  colour. 

Fig.  V. — Glaaoomatoas  Discs. — The  excavation  of  the  optic  disc  may  be  distinguished 
from  the  physiological  cup  by  the  fact  that  it  affects  the  whole  of  the  disc,  the  edge  often 
being  surrounded  by  an  atrophic  ring.  The  retinal  vessels  bend  sharply  over  the  edge, 
and  may  disappear  from  view  behind  the  overhanging  margin  of  the  disc,  reappearing  on 
the  bottom  of  the  cup.  The  lamina  cribrosa  is  well  marked,  and  the  disc  is  white  and 
atrophic. 

Fig.  w. — ^Tubercles  in  tlie  Clioroid  are  seen  as  ill-defined  circular  masses  varying 
in  size  from  a  pin's  head  to  masses  nearly  the  size  of  the  optic  disc.  They  are  usually 
associated  with  miliary  tuberculosis,  grow  rapidly,  but  rarely  attain  any  great  size  owing 
to  the  death  of  the  patient.  It  is  stated  that  they  occur  most  commonly  in  the  neigh- 
bourhood of  the  disc,  but  this  is  due  to  the  fact  that  only  the  posterior  portion  of  the  fundus 
is  visible  with  the  ophthalmoscope.     Post  mortem  they  are  found  all  over  the  choroid. 

Fig.  X. — Hypermetropic  Astigmatisiii. — In  hypermetropic  astigmatism  the  disc  is 
often  oval  and  ill  defined.  The  physiological  cup  is  absent,  the  disc  red,  and  the  m^gin 
ill  defined.  The  vessels  may  be  tortuous  though  not  dilated,  and  unless  the  error  of 
refraction  is  observed,  the  condition  may  be  mistaken  for  optic  neuritis. 

Herbert  L,  Eason. 

OPISTHOTONOS  is  a  rare  but  characteristic  condition,  in  which  the  muscles  of  the 
neck,  back,  and  legs  are  contracted  rigidly  in  such  a  way  that  the  body  is  over-extended 
in  the  form  of  an  arch,  supported  by  the  occiput  above  and  by  the  heels  below.  This 
position  may  be  maintained  ;  more  often  it  is  assumed  periodically,  with  partial  or  complete 
relaxations  between  the  tetanic  seizures.  Its  chief  cause  is  tetanus^  but  it  may  also  be  due 
to  strychnine  poisoning,  spinal  meningitis,  urcemia,  and  hysteria. 

Tetanus. — ^The  history  will  often  point  to  the  correct  diagnosis.  If  there  has  been  a 
punctured  wound  recently,  and  if  stiffness  of  the  neck  muscles  and  of  the  lower  Jaw  (lock- 
jaw or  trismus)  (p.  729)  has  set  in,  to  be  followed  within  a  day  or  so  by  generalized  rigidity, 
with  severe  paroxysmal  exacerbations,  the  opisthotonos  is  almost  certainly  due  to  tetanus. 
The  fixed  smile — risus  sardonicus — is  common  to  tetanus  and  to  strychnine  poisoning.  An 
attempt  will  be  made  to  obtain  the  drumstick  bacilli  (Plate  XXV II I,  Fig.  T,  p.  614)  from 
the  suspected  wound,  very  often  without  success.  In  some  cases  there  will  be  no  obvious 
wound  or  contusion,  but  although  the  source  of  contagion  will  then  be  obscure,  the  early 
lockjaw  and  the  course  of  the  disease  will  point  to  tetanus. 

Strychnine  poisoning  does  not  give  rise  to  lockjaw,  and  the  paroxysms  of  opisthotonos 
are  separated  by  intervals  of  more  complete  relaxation  than  is  the  case  in  tetanus  ;  there 
may  be  evidence  of  the  source  of  the  poisoning,  either  accidental,  suicidal,  or  homicidal, 
in  the  form  of  a  bottle,  a  hypodermic  syringe  and  needle,  a  packet  of  vermin-destroyer,  or 
something  of  that  kind.  In  some  cases  the  diagnosis  can  only  be  arrived  at  by  analysis, 
either  of  the  gastro-intestinal  contents,  or  of  the  viscera  post  mortem. 

Spinal  meningitis  seldom  causes  difficulty  in  the  diagnosis,  for  it  is  generally  part  of 
acute  cerebrospinal  meningitis,  of  which  the  general  symptoms  and  pyrexia  will  have 
existed  some  days,  if  not  a  week  or  more,  before  opisthotonos  is  likely  to  occur.  Optic 
neuritis  may  be  found,  and  in  some  cases  the  bacteriological  and  cytological  results  of 
lumbar  puncture,  especially  the  discovery  of  the  meningococcus,  may  clinch  the  diagnosis. 

Urcemic  convulsions  are  associated  with  complete  coma,  whereas  in  tetanus  and  in 
strychnine  poisoning  consciousness  is  retained  perfectly  ;  the  convulsions  are  epileptiform 
rather  than  tetanic  ;  there  is  no  persistent  lockjaw  ;  and  the  urine  will  nearly  always 
contain  albumin  and  renal  tube-casts. 

Hysteria  sometimes  takes  a  form  that  may  for  the  moment  be  difficult  to  distinguish 
from  tetanus  or  from  strychnine  poisoning.  Unlike  malingering,  hysterical  contractions 
that  are  even  violent  enough  to  cause  opisthotonos  do  not  always  make  the  patient  perspire, 
nor  do  they  lead  to  fatigue  in  the  way  that  similar  voluntary  efforts  certainly  would.  The 
diagnosis  of  hysteria  is  generally  arrived  at  by  watching  the  case.  Persistent  lockjaw  may 
be  present,  as  in  tetanus  ;  but  whereas  in  strychnine  poisoning  and  in  tetanus  there  is  a 
great  similarity  between  one  exacerbation  and  the  next,  hysterical  convulsions  are  apt  to 
be  polymorphous  ;  the  more  the  w^rithing  and  the  change  of  attitude  and  position,  the 
less  likely  is  the  attack  to  be  organic.     The  mind  remains  perfectly  clear  in  tetanus  and 
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When  orthopnoea  is  due  to  obalruction  to  the  larynx  or  trachea,  the  foct  is  generally 
obvious  on  account  of  other  Bymptoms,  such  as  stridor,  up-and-down  movements  of  the 
larynx  itself,  sucking  in  above  and  below  the  clavicles  and  of  the  lower  intercostal  spaces, 
the  main  difficulty  in  some  of  these  patients  being  to  decide  whether  the  obstruction  is 
sufficiently  near  the  larynx  to  be  relieved  by  tracheotomy,  or  whether  it  is  due  to  mischief 
lower  down  in  the  trachea,  bronchi,  or  bronchioles.     The  nearer  the  obstruction  is  to  the 
larynx  the  greater  will  be  the  spasmodic  up-and'down  movements  of  the  thyroid  cartilage, 
and  the  stridor.     If  the  evidence  is  that  the  obstruction  is  in  the  larynx  itself,  and  if  the 
orthopnoea  and  difficulty  with  respiration  are  extreme,  the  probability  is  that  tracheotomy 
will  be  resorted  to  as  an  urgency  measure,  the  precise  diagnosis  being  determined  later. 
The  history,  or  a  local  examination,  would  serve  to  diagnose  or  exclude  acute  abduelar 
paralysis,  poat-pharyngeal  abaeesa,  foreign  body,  enlarged  thyroid  gland,  malignant  glandt  in 
the  neck,  lymphadenomalous  glands  in  the  neck.     Enlargement  of  the  lliymiu  gland  can 
seldom  be  more  than    conjectured,   or 
diagnosed    by   a    process  of  exclusion, 
imless  there  is  deRnite  dullness  behind 
the   upper  part   of   the  sternum  in   a 
child  under  ten  years  of  age,  together 
perhaps  with  an  x-ray  shadow  of  the 
gland  (Fig.    180).     Aortic  aneurysm  or 
mediastinal  new  growth  obstructing  the 
trachea  will  generally  have  given  rise 
to  other  characteristic  symptoms  at  the 
same  time  ;     particularly  in  the  case  of 
mediastinal  new  growth  to  obstruction 
of  the  innominate  veins  or  the  superior 
vena  cava,  with  varicose  distention  in 
the  superficial  thoracic  veins  by  way  of 
collateral  circulation  (Fig.  B8,  p.  208) 
The  x-rays  niay  be  useful  in  confirming 
the  diagnosis  (Pig.  100,  p.  200). 

In  a  great  many  cases,  particularly 
in  children,  none  of  the  above  will  be 
the  least  likely,  and  if  foreign  body  and 
post-pharyngeal  abscess  have  been  ex- 
cluded by  digital  examination,  the  first 
suspicion  will  be  that  the  patient  is 
suffering  from  laryngeal  diphtheria. 
This  may  be  conflrmed  by  the  presence 
of  a  small  quantity  of  membrane  on 
the  pharynx,  the  uvula,  or  elsewhere. 

..  i_         ..  ,         ■_        1  ■  Fiji.  iSii.'— skiiL^mi  d^iowini;  all  eii|jiri»<l  tlirinm  i:l4i»<J.    No 

though  quite  commonly  when  laryngeal  tiionu'u'  nyminanir  tik  innw  i)iyiniu  wu  .i»uiv«rrai  in  ths 
diphtlieria  Is  extensive  there  is  no  ™l,™gj?  L^ik''  ^'"^  ''""''""""'  ""  '"■>■«""■  "'  'i)'»i'«i"i*  iu 
obvious  exudate  upon  any  of  the  visible  t,  j^hudiw  oi  iii»  Urm  tionnu.    h.  ^ImiI"*-  ni  ii.n  imfi. 

parts  at  the  back  of  the  mouth.     The       "'  '' ''"  ""  "    ""  '  JstSJ^  i,,  jir.  c.  n-rMm  iMi-mi.i 
existence  of  cases  of  diphtheria  in  the 

same  house  or  in  the  neighbourhood  may  point  to  the  diagnosis  ;  but  in  every  case 
swabbings  should  be  obtained  from  as  far  back  in  the  throat  as  possible,  and  examined 
for  Klebs-Loefller  bacilli,  both  in  direct  films  and  by  culture.  Until  laryngeal  diphtheria 
can  be  excluded  by  the  absence  of  Klebs-LoefHcr  bacilli — and  a  single  negative  result  does 
not  necessarily  exclude  the  disease — the  nature  of  the  case  will  probably  remain  in  doubt. 
Aaite  adema  of  the  larynx  is  nearly  always  due  to  some  microbial  infection,  and  therefore 
in  a  sense  it  includes  acute  pneumococcal  or  streptococcal  laryngitis,  the  diagnosis  of 
which  depends  upon  bacteriological  cultivations  from  swabbiugs  from  the  throat.  CEdema 
may  also  be  due  to  similar  infection  of  ulcerated  places  in  the  throat  developing  in  the 
course  of  tuberculous,  syphililie,  malignant,  lupoid,  traumalie.  or  posl-ti/phoidal  laryngeal 
ulceration.  The  previous  history,  with  the  results  of  examination  of  the  lungs,  larynx,  and 
sputum,  will  indicate  the  diagnosis  of  these  various  conditions. 
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OTORRHCEA. — Discharge  from  the  ear  may  result  from  a  variety  of  causes,  some 
trivial,  others  serious.  The  skin  of  the  normal  external  auditory  meatus  contains  numerous 
ceruminous  and  sebaceous  glands,  the  secretion  of  which,  known  as  cerumen  or  wax,  may 
lead  to  trouble  by  forming  a  hard  solid  plug  which  gives  rise  to  deafness,  tinnitus,  and 
vertigo.  Though  not  usually  included  under  the  heading  of  ^  discharge,'  impacted  ceru- 
men may  be  the  cause  of  a  purulent  discharge  from  the  ear. 

When  a  patient  complains  of  an  aural  discharge,  the  colour,  amount,  and  character 
should  be  ascertained.  Any  offensive  odour  should  also  be  noted.  The  discharge  may  be 
purulent,  muco-purulent,  or  serous,  but  occasionally  it  consists  of  blood,  either  alone  or 
mixed  with  one  of  the  above-mentioned  varieties. 

A  discharge  of  blood  from  the  external  auditory  meatus  (otorrhagia)  may  be  the  result 
of  an  injury.    The  following  lesions  may  cause  this  symptom  : — 

Fracture  of  the  base  of  the  skuU,  When  the  line  of  fracture  crosses  the  middle  fossa  it 
traverses  the  petrous  portion  of  the  temporal  bone  and  opens  the  tympanic  cavity,  tearing 
the  tympanic  membrane. 

Injury  to  the  external  auditory  meatus,  usually  at  the  junction  of  the  cartilaginous  and 
osseous  portions,  the  result  of  a  blow  on  the  chin,  the  force  being  transmitted  backwards 
along  the  inferior  maxilla. 

Rupture  of  the  tympanic  membrane,  which  may  occur  as  the  result  of  the  introduction 
of  a  foreign  body  through  the  external  auditory  meatus,  or  after  a  fall  or  blow  on  the  head 
without  any  injury  to  the  base  of  the  skull. 

Bleeding  fronv  the  ear  is  by  no  means  diagnostic  of  fracture  of  the  middle  fossa  ;  in 
most  cases  the  skull  is  not  injured.  Care  must  be  taken  to  make  sure  that  the  blood  has 
not  trickled  into  the  meatus  from  some  small  wound  of  the  scalp  or  external  ear.  If  the 
external  auditory  meatus  has  been  injured,  the  source  of  the  haemorrhage  may  be  dis- 
covered by  mopping  the  blood  away  with  plugs  of  cotton-wool  and  examining  with  a  spe- 
culum. A  tear  in  the  tympanic  membrane  may  be  visible  if  the  haemorrhage  comes  from 
the  tympanum.  If  the  skull  is  fractured,  the  haemorrhage  is  usually  profuse,  while  if  the 
membrane  alone  is  injured  it  is  comparatively  slight.  The  hearing  should  be  tested,  for  if 
the  base  of  the  skull  is  fractured,  injury  of  the  auditory  nerve  is  an  occasional  complication. 

A  variety  of  acute  inflammation  of  the  middle  ear  known  as  acute  hctmorrliagic  otitis  is 
characterized  by  a  discharge  of  blood.  This  trouble  is  usually  associated  with  influenza, 
but  may  also  occur  in  haemophilic  patients.  The  haemorrhage  is  preceded  by  pain,  and  the 
membrane  is  markedly  hyperaemic,  or  may  show  petechial  spots.  A  haemorrhage  or  blood- 
stained purulent  discharge  occurring  in  the  course  of  chronic  suppurative  otitis  media  will 
probably  be  due  to  the  presence  of  polypi  or  of  masses  of  granulations,  A  similar  blood- 
stained discharge  may  be  present  in  malignant  disease  of  the  external  or  middle  ear. 

Very  rarely  erosion  of  the  internal  carotid  artery  may  lead  to  a  severe  fatal  haemorrhage 
from  the  external  auditory  meatus.  The  artery  in  its  course  through  the  carotid  canal  is 
separated  from  the  anterior  part  of  the  tympanic  cavity  by  only  a  thin  plate  of  bone,  which 
may  be  deficient.  Owing  to  chronic  suppuration,  this  portion  of  bone  may  be  destroyed 
and  the  walls  of  the  artery  weakened,  so  that  it  may  give  way  suddenly,  leading  to  a  quickly 
fatal  bleeding  from  the  ear,  nose,  and  mouth.  A  similar  severe  or  fatal  hjrmorrhage  may 
result  from  erosion  of  the  lateral  sinus  from  a  similar  cause. 

Cerebrospinal  flald  may  escape  from  the  external  auditory  meatus  after  a  fracture  of 
the  middle  fossa,  and  its  presence  may  be  regarded  as  diagnostic  of  this  injury.  The  flow 
is  usually  copious,  and  may  last  for  some  days.  Liquor  Cotunnii  may  escape  when  the 
labyrinth  is  injured.  In  appearance  it  resembles  cerebrospinal  fluid,  but  the  amount  is 
very  small.  In  chronic  suppurative  otitis  media  the  discharge  may  be  serous,  and  bear 
some  resemblance  to  cerebrospinal  fluid,  from  which  it  may  have  to  be  distinguished  in 
a  patient  unconscious  as  the  result  of  a  head  injury.  Apart  from  examination  of  the  mem- 
brane through  a  speculum,  this  can  be  effected  by  collecting  some  of  the  fluid  and  testing 
for  albumin,  which  is  present  in  considerable  quantity  in  the  fluid  from  tlie  labyrinth.  A 
serous  septic  discharge  also  contains  much  albumin,  while  cerebrospinal  fluid  has  only  the 
merest  trace. 

Purulent  Discharges. — In  by  far  the  greater  number  of  cases  the  discharge  is 
obviously  purulent,  muco-purulent,  or  sero-purulent.  Such  a  discharge  may  arise  from 
some  lesion  of  the  external  auditory  meatus,   from  disease  of  the   middle  ear,  or  from 
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suppuration    in   some  adjacent   structure,   the  pus  making  its  way  into  the  external  or 
middle  ear,  and  so  draining  from  the  external  auditory  meatus. 

The  following  lesions  of  the  external  auditory  meatus  gives  rise  to  such  a  discharge  :— 

Eczema, — The  discharge  in  this  case  may  be  serous.  The  trouble  may  be  caused  by 
the  irritation  of  a  plug  of  impacted  cerumen,  or  it  may  be  associated  with  eczema  of  the 
auricle  or  of  some  other  region  of  the  body.  It  must  be  remembered  that  eczema  of  the 
external  auditory  meatus  and  of  the  external  ear  may  be  caused  by  a  discharge  of  pus  from 
the  middle  ear,  and  hence,  when  the  external  auditory  meatus  is  eczematous,  ever}-  care 
must  be  taken  to  make  sure  that  chronic  middle-ear  suppuration  is  not  also  present. 

The  presence  of  a  foreign  body,  such  as  a  plug  of  cotton-wool  which  has  been  inserted 
and  forgotten,  or  of  such  foreign  bodies  as  children  occasionally  insert,  may  produce  a 
dermatitis  of  the  meatus  leading  to  a  discharge  of  pus.  This  condition  is  recognized  easily 
on  examination  with  the  speculum. 

Furunculosis, — ^This  not  uncommon  trouble  gives  rise  to  very  acute  pain  and  swelling 
of  the  meatus,  followed  by  a  discharge  of  thick  pus.  A  furuncle  may  usually  be  seen  on 
otoscopic  examination,  and  the  trouble  may  be  diagnosed  from  the  extreme  tenderness 
and  swelling  of  the  meatus,  and  the  presence  of  an  opening  from  which  the  pus  escapes. 

Secondary  Syphilis. — In  this  disease  condylomata  may  occur  in  the  external  meatus. 
The  discharge  is  usually  serous,  and  may  have  a  very  foul  odour.  The  diagnosis  will 
depend  upon  the  presence  of  other  secondary  troubles  or  the  history  of  the  primary'  sore. 
Tertiary  syphilitic  ulceration  may  also  occur  at  the  orifice  of  the  meatus.  Wassennann*s 
reaction  should  be  tested. 

Suppurating  Sebaceous  Cyst, — The  cutaneous  lining  of  the  external  auditory  meatus 
is  well  supplied  with  sebaceous  glands,  which  may  give  rise  to  cysts  ;  these  may  inflame 
and  suppurate.  The  signs,  symptoms,  and  appearances  closely  resemble  those  of  furun- 
culosis. 

Diphtheritic  Inflammation  of  the  ear  is  rare,  but  the  nature  of  the  abundant  swelling 
and  muco-purulent  discharge  to  which  it  gives  rise  may  be  overlooked  entirely  unless  the 
Klebs-Loffler  bacillus  {Plate  XXVIII,  Fig.  L,  p.  614)  is  looked  for  by  cultural  methods. 

Epithelioma  may  occlude  the  external  auditory  meatus.  The  appearance  is  often  so 
characteristic  that  the  diagnosis  presents  no  difficulty  ;  but  it  may  be  simulated  by  chronic 
inflammation  with  granulation  tissue,  by  lupus  of  the  ear,  or  by  rodent  uJcer  ;  the  duration 
of  the  disease  may  assist  in  the  diagnosis,  but  histological  examination  of  a  portion  of  the 
affected  tissue  should  be  resorted  to  in  cases  of  doubt. 

Caries  or  necrosis  of  the  bony  external  auditory  meatus  will  give  rise  to  a  profuse 
purulent  discharge,  associated  with  the  presence  of  polypi  or  of  masses  of  granulations. 

The  diagnosis  of  the  above  causes  of  an  aural  discharge  may  be  easy,  but  on  the  other 
hand  it  may  be  a  difficult  matter  to  make  sure  that  there  is  no  disease  of  the  middle  ear  at 
the  same  time,  for  there  is  likely  to  be  so  much  swelling,  and  probably  tenderness  of  the 
meatus,  that  it  is  impossible  to  get  a  view  of  the  membrane.  It  must  also  be  borne  in 
mind  that  when  there  is  a  discharge  of  pus  from  the  middle  ear  the  lining  membrane  of  the 
canal  is  frequently  swollen,  inflamed,  and  eczematous. 

The  most  frequent  cause  of  a  purulent  discharge  from  the  ear  is  suppurative  otitic 
media,  either  acute  or  chronic.  In  the  former  case,  the  discharge  is  preceded  by  acute 
pain,  usually  paroxysmal,  with  pyrexia  and  more  or  less  severe  constitutional  symptoms- 
The  discharge  usually  consists  of  thick  pus,  and  there  may  be  much  swelling  of  the  meatus 
preventing  a  satisfactory  view  of  the  membrane.  When  this  can  be  seen  it  has  a  charac- 
teristic hypcraimic  and  swollen  appearance,  and  the  perforation  through  which  the  p»i* 
escapes  can  be  made  out. 

A  bacteriological  examination  of  the  discharge  will  often  throw  considerable  light  on 
the  cause  and  also  help  considerably  in  prognosis.     The  most  serious  forms  are  associate 
with  diplococci  and  the  streptococcus  pyogenes.     The  former  include  the  meningocoocU* 
(VVeichselbaum),  the  gonococcus,  micrococcus  catarrhalis,  and  the  Gram-positive  pneum^* 
coccus.     Staphylococcus  pyogenes  albus  and  aureus  are  much  less  virulent  than  the  othe*^ 
and  are  found  in  connection  with  furunculi  as  well  as  with  middle-ear  disease.     The  tuberc^^ 
bacillus  is  often  found  to  be  the  cause  of  otitis  media  and  otorrhoea  in  children.     Deafh^^ 
and  tinnitus  are  also  present,  but  there  is  usually  no  pyrexia,  and  pain  is  remarkably  abser*"*' 
Examination  shows  a  swollen  dull  red  or  pink  membrane,  while  a  perforation,  often  in  t  ^^'** 
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anterior  region  nnay  be  made  out  after  cleansing  the  meatus.  In  this  disease,  rapid  destruc- 
tion of  the  bone  may  also  occur  without  pain. 

In  chronic  suppurative  middle-ear  disease  the  character  and  quantity  of  the  discharge 
vary  enormously,  fh>m  only  a  slight  serous  discharge  to  a  profuse  flow  of  foul  pus.  Fre- 
quently the  amount  and  character  vary  from  time  to  time,  and  occasionally  the  flow  is 
intermittent.  The  presence  of  other  symptoms,  such  as  deafness,  tinnitus,  pain,  and 
vertigo,  must  always  be  inquired  for.  The  membrane  must  be  examined  after  syringing 
out  and  drying  the  meatus.  In  practically  every  case  a  perforation  will  be  found,  though 
occasionally  the  pus  may  make  its  way  along  some  bony  track  which  opens  into  the  ex- 
ternal auditory  meatus.  The  position  of  the  perforation  should  be  ascertained,  whether  it 
is  in  the  membrana  propria  or  in  ShrapnelPs  membrane.  In  the  latter  case  the  suppura- 
tion occurs  chiefly  in  the  attic,  and  the  ossicles  are  likely  to  be  carious.  Generally  speak- 
ing, perforations  in  the  anterior  portion  of  the  membrana  propria  are  of  less  serious  nature 
than  those  in  the  posterior  portion.  The  presence  of  polypi  or  granulations  must  be  noted, 
and  if  possible  the  site  from  which  they  spring  determined. 

In  addition  to  the  above  causes  of  an  aural  discharge,  abscesses  in  adjacent  structures 
may  occasionally  burst  into,  and  lead  to  a  copious  discharge  of  pus  through,  the  external 
auditory  meatus.  An  acute  mastoid  abscess  may  discharge  in  this  way  through  a  sinus 
which  opens  on  the  p>osterior  aspect  of  the  meatus.  In  chronic  mastoid  suppuration  pus 
may  make  its  way  from  the  mastoid  air-cells  in  a  similar  manner.  Rarely  a  cerebral  abscess 
in  the  temporo-sphenoidal  lobe  may  burst  into  the  tympanum  and  discharge  through  the 
external  auditory  meatus.  Occasionally,  an  abscess  in  the  parotid  gland  may  extend  back- 
wards and  discharge  through  the  anterior  wall  of  the  meatus.  A  similar  result  may  happen 
with  an  abscess  which  originates  in  disease  of  ihe  temporo-numdibular  joint,  or  even  in  the 
neighbouring  lymphatic  glands.  Philip  Turner, 

OXALURIA. — ^This  term  is  generally  used  to  include  any  condition  under  which 
crystals  of  calcium  oxalate  are  to  be  found  on  microscopical  examination  of  the  urine. 
They  occur  in  two  forms,  of  which  by  far  the  most  characteristic  and  common  is  familiarly 
described  as  the  *  envelope '  crystal — really  a  regular  octahedron  ;  when  cr^'stallization 
has  occurred  imperfectly,  a  spheroidal  form  with  a  central  constriction  like  that  of  a  '  dumb- 
bell *  may  be  seen  occasionally  (Fig.  181).  Either  form  is  transparent,  highly  refractile, 
and  usually  quite  colourless.  If  the  precipitate  is  sufficiently  abundant  to  be  visible  to  the 
naked  eye,  it  is  generally  pure  white  ;  it  often  comes  down  after  more  or  less  mucus  has 
already  gone  to  the  bottom  of  the  specimen  glass,  so 
that  a  dense  white  layer  is  seen  lying  on  the  top  of  a 
less  white  flocculent  mass  ;  this  appearance  has  been 
described  as  that  of  the  '  powdered  wig.' 

solution.     They  may  be  found  in  any  urine,  whether  ^^ 

They  may  be  in  the  urine  when  it  is  voided  ;    more       ^5^ 
often  they  form  as  the  urine  stands  in  the  specimen  ^CQ      ^^k.     V^^^ 

glass,  and  it  is  important  to  remember  that  if  a  slide  vSm      ^^     f-^^B 

is  prepared  from  the  centrifugalized  deposit  of  a  urine 

,      „  ,   .         .         ,    -  ,  .,       ,      m  ..    .  •         I  /*'«;.  l'**!. — \nricticw  of  crystal-*  of  cnlciiini 

and  allowed  to  stand  for  a  while  before  it  is  exainined  oxalate  (Uiau  i-ouod. 

under  the  microscope,  numbers  of  very  minute  calcium 

oxalate  crystals  may  appear  even  when  none  are  to  be  found  in  a  similar  specimen 
examined  at  once. 

The  deposition  of  calcium  oxalate  is  by  no  means  necessarily  pathological  ;  indeed, 
upwards  of  20  milligrams  are  excreted  in  the  urine  daily,  even  35  milligrams  not  being 
beyond  the  normal  limit.  So  long  as  the  oxalic  acid  is  combined  to  form  soluble  salts  such 
as  those  of  sodium  or  potassium,  no  envelope  crystals  appear,  but  it  is  common  for  the 
proportion  of  oxalic  to  other  acids  on  the  one  hand,  and  of  calcium  to  other  bases  upon 
the  other,  to  be  such  that  the  insoluble  oxalate  of  lime  is  formed  and  precipitated,  either  in 
the  urinary  passages  or  after  the  specimen  has  been  voided. 

Certain  patients  presenting  symptoms  of  gastric  or  intestinal  indigestion  have  a  curious 


0 


The  crystals  are  soluble  in  any  mineral  acid,  but 
they  are   insoluble  in  water   or  ordinary   acetic    acid     sx^    "^**    ^^  (> 

acid  or  alkaline,  but  are  commonest   in    acid    urines.        ^.^  ^  ^^ 
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tendency  to  suffer  from  alternating  oxaluria  and  phosphaturia  ;   in  their  dietetic  efforts 
obtain  comfort  they  cause  marked  variations  in  the  reaction  of  their  urine  ;  at  one  time 
is  markedly  acid,  and  oxalates  are  precipitated,  at  another  it  is  alkaline  and  an  abi 
deposit  of  phosphates  forms.     No  special  significance  attaches  to  this  alternation. 

Circumstances  which  cause  an  absolute  increase  in  the  amount  of  oxalic  acid  e: 
will  naturally  increase  the  tendency  to  visible  oxaluria.     The  best-known  exogenous 
of  oxalic  acid  are  certain  vegetable  products,  of  which  the  following  in  particular 
be  mentioned :    tea,  cocoa,  rhubarb,  spinach,  gooseberries,  figs,  coffee,  chicor>',  cl 
peas,  beans,  beetroot,  artichokes,  tomatoes,  and  beer.     It  is  probable,  however,  that 
is  also  an  endogenous  source  for  oxalate  of  lime,  for  even  a  starving  person  still 
oxalates  in  his  urine.     The  source  of  these  is  still  obscure,  but  it  is  held  by  many  that 
acid,  creatinin,  and  possibly  other  allied  substances,  may  be  a  source  of  oxalate.    The 
that  uric  acid  cr^'stals  and  those  of  oxalate  of  lime  are  to  be  seen  not  infrequently, 
together,  or  alternating  with  one  another  on  different  days,  would  seem  to  favour  this  \k%\ 
and  gouty  persons  are  perhaps  more  liable  than  others  to  oxaluiia.     Calcium  oxalattj 
crystals  may  be  found  in  the  urine  at  any  age,  however,  from  infancy  onwards. 

In  great  part,  oxaluria  is  physiological  and  dietetic  ;  nevertheless  there  is  a  decided- 
tendency  now-a-days  to  revert  to  the  older  view  that  when  a  patient's  metabolism  is  suck 
as  to  cause  a  constant  deposition  of  calcium  oxalate  crystals  in  the  urine,  it  is  also  apt  tt; 
lead  to  a  group  of  symptoms  of  which  nervous  dyspepsia,  neurasthenia,  and  even  hy^ 
chondriasis  are  the  chief.  The  discovery  of  calcium  oxalate  crystals  in  the  urine  of  such 
patients  therefore  might  be  of  assistance  in  determining  the  nature  of  the  dietetic  and  other 
treatment  that  should  be  adopted  for  the  cure  of  the  other  general  symptoms. 

There  are  at  least  three  other  ways  in  which  the  knowledge  of  the  existence  of  03Uiluria 
may  be  important : — 

1 .  Concerns  patients  who  present  symptoms  that  may  be  due  to  renal  or  vesical  cal- 
culus. Microscopical  examination  of  the  centrifugalized  urinary  deposits  in  such  a  cue 
may  serve  to  detect  not  only  pus  cells  and  red  blood-discs,  but  also  calcium  oxalate  crystab 
that,  instead  of  being  all  separate  from  one  another,  as  is  the  rule  in  a  dietetic  or  neiuit* 
thenic  case,  may  be  obviously  agglomerated  into  minute  calculi  ;  if  there  are  clinical  syiih 
ptoms  of  stone,  the  discovery  of  microscopic  aggregations  of  crystals  is  highly  suggestive  of 
there  being  a  larger  calculus  present  somewhere  in  the  urinary  system. 

2.  If  oxalate  crystals  are  deposited  in  numbers  in  the  urine  whilst  it  is  still  in  tbe 
bladder,  irritability  of  the  latter  is  apt  to  follow,  with  a  tendency  to  undue  frequency  of 
micturition  ;  such  oxaluria  is  not  altogether  infrequent  as  the  cause  for  persistent  nocturnal 
enuresis  in  girls  and  boys. 

3.  In  some  ways  this  is  one  of  the  most  important  features  of  oxaluria.  The  same 
irritation  by  oxaluria  that  may  produce  the  nocturnal  enuresis  in  girls  and  bo3rs  may  lead 
to  the  urine  of  adults  containing  a  considerable  excess  of  nucleo-proteid,  and.  in  the  male, 
numbers  of  spermatozoa.  There  may  be  no  symptoms  whatever,  and  in  that  case  the  only 
importance  of  the  condition  lies  in  the  fact  that  the  nucleo-proteid  may  be  mistaken  for 
albumin  ;  for  if  the  boiling  test  is  applied  to  a  specimen  containing  nucleo-proteid  in  exoeai, 
a  cloud  of  phosphates  may  come  down,  and  then  when  acetic  acid  is  added  to  dissolve  up 
this  cloud,  a  residual  haze  mav  remain  behind  because  the  acetic  acid,  at  the  same  time  that 
it  dissolves  the  phosphates,  precipitates  some  of  the  nucleo-proteid.  This  source  of  fiaDacf 
may  be  obviated  in  either  of  two  ways  :  the  haze  of  nucleo-proteid  will  clear  up  on  addition 
of  a  drop  of  nitric  acid,  whereas  a  similar  haze,  due  to  albumin,  will  remain  ;  or,  to  make 
quite  certain,  three  test-tubes  may  be  used  :  into  the  first,  put  plain  urine  without  any 
boiling  ;  into  the  second,  urine  plus  acetic  acid  without  boiling  ;  and  into  the  third,  urine 
plus  acetic  acid,  the  mixture  being  thoroughly  boiled.  If  the  haze  is  due  to  a  nucleo- 
proteid  only,  it  will  be  equally  marked  in  the  second  and  third  tubes,  whereas  if  there 
is  albumin  as  well,  the  haze  in  tube  three  will  be  denser  than  that  in  tube  two. 

Just  as  oxaluria  may  lead  to  nocturnal  enuresis  in  adolescents,  so  in  a  few  adult  males 
it  has  been  regarded  as  a  factor  in  the  causation  of  excessive  nocturnal  emissions  or  sperma- 
torrhcra.  HrrbeH  French. 

PAIN,   ABDOMINAL  (General). — Most  abdominal  pain  is  local,  e.g.,  that  due  to  a 
renal  or  biliary  stone  or  to  appendicular  colic.     The  most  serious  cause  of  general  abdominal 
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))ain  is  acute  general  peritonitis.  If  this  be  perforative,  at  first  the  pain  is  local  at  the 
seat  of  perforation,  and  the  abdomen  is  retracted  ;  but  soon,  whether  the  peritonitis  is  or 
is  not  perforative,  the  abdomen  becomes  distended  from  paralysis  of  the  bowel,  and  the 
pain  becomes  general.  Increase  in  the  rate  of  the  pulse,  rigidity,  and  immobility  of  the 
abdominal  wall  on  breathing  are  most  important  signs  for  diagnosis.  Quickly  the  pulse 
becomes  more  rapid  and  wiry,  the  patient  looks  ill,  the  temperature  is  raised  a  little,  the 
bowels  are  constipated,  and  there  is  some  nausea,  perhaps  vomiting.  In  cases  of  doubt  it 
is  a  good  plan  to  count  the  pulse-rate  at  intervals  of  ten  minutes  ;  a  progressive  rise  in  the 
successive  pulse-rates  often  points  to  the  need  for  urgent  laparotomy.  There  may  be  a 
rapidly  progressive  leucocytosis.  It  is  often  said  that  the  drawing  up  of  the  knees  on  to  the 
abdomen  is  of  importance  ;  sometimes  it  is  very  striking,  but  in  many  patients  with  acute 
general  peritonitis  the  legs  are  not  drawn  up,  and  they  may  be  drawn  up  in  other  condi- 
tions. The  early  diagnosis  of  acute  general  peritonitis  is  of  the  utmost  importance.  It 
has  been  estimated  that  in  many  cases  each  hour's  delay  in  opening  the  abdomen  means 
that  the  chances  of  death  are  increased  5  per  cent.  Morphia  should  never  be  given  when 
it  is  thought  there  is  even  a  remote  possibility  that  any  illness  is  acute  general  peritonitis, 
for  it  makes  the  subsequent  diagnosis  so  difficult.  The  onset  of  pneumonia  is  sometimes 
announced  by  an  abdominal  pain  so  acute  that  the  patient  is  thought  to  have  acute  general 
peritonitis  ;  the  relatively  rapid  respiration  rate  may  point  to  the  lesion  being  in  the 
chest,  but  in  some  of  these  cases  it  is  only  by  anxious  watching  that  one  can  decide  whether 
the  disease  is  primarily  thoracic  or  abdominal.  Sometimes  it  is  both — for  instance,  in 
pneumococcal  septicemia. 

Chronic  General  Peritonitis, — This  usually  causes  a  dull  feeling  of  heaviness  rather  than 
a  general  acute  pain.  The  chief  points  to  be  observed  in  arriving  at  a  diagnosis  are  the 
chronicity  of  the  trouble,  the  presence  of  fluid  in  the  peritoneal  cavity,  and  the  fact  that 
masses  of  thickened  peritoneum  can  often  be  felt.  The  most  usual  is  the  puckered,  thick- 
ened omentum,  forming  a  tumour  lying  transversely  at  the  middle  of  the  abdomen  ;  some- 
times other  lumps  can  also  be  felt.  It  must  not  be  forgotten  that  an  infiltration  of  the 
stomach  with  new  growth  will  give  rise  to  a  tumour  lying  transversely  across  the  abdomen, 
and  so  may  a  diseased  colon.  The  presence  of  these  peritoneal  thickenings  often  gives 
the  abdomen  a  dough-like  feel.  The  commonest  cause  of  chronic  peritonitis  is  tubercle. 
Often  there  is  no  discoverable  tubercle  elsewhere  to  help  us  to  a  diagnosis,  but  the  hectic, 
irregular  temperature  may  be  a  guide.  As  the  fluid  increases,  the  umbilicus  becomes 
flattened  out  (see  Ascites,  p.  43),  and  in  tuberculous  peritonitis  sometimes  red. 

Intestinal  Colic. — This  is  due  to  many  causes  which  lead  to  painful  contraction  of 
the  intestinal  muscles.  The  pain  is  always  paroxysmal  and  usually  recurrent,  so  that  a 
severe  attack  consists  of  frequently  recurring  paroxysms.  There  are  all  degrees,  from 
quite  a  slight  pain  to  one  that  causes  the  patient  to  shriek  and  break  out  into  a  cold  sweat. 
The  temperature  is  usually  normal,  but  is  occasionally  slightly  raised.  The  pulse  is  usually 
of  normal  rate  unless  the  temperature  be  raised.  The  abdomen  is  generally  distended, 
and  in  a  bad  case  peristaltic  movements  of  the  coils  of  intestine  may  be  seen.  Often  the 
abdominal  muscles  are  reflexly  contracted  and  rigid.  The  pain  may  come  on  without 
warning,  or  may  be  accompanied  by  nausea,  eructations,  and  borborygmi.  It  is  usually 
felt  at  the  umbilicus,  from  which  region  in  a  severe  case  it  spreads  over  the  whole  abdomen. 
The  patient  tosses  about  in  the  severity  of  it,  and  finally  selects  a  position  in  which  he  can 
bring  pressure  to  bear  on  the  abdominal  wall  ;  in  peritonitis  this,  so  far  from  relieving  the 
abdominal  pain,  increases  it.  Intestinal  colic  is  usually  brought  on  by  eating  some 
indigestible  article  of  food,  so  the  history  will  help  us  ;  but  it  may  be  due  to  obstruction. 
In  children,  intestinal  colic  is  recognized  by  their  cries,  restlessness,  and  the  drawing  up 
of  the  legs. 

Acute  or  subacute  Intestinal  Obstruction  is  a  common  cause  of  general  abdominal  pain, 
and  requires  most  careful  diagnosis  (see  Vomiting,  p.  767). 

Lead  Colic, — This  is  diagnosed  by  the  symptoms  of  colic,  as  given  above,  by  the 
histor>'  and  occupation,  and  by  the  presence  of  other  signs  of  lead  poison  I  njz  (p.  34-),  of 
which  the  most  characteristic  is  a  blue  line  on  the  gums. 

Gastric  Crises  may  cause  general  abdominal  pain,  but  they  will  be  recognized  by  the 
absence  of  knee-jerks  and  other  signs  of  tabes  dorsalis. 

Abdominal  Neuralgias.-  This  phrase  is  applied  to  severe  abdominal  pains  unassociated 
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marked  in  retroversion  of  the  pregnant  uterus,  especially  if  impftction  of  the  organ  occurs. 

Impaction  of  a  pelvic  tumour  may  produce  it,  uterine  fibroids,  ovarian  tumours,  and  pelvic 

hjematocele  being  the  chief  swellings  which  give  rise  to  it.    These  produce  pain  of  a 

different  character  in  addition,  due  to  pressure  on  nerves  ;    but  the  bearing-down  character 

is  more  particularly  referred  to  the  rectum,  hence  it  is  commonly  believed  to  have  some 

relation  to  pressure  on  the  rectum.     A  pelvic  abscess  of  peritoneal  origin  is  an  unusual 

impacted  swelling,  which  gives  rise  to  very  severe  bearing-down  pain  :   impacted,  because 

it  is  bound  down  by  peritoneal  adhesions,  and  exercising  pressure  because  of  the  tension 

in    it.     The  bearing-down  character  becomes  most  marked   if  the  abscess  involves  the 

rectal  wall,  as  it  so  frequently  does^  causing  a  flow  of  mucus  and  much  irritation  of  the 

rectum. 

The  differential  diagnosis  of  the  causes  of  this  type  of  pain  can  be  made  only  after  a 

complete  pelvic  examination  by  abdominal  palpation,  and  bimanual  examination  by  the 

vaginal  and  by  the  rectal  touch.     Further,  it  may  be  necessary  to  examine  the  bladder 

by  the  cystoscoj)e,  or  the  rectum  by  the  finger  or  sigmoidoscope.     The  differential  diagnosis 

of  the  pelvic  disorders  mentioned  is  discussed  under  Swelling,  Pelvic  (p.  688). 

T.  G.  Stevens, 

PAIN  IN  THE  ANKLE.— (See  Joints,  Affections  of  the,  p.  337.) 


PAIN  IN  THE  ARM. — (See  Pain  in  the  Extremity,  Upper,  p.  442 .) 

PAIN  IN  THE  BACK. — From  occiput  to  anus,  a  pain  referred  to  the  spinal  axis  is 
a  frequent  complaint,  and  the  diagnosis  of  its  cause  is  very  often  a  most  troublesome 
problem.  We  start  with  the  broad  generalization  that  a  pain  in  any  area  must  be  due 
to  irritation,  either  of  the  trunk  or  the  terminals  of  the  sensory  nerves  supplying  the  spot, 
or,  it  may  be,  of  a  nerve  which  is  in  immediate  anastomosis  with  that  to  the  painful  area. 
Pain  referred  to  any  one  spot  and  due  to  central  (cerebral)  irritation  is  so  rare  as  not  to 
require  mention  here  (except  that  arising  from  gross  cerebral  trouble,  which  will  be  referred 
to  by  the  patient  as  Headache,  p.  293)  ;  and  applying  this  principle  to  the  spinal  axis,  we 
find  that  the  sensory  divisions  of  the  spinal  nerves,  from  the  first  cervical  to  the  coccygeal, 
all  divide  into  branches  for  (a)  the  skin,  (b)  the  bones  and  meninges  of  the  spinal  canal, 
(c)  the  muscles  lying  on  the  vertebral  column,  and  (d)  the  viscera  contained  in  the  cranium, 
neck,  thorax,  abdomen,  and  pelvis.  Consequently,  to  interpret  rightly  the  meaning  of  a 
pain  in  the  back,  we  must  look  not  only  to  general  conditions  affecting  the  blood  (fevers  of  all 
sorts  are  often  associated  with  a  general  backache  as  a  prominent  feature),  but  to  the 
condition  of  the  organs  contained  in  that  spinal  segment  (or  the  one  immediately  above 
or  below  it)  in  which  the  pain  is  complained  of. 

Another  very  useful  generalization  is  this.  We  may  draw  a  distinction  between  a 
pain  complained  of  spontaneously  in  a  spot  not  associated  with  tenderness  on  firm  pressure. 
and  one  in  which  such  tenderness  is  present.  In  the  latter  case,  the  tender  spot  is  located 
in  all  probability  at  or  near  the  seat  of  the  trouble  ;  in  the  former  ease  it  is  probable  that 
the  pain  is  one  referred  by  the  brain  to  the  spot,  but  not  really  arising  there — a  *  referred 
pain/  as  it  is  termed  ;  and  this  is  the  more  likely  if  we  find  that  the  skin  over  the  area 
is  very  sensitive  to  light  stimulus,  but  not  more  sensitive — perhaps  even  less  so — to  a 
stimulus  which  is  rather  rougher,  a  pressure  rather  firmer  than  a  light  touch.  Carrying; 
this  to  its  extreme,  we  have  the  paradoxical  phenomenon  of  severe  pain  being  complained 
of  in  an  area  the  skin  over  which  is  absolutely  anjcsthetic  ;  this  indicates  a  complete 
lesion  of  the  trunk  of  the  nerve  concerned. 

Coming  now  to  the  practical  diagnosis  of  a  pain  in  the  back,  we  can  pretty  easily  and 
accurately  eliminate  those  cases  owning  a  pyrexial  origin  by  observing  that  the  patient 
not  only  complains  of  a  pain  in  the  back  but  looks  acutely  ill  ;  if  he  does  so,  take  his 
temperature,  and  if  this  be  found  to  be  raised  above  100'  F.,  we  may  be  sure  that  we  have 
to  deal  with  a  zymotic  disease  at  its  onset,  or  perhaps  it  may  be  with  a  meningitis  or  a 
myelitis  or  even  acute  rheumatism,  and  in  all  of  these  the  pain  in  the  back  is  only  an 
obtrusive  symptom,  to  which  will  very  soon  be  added  some  of  the  signs  distinctive  of  the 
disease. 

Often,  however,  we  have  to  deal  with  cases  in  which  the  patient,  except  for  the  pain 
in  the  back,  is  comparatively  well,  and  he  is  concerned  to  know  what  it  means.     Two  or 
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three  questions  iniinediately  arise  in  such  a  case,  the  answers  to  which  will  throw  lij 
the  nature  of  the  trouble.     The  first  thing  is  to  ask  him  to  locate  the  pain  :   the 
enquire  how  did  it  arise,  i.e.,  did  it  come  suddenly  after  a  blow  ?     after  some 
exertion  ?    after  some  unintentional  movement,  say  of  the  head  and  neck,  or  a  slip 
pavement  ?     And  then  again,  how  long  has  he  had  it,  and  has  he  ever  had  a  similar 
before  ?     Again  we  proceed  to  ask,  is  it  constant  or  intermittent  ?     If  the  latter, 
action  on  the  patient's  part  will  cause  it  to  return,  or  what  position  will  ease  it  wbea! 
present  ? 

It   is  but   seldom  that  we  have   not  by  these  questions  arrived   at   a  provi 
diagnosis  in  our  ow^n  minds,  but  we  must  never  omit  to  make  a  careful  physical  e! 
tion  for  points  which  will  corroborate  or  correct  this  diagnosis. 

Inspection  may  reveal  skin  conditions,  such  as  a  patch  of  herpes,  which 
either  the  real  cause  or  an  outward  manifestation  of  a  cord  or  bone  lesion  ;   swel 
redness  may  be  apparent,  or  undue  prominence  of  a  spinal  process  ;    bruises  or 
may  be  seen,  or  a  pulsating  tumour  proving  aneurysm  ;    glands  may  be  visible  m\ 
posterior  triangle  of  the  neck.     It  will  also  reveal  any  trace  of  lateral  curvature,  a 
source  of  backache  in  young  people. 

Palpation  may  reveal  great  tenderness  on  pressure,  either  of  muscles  or  bone; 
may  show  fluctuation  (remember  that  this  fluctuation  must  be   vertical,  not  lat 
be  reliable)  ;    it  may  prove  the  absence  of  tenderness,  and  may  also  show  hy 
of  the  skin,  suggestive  of  pain  referred  from  a  viscus.     A  very  useful  hint  is 
derived  from  the  observation  of  the  results  of  palpation  ;    sometimes  these  can 
seen  when  a  special  stimulus  such  as  an  electric  current  or  persistent  rubbing  is 
to  the  skin  ;   thus  it  may  be  found  that  over  one  small  area  a  blush  is  raised  more 
or  is  more  persistent,  than  elsewhere  ;   this  is  strong  evidence  pointing  to  visceral 
as  the  cause  of  the  pain  ;     it  is  due  to,  and  proves  disorganization  of,  the  sym| 
nerve  distributed  to  the  viscus.     This  method  will  also  reveal  hypera&sthesia  or 
if  testing  be  conducted  with  a  light  touch  and  a  pin. 

The  next  step  is  to  apply  tests  for  disease  of  the  bony  walls  of  the  canal  :   tap 
spinal  process  in  turn  with  a  percussion  hammer,  and  note  whether  pain  is  elicited  at 
spot  ;   jar  the  heels  alternately  with  the  leg  held  rigid  from  the  hip  :    letting  the 
come  down  on  the  heels  himself  is  more  risky  and  less  satisfactory  ;   also  test  for  pain  i 
resisted  movements  of  the  limbs  or  trunk. 

We  may  then  find  if  pain  is  aroused  by  movements  of  any  kind — flexion,  e: 
and  rotation. 

I^astly,  with  the  patient  lying  on  his  back,  a  careful  examination  must  be  made 
the  front  in  the  ordinary  way  for  evidence  of  any  visceral  disease,  or  of  growth  of  any 

If  the  cause  of  the  trouble  should  still   remain  obscure,  or  perhaps  in  any  case 
future  reference,  two  or  three  a;-ray  photographs  of  the  painful  area  will  be  taken. 

We  may  now  consider  the  reverse  order  of  procedure,  and  ask  what  are  the  loa 
diseases  associated  with  pain  in  the  back,  and  what  are  their  distinguishing  points.  W 
may  enumerate  these  according  to  the  structures  involved,  thus  : 

Skiti. — I'lcers,  herpes,  etc.  ;    obvious  on  inspection. 

Muscles. — Abscesses,  trauma,   acute  inflammations  ;    so-called   rheumatism,  stiff 

neck,  lumbago,  etc.  ;    simple  debility  ;    overwork. 
Joints. — Rheumatism  ;    implication  in  caries  or  in  rheumatoid  arthritis,  etc. 
Bones. — Caries,  aneur>-sm,  growths  eroding  ;    trauma. 
Meninges. — Inflammations  ;    growths. 
Cord  itself. — Timiours  ;    inflammation  ;    trauma. 
Viscera  in  front. — Aneurysm  ;  gastric  or  duodenal  ulcer  ;   dyspepsia  ;  gall-stones  ; 

uterine    or   ovarian   trouble  :     appendix ;     rectum ;     bladder   and   vesicular 

seniinales  ;    kidneys. 

It  would  be  impossible  within  the  limits  of  this  article  to  give  a  complete  different! 
diagnosis  of  all  the  above,  but  the  procedures  of  investigation  which  we  have  alreac 
noticed  will  almost  certainly  enable  us  to  come  to  some  conclusion,  and  it  remains  he 
only  to  indicate  a  few  of  the  more  special  points  in  differential  indications,  and  a  few 
the  commoner  mistakes. 
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Lumbago  v.  Tumours, — If  a  patient  complains  of  *  lumbago  ^  of  some  standing,  it  is 
essential  to  test  the  nervous  system,  the  knee-jerks  and  other  leg  reflexes,  and  to  contrast 
them  on  the  two  sides  ;  to  look  for  wasting  of  muscles,  especially  on  one  side,  to  investigate 
the  power  of  the  muscles  in  walking  and  in  simpler  movements  ;  to  examine  the  pelvic 
organs  and  the  abdomen  for  growths  of  any  kind.  Only  when  all  these  points  yield  nega- 
tive results  can  we  permit  ourselves  to  think  that  it  is  simple  lumbago.  Lumbago  is 
almost  always  on  both  sides  ;  a  tumour  most  frequently  gives  one-sided  symptoms  first, 
though  they  may  spread  to  the  other  side  later.  Rectal  examination  should  never  be 
emitted,  and  in  suitable  cases  vaginal  examination  should  be  made  also. 

Aneurysm  in  Thorax  v.  Indigestion^  etc. — It  cannot  be  said  that  this  is  a  common 
mistake,  but  it  is  a  very  serious  one.  The  difficulty  is  that  an  aneurysm  is  extremely  hard 
to  recognize  when  it  arises  from  the  descending  arch  ;  bruits  are  usually  absent,  and  it  is 
perhaps  only  when  a  pulsating  tumour  in  the  back  appears  that  the  diagnosis  is  made. 
The  severity,  the  dull,  aching  character,  and  the  persistence  of  the  pain  are  the  main 
features  that  may  help  to  suggest  such  a  serious  cause.  The  patient  should  be  investigated 
by  the  ar-rays. 

Occipital  Headaches  v.  Caries  of  Spine. — Owing  to  the  frequency  with  which  delicate 
patients,  particularly  women  and  young  subjects,  complain  of  pain  in  the  neck,  it  is  well 
to  draw  special  attention  to  this  locality,  though  diagnosis  is  fairly  easy.  The  occipital 
headachcf  due  to  a  tumour  is  unmistakable  by  its  severity,  and  the  almost  invariable 
association  of  vomiting  and  optic  neuritis.  The  dull,  constant,  wearing  pain  of  caries, 
worse  on  any  slight  jar,  and  the  fixed  position  in  which  the  patient  holds  the  head,  are 
sufficient  to  arouse  suspicion  ;  the  x-rays  will  almost  certainly  clear  up  the  diagnosis.  A 
simple  stiff  neck  is  acute  in  its  onset,  and  generally  preceded  by  a  definite  history  of  sitting 
in  a  draught.  A  *  crick  in  the  neck,^  possibly  the  equivalent  for  the  rupture  of  a  few 
ligamentous  or  muscular  fibres,  can  be  recognized  by  its  sudden  occurrence  in  the  midst 
of  health  with  no  history  of  previous  pain. 

Debility  in  Youth,  or  Lateral  Curvature  v.  Caries, — The  shapes  of  the  curves  are  usually 
sufficient ;  but  care  must  be  taken  to  examine  the  integrity  of  the  bones  by  the  tests 
given  above,  and  one  must  not  be  satisfied  until  all  the  bone  tests  have  been  tried  and 
found  negative.  Local  rigidity  over  the  painful  area,  best  tested  by  making  the  patient 
stoop  and  rise  again,  whilst  the  physician  feels  the  spine  with  the  flat  of  the  hand,  is  strong 
evidence,  if  persistent,  of  caries. 

Pelvic  Organ  Trouble  v.  Lumbago, — This  mistake  is  of  course  more  frequent  in  women 
than  in  men.  The  only  rule  to  be  laid  down  is  always  to  think  of  these  organs  when  a 
woman  complains  of  *  lumbago '  or  *  backache,"  and  to  inquire  carefully  into  the  history 
of  confinements  and  menstruation,  and  to  make  a  thorough  examination.  More  mistakes 
are  made  in  the  diagnosis  of  a  pain  in  the  back  from  want  of  thought  and  from  careless- 
ness in  examination,  than  from  any  inherent  difficulties  in  the  diagnosis,  at  any  rate  in 
so  far  as  the  more  serious  causes  are  concerned.  Fred  J.  Smith. 

PAIN  IN  THE  BREAST.— When  pain  in  one  breast  is  the  chief  symptom  that  a 
patient  complains  of,  the  first  and  most  important  step  in  arriving  at  a  diagnosis  is  to  make 
a  njost  thorough  examination  of  both  breasts  by  inspection  and  palpation,  with  a  view  to 
detecting  any  abnormality  at  all  which  might  suggest  an  early  carcinonm.  The  methods 
of  such  examinations  are  described  on  page  685.  Unfortunately  pnin  is  not  by  any  means 
an  early  sign,  however,  in  cases  of  carcinoma  of  the  breast,  and  generally  by  the  time  it  is 
pn^nounced  there  is  an  obvious  stony  hard  tumour  already  infiltniting  the  skin. 

Other  causes  of  pain  in  the  breast  that  will  generally  be  obvious  upon  inspection  or 
palpation  are  : — 

Cracked  nipple  Submammary  abscess  Kpitheli(»nia  of  tlie  nipple 

Inflammation     of  the  Mastitis,    aeute,    sub;»eutc,  or       Tubereuloiis  disease  of  the 

nipple  ehronie  breast. 

Cyst  of  the  breast  (ialaetoeele 

The  diagnosis  between  these  various  conditions  is  diseussed  under  the  heading  of 
Swelling,  Mammary,  p.  685. 

Pains  in   the   breast  due   to   intra-uterinc  or   to  ectopic  pregnancy  will  generally  be 
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bilateral  and  associated  with  the  other  signs  of  pregnancy  ;  in  unexpected  cases  suspicion 
may  be  aroused  by  the  dark  brown  colour  of  nipples  which  should  be  pink,  and  by  the  broad 
secondary  areola  and  swollen  Montgomer\'\s  glands  developing  around  it. 

The  pains  in  the  breast  that  are  associated  sometimes  with  menstruation  are  also 
bilateral,  and  their  cause  may  be  indicated  either  by  their  development  synchronously  with 
the  first  menstruation  or  by  their  periodic  recurrence  at  each  menstrual  period  in  an  older 
person. 

The  chief  difTiculty  in  the  diagnosis  occurs  in  patients  whose  breasts  may  be  irritated 
perhaps  by  a  hard  upper  border  to  their  stays,  or  who  may  have  had  a  breast  pain  caused  | 
by  some  forgotten  injury,  but  who,  perhaps  from  the  occurrence  of  other  cases  in  their  owii  I 
family  or  amongst  their  friends,  become  terrified  by  the  thought  that  the  sensation  which  I 
they  have  is  an  indication  of  incipient  cancer  of  the  breast.  Once  this  fear  has  started 
the  pain  may  assume  larger  and  larger  proportions  without  any  existing  cause  at  all  ; 
whether  to  label  such  a  pain  in  the  breast  hysterical  or  a  neuralgia  or  something  else  i< 
difficult  to  decide,  but  the  function  of  the  physician  or  surgeon  will  be  to  examine  the  breast 
with  extreme  care,  not  only  once  but  at  intervals,  in  order  to  convince  himself,  and  sub- 
secjuently  the  patient,  that  no  tumour  at  all  is  forming  there.  He  may  very  likely  be  in 
some  doubt  himself  for  a  while,  but  in  the  absence  of  anv  trace  of  even  a  minute  nodule 
he  will  be  justified  in  waiting  for  a  re-examination  at  short  intervals  of  say  a  week  ;  should 
the  slightest  nodule  become  palpable  he  will  generally  be  justified  in  advising  its  removal 
for  microscopical  examination,  even  though  he  has  little  doubt  that  it  is  non-cancerous, 
but  if  week  by  week  nothing  whatever  can  be  found  abnormal  in  the  breast,  the  diagnosis 
of  functional  breast  pain  will  l>e  established  ;  and  when  the  patient^s  mind  is  set  at  ease 
by  the  absence  of  any  further  developments,  the  pain,  previously  to  her  mind  severe,  will 
generally  disa])pear.  Herbert  French. 

PAIN  IN  THE  CHEST  is  common  in  all  sorts  of  disorders.  Except  in  the  case  of 
highly  intelligent  persons,  or  of  p&pitieAs  who  have  had  large  experience  of  chest-pains 
due  to  various  causes,  no  great  heli>rj^  diagnosing  the  cause  of  such  pains  can  be  obtained 
by  inquiring  into  their  individual  characters.  More  assistance  is  furnished  by  investi- 
gating the  circumstances  in  which  the  pain  is  chiefly  felt,  and  the  conditions  that  ease  or 
aggravate  it.  Thus  chest-pains  due  to  disease  of  the  heart  will  be  increased  by  anything 
that  makes  the  heart  beat  more  rapidly  ;  those  due  to  lung-disease  by  anything  causing 
the  ])atient  to  breathe  faster  or  cough  ;  those  caused  by  disorders  of  the  stomach  will 
generally  be  aggravated  by  or  soon  after  taking  food.  For  pains  in  the  back  wall  of  the 
(•host,  see  Pain  in  tiik  Back  (p.  427)  and  Pain,  Intkrscapulaii  (p.  461).  For  clinical 
purposes,  pains  in  the  chest  arc  best  classified  according  to  their  pathology,  and  the 
nature   and  situati(m  of  the  disorders  to  which  thev  are  due. 

1 .  Pains  due  to  Diseases  of  the  Tissues  composing  the  Thoracic  Walls :  the  pain  is 

in  most  eases  a  direct  pain  : — 

Inflammation  of  the  skin  and  subciitancou.s  Neuralgia  :    mastociynia 

tissues  :    mastitis  i  Heqies  zoster 

Adiposis   dolorosa  ;     neurofibromatosis  Pressure  on  nerves 

Myalgia  :  pleurodynia :  stiteh  '  Disease  of  the  hones  of  the  chest. 

2.  Diseases  of  the  Thoracic  or  Abdominal  Viscera ;  the  pain  is  in  most  cases 
a  referred  pain  : — 

Pleurisy  :  empyema  Pericarditis 

Pneumothorax  Aneurysm  :    dissecting  aneurysm 

Pneumonia  Mediiistinal  new  growths 

Ihilinonarv  embolism  Mediastinitis 

Heart  disease — Valvular  disease,   aortitis  Oesophageal  obstruct  ion 

angina  i>ectoris,  tnie  and  false  Discuses  of  the  spinal  eord. 

Diseases  of  the  Thoracic  Wall. — Pain  in  the  chest  due  to  inflammation  of  its  super- 
ficial  tissues  should  not  be  hard  to  diagnose.  The  pain  will  be  confined  to  the  inflamed 
parts  and  their  immediate  neighbourhood,  and  the  other  three  cardinal  signs  of  inflam- 
mation— heat,  redness,  swelling — will  not  be  absent.  In  most  cases  a  superficial  wound 
or  abrasion  will  be  found  ;    in  others,  the  inflammation  will  have  spread  to  the  surface 
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inm  some  deep-seated  lesion,  caries  of  a  rib,  for  example,  or  an  empyema  or  hepatic 
,  or  a  metastatic  abscess  arising  in  the  course  of  pysemia.  The  diagnosis  must  be 
on  general  lines  in  these  unusual  cases.  Mastitis  or  mammary  carcinoma  will  be 
■agnosed  by  palpation.  The  inflammatory  phenomena  of  herpes  zoster  are  considered 
Iriow. 

The  very  rare  condition  known  as  adiposis  dolorosa,  or  Dercum's  disease,  is  character- 
tand  by  s\'ninietrical  and  painful  deposits  of  fat  about  the  body  and  limbs.      It   occurs 
inly   in   middle-aged  women   of  full  habit,   though   males  are   not  exempt  ;    chronic 
olism   is  its  usual  precursor.     Neurofibromatosis  is  characterized  by  the  growth  of 
tiple  benign  false  neuromata  on  the  nerv'cs,  which  give  rise  to  pain  ;  but  they  are  not 
er  on  pressure,  and  so  contrast  with  the  single  false  neuromas,  which  eciually  give  rise 
pain  over  the  area  or  distribution  of  the  nerves  on   which  they  arc  situated. 

When  pain  is  felt  in  the  intercostal  or  other  muscles  about  the  chest,  and  can  be 
fcrred  to  nothing  more  definite  than  *  muscular  rheumatism,'  the  condition  is  referred 
as  one  of  myalgia  or  pleurodynia.  Tenderness  of  the  affected  muscles  is  the  only 
lysical  sign  present,  and  it  is  important  that  graver  mischief,  such  as  pleurisy  or  pneu- 
ia,  should  be  excluded  before  the  diagnosis  of  pleurodynia  is  made.  The  sudden 
in  in  the  side  familiar  to  untrained  athletes  as  stitch  comes  on  after  sudden  exertion, 
is  in  all  probability  due  to  overstrain  of  the  fibres  of  part  of  an  intercostal  muscle. 
these  muscular  pains  are  relieved  by  rest  or  pressure,  and  aggravated  by  exertion. 
Pains  in  the  chest  may  be  due  to  neuralgia^  a  term  which  is  theoretically  applied  to 
in  felt  in  a  nerve  that  shows  no  evidence  of  active  or  old  disease.  Practically,  how- 
y  neuralgia  is  the  name  also  given  to  nerve-pains  that  follow  organic  disease  both  in 
the  nerve  itself  (herpes,  neuritis,  etc.)  and  in  other  parts  of  the  body  (gout,  tabes,  etc.). 
in  intercostal  neuralgia  the  pain  is  felt  along  the  course  and  distribution  of  one  or  more 
of  the  intercostal  nerves.  There  is  marked  tenderness  on  pressure  in  the  affected  inter- 
costal space,  with  three  points  of  maximum  tenderness  corresponding  to  the  posterior 
brimary,  lateral  cutaneous,  and  anterior  cutaneous  branches  of  the  nerve,  given  off  near 
jttie  vertebral  spines,  the  mid-axillary  region,  and  the  costosternal  articulations.  The 
jpain  is  increased  by  movement  or  breathing.  Unilateral  intercostal  neuralgia  often 
Ibllows  herpes,  and  must  be  distinguished  carefully  from  pains  that  may  be  felt  in  organic 
disease,  such  as  tabes,  aneurysm  or  mediastinal  tumour,  and  vertebral  caries,  in  which 
the  intercostal  ner\'e  is  directly  or  indirectly  involved.  In  phrenic  or  diaphragmatic 
meuralgia,  a  rare  condition,  the  pain  is  felt  in  the  lower  part  of  the  thorax  along  the  line 
€i  insertion  of  the  diaphragm,  which  may  be  tender  on  pressure  ;  coughing  and  breathing 
are  acutely  painful,  but  there  will  be  no  physical  signs  of  disease  except  the  tenderness 
on  pressure.  The  diagnosis  must  be  made  from  diaphragmatic  pleurisy  or  peritonitis, 
acute  hepatic  or  splenic  disorders,  and  spinal  caries,  on  general  lines.  Mastodynia, 
manunary  neuralgia,  or  the  '  irritable  breast '  of  Astley  Cooper,  occurs  in  women  during 
pregnancy  or  lactation,  or  in  connection  with  pelvic  disease.  The  pain  is  constant,  with 
parox>'smal  exacerbations,  and  its  severity  may  lead  to  the  fear  of  cancer.  Local  changes 
— redness,  swelling,  tenderness — may  be  found  about  the  breast  and  nipple. 

Pains  in  the  chest  are  habitually  felt  in  lierpes  zoster  of  the  intercostal  nerves,  some- 
times before,  always  during,  and  often  after  the  attack  :  the  third,  fourth,  and  fifth  intcr- 
costals  are  those  most  often  involved.  Groups  of  vesicles  arise  over  the  area  of  distribution 
of  the  affected  nerve,  filled  with  serum  and  implanted  on  an  inflamed  base  ;  they  are  most 
marked  about  the  exits  of  the  posterior  primary,  lateral  cutaneous,  and  anterior  cutaneous 
branches.  The  axillary  glands  become  enlarged  if  the  herpes  is  above  the  seventh  dorsal 
nerve,  the  inguinal  if  it  is  below  it.  In  about  a  week  the  eruption  scabs  over  ;  in  all  but 
the  mild  cases,  small  whitish  scars  remain  as  permanent  evidence  of  the  attack.  The 
diagnosis  is  ob\'ious  in  cases  presenting  the  eruption  or  its  scars,  but  may  be  diflicult  until 
the  herpetic  vesicles  have  appeared.  It  is  especially  in  older  patients  that  severe  neuralgic 
pains  are  likely  to  remain  for  months  or  years  as  a  legacy  from  herpes,  and  they  may  be 
very  intractable. 

Pains  in  the  chest  will  be  felt  whenever  there  is  pressure  on  an  intercostal  nerve ;  in 
ninny  cases  such  pressure  is  bilateral,  when  the  patient  will  complain  of  girdle-pains. 
Injury  or  fracture  of  the  spinal  column  may  involve  the  posterior  nerve-roots  or  the  inter- 
costal nerves,  either  at  once  by  the  pressure  of  fractured  bone  or  of  effused  blood,  or  later 
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by  the  pressure  of  callus  ;    abscesses,  aneurysms,  or  primary  or  secondary  new  gro 
may  press  on  the  nerves  and  give  rise  to  severe  pain  in  their  areas  of  distribution, 
the  great  majority  of  cases  there  will  be  other  physical  signs  or  symptoms  to  point  to 
diagnosis  ;   but  where  there  are  none,  and  the  pain  is  due,  perhaps,  to  a  minute  ea; 
in  the  spinal  canal,  or  to  a  small  thoracic  aneurysm  that  strikes  backwards  and  pi 
on  an  intercostal  nerve,  there  is  no  little  danger  lest  the  patient  be  treated  for  functi 
disorder  or  malingering.     The  pains  are  very  severe,  and  persist  for  months  in  spite 
treatment,  while  the  patient  is  likely  to  lose  health,  weight,  and  strength.     It  is  true 
these  phenomena  may  also  be  observed  in  functional  cases  ;  but  the  diagnosis  of  fu 
disease  or  neuralgia  should  not  be  made   until  the  most  careful  physical  exami 
including  the  use  of  the  a?-rays,  has  excluded  organic  disease  of  all  sorts. 

Chest-pains  are,  of  course,  common  in  inflammation  or  injuries  of  the  bones  of 
chest — coccal  infections,  tuberculosis,  hydatid  disease,  etc.— or  of  the  joints 
with  these  bones.     In  few  such  cases  will  the  diagnosis  of  inflammation  present  di 

Diseases  of  the  Viscera. — Pain  in  the  chest  is  extremely  common  in  the 
diseases  of  the  thoracic  viscera,  inflammatory  or  otherwise.  In  acute  pleurisy  the 
is  often  insidious,  and  the  pain  felt  most  acutely  in  the  mammary  or  axillary  region, 
made  worse  on  breathing  deeply  or  coughing.  The  pain  is  stitch-like,  land: 
described  as  resembling  '  a  knife,'  '  stabbing,'  '  tearing '  ;  it  is  relieved  by  an; 
that  assists  in  immobilizing  the  affected  side.  The  intercostal  spaces  are  tender  to  p 
in  pleurisy,  just  as  they  are  in  intercostal  myalgia.  The  diagnosis  turns  on  the  di 
of  other  physical  signs  of  pleurisy,  whether  with  or  without  effusion,  particularly  of  pi 
friction-sounds.  In  diaphragmatic  pleurisy,  the  pain  is  felt  in  two  chief  sites  :  one 
the  costal  margin,  corresponding  to  the  attachment  of  the  diaphragm  ;  the  other  al 
the  crest  of  the  shoulder,  corresponding  to  the  cutaneous  distribution  of  the  ft 
cervical  nerve  ;  this  is  a  referred  pain,  due  to  afferent  stimuli  coming  up  the  phrenic 
to  the  spinal  centre  of  the  fourth  cervical  nerve.  The  pleuritic  friction  sounds  often 
to  make  themselves  heard  in  diaphragmatic  pleurisy,  and  the  diagnosis  of  intra-abdi 
disease  (cholecystitis,  appendicitis,  peritonitis)  has  often  been  made  and  acted  upon  i 
such  instances.  The  pain  in  empyema  is  much  like  that  of  pleurisy  ;  it  should  be  notci 
that  the  appearance  of  a  pleural  effusion,  whether  serous  or  purulent,  often  coincides  witi 
a  diminution  in  the  amount  of  pain  felt,  because  the  two  inflamed  pleural  surfaces  becooM 
separated  by  the  fluid  and  cease  to  be  rubbed  together  by  the  respiratory  move* 
ments.  Chronic  pleurisy  and  old  pleural  adhesions  give  rise  to  much  of  the  chrooii 
pain  in  the  chest  and  shoulders  and  root  of  the  neck  that  occurs  from  time  to  time  ii 
patients  with  pulmonary  tuberculosis.  Pain  and  tightness  in  the  chest  are  common  ia 
bronchitis,  with  or  without  emphysema  ;  here  the  diagnosis  will  not  be  difficult  if  pleuriqr 
can  be  excluded,  and  much  of  the  pain  is  probably  due  to  overstrain  of  the  intercostal 
muscles. 

In  pneumothorax,  about  half  the  cases  show  an  acute  onset,  with  the  sense  of  some- 
thing tearing  or  giving  way  in  the  chest  as  the  patient  coughs,  and  sudden  very  sev«n 
pain  in  the  side,  aggravated  by  breathing.  In  addition  the  patient  exhibits  dyspnoa, 
prostration,  cyanosis,  and  rapid  and  feeble  action  of  the  heart.  The  onset  in  more  thai 
half  the  cases  is  insidious,  and  the  condition  subacute  or  chronic,  with  comparatively  little 
complaint  of  pain.  The  diagnosis,  if  not  made  from  the  history,  should  be  manifest  oa 
consideration  of  the  physical  signs.  The  affected  side  of  the  chest  moves  very  little  oa 
respiration,  and  is  increased  in  measurement  :  vocal  fremitus  is  absent ;  the  note  on 
percussion  is  usually  tympanitic,  in  rare  cases  dull  ;  and  the  voice-  and  breath-jwuncb 
are  absent  on  auscultation.  If  the  pneumothorax  is  at  all  extensive,  the  heart  will  be 
displaced  considerably  towards  the  sound  side.  Examination  with  the  ar-rays  will  show 
that  the  diaphragm  is  inmiobile  on  the  affected  side,  and  the  air-containing  pleural  ca\itY 
extremely  translucent  {Fig.  226,  p.  531) ;  the  lung  forms  a  shrunken  and  opaque  mass  near 
the  middle  line  and  against  the  spinal  column.  After  a  few  days,  more  or  less  evidence 
of  pleural  effusion  at  the  base  of  the  pleural  cavity  will  usually  be  found. 

In  pneumonia,  chest -pain  is  extremely  common,  and  is  due  to  pleurisy.  If  the 
])hysical  signs  characteristic  of  pneumonia  delay  their  appearance,  as  is  sometimes  the 
case,  and  if  the  pleural  friction  escapes  detection,  the  diagnosis  of  some  relatively  harmless 
condition  such  as  pleurodynia  or  intercostal  neuralgia  may  incautiously  be  made.    This 
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mistake  should  never  occur  ;    nor  is  it  likely  to  do  so  if  due  attention  be  paid  to  the 
patient's  temperature,  aspect,  pulse,  and  pulse-respiration  ratio. 

Pain  in  the  chest  is  common  in  acute  pericarditis,  and  is  referred  to  the  precordia 
generally,  or  to  the  lower  part  of  the  sternum.  In  many  cases  no  complaint 'of  pain  is 
made  ;  in  a  few  instances  the  pain  is  exceedingly  severe,  resembling  that  of  angina 
pectoris.  The  diagnosis  will  turn  on  the  discovery  of  other  signs  or  symptoms  of 
pericarditis,  particularly  of  pericardial  to-and-fro  friction-sounds  ;  the  patient  is  often 
pale  and  anxious-looking,  and  very  short  of  breath.  It  should  be  remembered  that  the 
friction-sounds  often  remain  unchanged  when  a  dry  pericarditis  has  been  converted  into 
a  wet  oiie  by  the  effusion  of  fluid.  Pericardial  friction-sound  is  characteristically  a  super- 
ficial grating,  rubbing,  or  creaking,  usually  double  or  to-and-fro  ;  in  rhythm  it  is  often 
not  synchronous  with  either  systole  or  diastole,  beginning  in  one  and  being  carried  on 
into  the  other.  It  can  often  be  altered  by  pressure  with  the  stethoscope  or  by  changing 
the  patient's  position  ;  often  it  varies  from  day  to  day  ;  and  it  is  not  conducted  well  in 
any  direction  beyond  the  precordia,  being  heard  within  an  area  that  often  does  not 
correspond  with  the  areas  of  audition  of  valvular  murmurs.  These  characters  should 
suffice  to  distinguish  pericardial  friction-sounds  from  the  murmurs  of  valvular  disease  ; 
but  it  may  be  very  difficult  in  certain  cases  to  distinguish  pericardial  from  pie uropericar dial 
friction-sounds — that  is  to  say,  friction-sounds  generated  in  pleurisy  by  the  heart's  move- 
ments. If  there  is  pleurisy  of  the  thin  anterior  edge  of  the  left  lung  that  comes  between 
the  parietal  and  pericardial  pleura,  the  beating  of  the  heart  will  readily  give  rise  to 
friction-sounds  that  have  a  cardiac  and  not  a  respiratory  rhythm,  but  are  due  to  pleurisy 
and  not  to  pericarditis.  Pain  in  the  chest  will  be  felt  in  either  case  ;  the  two  may  generally 
be  discriminated  by  the  influence  of  deep  inspiration  and  expiration  on  the  friction- 
sound.  In  pericarditis,  expiration  will  strengthen  and  inspiration  will  weaken  (but  not 
abolish)  the  friction-sounds.  Pleuropericardial  friction  will  in  all  probability  be  altered 
profoundly  by  respiration,  being  much  increased  in  one  phase  (whether  inspiration  or 
expiration),  much  diminished,  or  lost,  in  another. 

Pain  in  the  chest  is  common  in  cases  of  heart  disease,  taking  in  general  two  forms  : 
(1)  Precordial  pain ;  ^and  (2)  Palpitation  (p.  484).  There  is  nothing  characteristic  about 
the  precordial  pain^fel^  in  heart  disease,  except  the  fact  that  it  is  brought  on  most  often 
by  exertion  or  exciteijient.  Very  similar  pain  may  be  experienced  by  patients  with  sound 
hearts  who  are  suffering  from  flatulent  dyspepsia  ;  here  the  pain  is  usually  felt  after  meals, 
but  may  be  brought  on  ^y  exertion  if  the  latter  is  made  soon  after  food  has  been  taken. 
The  diagnosis  must  be  based  on  the  general  signs  and  symptoms  exhibited  by  the  cardiac 
patient.  In  aortic  incompetence,  the  precordial  pain  is  sometimes  exceptionally  severe, 
taking  the  character  of  angina  pectoris,  and  radiating  down  the  left  arm  or  through  to 
the  back.  The  sensory  nerves  of  the  heart  are  connected  with  the  spinal  cord  from  the 
flrst  to  the  eighth  dorsal  nerve  roots  ;  the  flrst  and  also  the  most  painful  impressions  are 
usually  received  at  the  second  dorsal  roots,  whiqli^^ire  described  as  being  most  central  to 
the  paths  of  pain  from  the  heart.  The  painful  impressions  received  from  the  heart  at 
these  root-centres  are  referred  to  the  corresponding  areas  of  cutaneous  nerve  distribution. 
Those  from  the  ventricle  ascend  from  the  second  to  the  fifth  ;  from  the  auricle,  the  fifth 
to  the  eighth  ;  from  the  ascending  aorta,  the  tEird  and  fourth  cervical,  and  the  first  to 
the  third  dorsal  root-centres.  These  anatomical  connections  explain  the  distribution  of 
the  pains  in  the  chest  and  elsewhere  felt  in  diseases  of  the  heart  and  aorta.  Severe  pain 
in  the  chest,  often  of  anginal  character,  is  felt  in  acute  or  chronic  aortitis  occurrinj^  in  young 
syphilitic  or  rheumatic  patients,  with  or  without  valvular  disease  ;  the  pain  is  most 
marked  when  the  base  of  the  aorta  and  the  coronary  orifices  are  involved. 

Pains  in  the  chest,  together  with  mental  anguish,  are  the  outstandinjr  features  of  true 
angina  pectoris,  and  are  in  most  cases  brought  on  by  exertion.  The  pain  is  in  the  region 
of  the  heart,  and  suggests  that  the  heart  has  been  caught  in  a  vice,  so  excruciating  is  it. 
A  sense  of  impending  dissolution,  or  of  a  pause  in  the  operations  of  nature,  has  been 
described  as  added  to  the  physical  torture.  Radiations  of  the  pains  through  to  the 
shoulder,  down  the  left  arm's  inner  side  to  the  little  and  ring  fingers  (less  often  down  the 
right  arm),  up  the  neck,  into  the  supra-orbital  region,  are  very  common.  The  patient 
becomes  faint  and  collapsed,  pale,  and  clammy  ;  the  pulse  changes  ;  flatulence  and  the 
passage  of  abundant  pale  urine  follow  the  attack,  which  may  last  for  a  few  seconds  or  minutes, 
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or  may  continue,  with  varying  intensity,  for  hours.     The  diagnosis  will  rest  on  the 
severity  of  the  pain,  its  association  with  valvular  disease  or  arteriosclerosis,  or  both, 
the  fact  that  the  attacks  are  almost  always  brought  on  by  exertion  or  severe 
The  true  must  be  distinguished  from  false  angina  pectoris^  also  called  pseudo- 
vasomotor  angina  pectoris.     This  commonly  has  a  neurotic,  less  often  a  toxic  ( 
tea,  coffee)  basis  ;   it  is  less  severe,  and  is  never  fatal.     It  is  far  commoner  in  women 
in  men  ;   often  comes  on  when  the  patient  is  at  rest,  or  at  night ;   may  occur  at  any 
and  is  not  associated  with  cardiac  or  vascular  disease.     Attacks  of  false  angina  last 
an  hour  or  two.     True  angina  is  perhaps  ten  times  commoner  in  men  than  in  women, 
occurs  between  the  ages  of  forty  and  sixty  as  a  rule  ;   false  angina  is  perhaps  five  tinis 
common  in  women  as  in  men,  and  occurs  in  younger  patients.     Typical  cases  of  the 
conditions  will  be  distinguished  readily  from  one  another,  but  every  gradation  is  met 
and  it  may  be  impossible  to  refer  intermediate  cases — for  example,  patients  with 
heart-attacks  and  valvular  or  myocardial  lesions — with  precision  to  either  one  cUm 
the  other. 

Chronic  or  recurrent  pain  in  the  chest  is  a  very  variable  symptom  of  aortic  a 
In  some  patients,  a  large  aneurysm  may  erode  rib-cartilages  and  intercostal  spaces, 
present  itself  at  the  surface  of  the  body  without  having  made  itself  felt.  In 
agonizing  pain  (true  angina  pectoris)  may  be  occasioned  before  an  aneurysm  at  the 
of  the  aorta  has  grown  large  enough  to  produce  any  physical  signs  at  all  ;  in  these 
pain  is  no  doubt  due  to  aortitis  or  mesaortitis  for  the  most  part,  or  to  obstruction  at 
coronary  orifices.  Speaking  generally,  the  pain  of  aortic  aneurysm  may  arise  in  two 
(1)  From  changes  in  the  aortic  wall,  already  considered  ;  and  (2)  From  pressure 
neighbouring  structures,  particularly  the  walls  of  the  chest.  Pressure-erosion  of 
sternum  or  costal  cartilages  may  be  comparatively  painless  in  fortunate  cases, 
of  the  vertebral  bodies  commonly  gives  rise  to  intense  and  continuous  boring  paint 
the  chest  that  wear  the  patient  out  and  make  life  insupportable  ;  girdle-pain  may 
from  pressure  on  the  intercostal  nerves  (direct  pain),  and  referred  pains  up  the  neck 
down  the  inner  side  of  either  arm  may  also  be  felt.  Pressure  on  the  oesophagus  may 
rise  to  dysphagia  and  pain,  the  pain  being  increased  by  swallowing.  Compression  of 
lung  may  lead  to  pulmonary  collapse  and  inflammation,  when  pain  from  pleurisy 
probably  be  felt.  It  appears  that  no  particular  complaint  of  pain  follows  compression 
the  trachea,  bronchi,  phrenic  or  vagus  nerves,  or  heart.  An  acute  and  severe  pain, 
the  other  hand,  may  arise  should  the  aortic  aneurysm  perforate  and  allow  blood  to 
into  the  adjoining  parts.  Such  perforation  may  take  place  into  the  air-passages, 
phagus,  large  intrathoracic  pulmonary  or  systemic  veins,  pericardium,  heart,  pi 
peritoneum,  or  spinal  canal.  The  appearance  of  the  appropriate  physical  signs  will  s 
the  diagnosis  of  such  a  perforation.  If  the  effused  blood  is  limited  in  amount,  the  paticdl 
will  appear  more  or  less  blanched  and  collapsed  ;  if  a  great  quantity  escapes,  rapid  of 
sudden  death  may  occur.  Particular  mention  may  here  be  made  of  the  pain  due  to  tli0 
formation  of  a  dissecting  aneurysm.  The  arteries  are  acutely  sensitive  to  pain,  as  may  bi 
seen  when  an  artery  is  ligatured  in  a  conscious  patient  ;  the  establishment  of  a  dissectiqf 
aneurysm  is  a  terribly  painful  experience,  and  is  equivalent  to  an  attack  of  true  angifli 
pectoris.  If  the  escape  of  blood  is  limited  by  the  walls  of  the  aorta,  recovery  is  likdy  t» 
occur.     The  diagnosis  of  such  an  incident  could  only  be  made  on  grounds  of  probability' 

Pain  in  the  chest  is  usually  an  early  symptom  of  mediastinal  new  growth,  and  valid 
in  its  nature  and  distribution  with  the  cause  and  site  of  its  origin.  If  the  growth  is  in  tfcfi 
anterior  mediastinum,  the  pain  will  be  behind  the  sternum  :  if  in  the  posterior  mediastinum^ 
pressure  on  or  erosion  of  the  vertebrae  will  set  up  the  severe  continuous  boring  painreferirf 
to  above  as  occurring  in  aortic  aneurysm  ;  if  one  side  of  the  chest  is  involved,  the  pail 
will  be  felt  in  the  side,  and  down  the  arm  if  the  brachial  plexus  is  pressed  upon.  lti» 
often  of  a  darting  and  lancinating  character,  shooting  up  into  the  neck  and  head,  or  dowi 
into  the  abdomen.  It  may  be  constant,  intermittent,  or  paroxysmal ;  in  some  cases  ft 
is  a  discomfort  rather  than  a  pain,  the  complaint  being  of  fullness  or  tightness  in  the  chert. 
Other  symptoms  of  mediastinal  tumour  are,  first  and  foremost,  continuous  or  paroxysmil 
dyspnoea  ;  evidences  of  pressure  on  the  air-passages,  oesophagus,  or  nerves ;  oougb* 
expectoration,  haemoptysis,  alterations  in  the  voice  or  cough ;  disturbances  in  the  actioa 
of  the  heart,  and  evidence  of  venous  obstruction.     Anaemia  or  even  cancerous  cachcxii 
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arc  not  rare.  The  general  diagnosis  of  mediastinal  tumour  (including  aneurj'sm)  is  seldom 
difficult  once  pressure-symptoms  of  any  sort  have  appeared,  for  these  are  very  rarely 
caused  by  other  lung-conditions  associated  with  pain  iT\  the  chest,  such  as  bronchitis, 
bronchiectasis,  or  pulmonary  tuberculosis.  But  it  may  be  very  difficult  to  decide  between 
aortic  aneurysm  and  mediastinal  new  growth  in  certain  cases.  Aneurysm  is  commoner 
in  men  than  in  women,  and  rare  in  persons  who  have  not  had  syphilis  ;  the  patients 
commonly  give  a  positive  Wassermann  reaction  ;  anginal  pains  anti  the  very  severe  pain  of 
bone-erosion  are  commoner  in  aneurysm  than  in  mediastinal  new  growth  ;  anmmia,  cachexia, 
and  irregular  pyrexia  are  in  favour  of  new  growth  ;  and  so  is  the  discovery  of  new  growth 
in  other  parts  of  the  body  and  of  secondarily- infected  lymphatic  glands.  Examination 
under  the  ar-rays  will  prove  of  the  greatest  help  (Fig.  100,  p.  209,  and  Fig.  184),  the  rays 
being  passed  through  the  patient's  thorax  in  a  number  of  horizontal  direction-s  succes- 
sively ;  if  this  be  done,  the  presence  of  an  aneurysm  and  its  connection  with  the  aorta  can 
almost  always  be  established  when  one  is  present,  to  the  exclusion  of  mediastinal  new 
growth. 

In  (Kule  mediaalinitis  and  rttediaatinal  abscess — both  of  then)  rare  disorders  and  due 
to  syphilitic,  tuberculous,  or  other  infection  of  the  mediastinum — pain  behind  the  sternum 
is  commonly  the  chief  complaint,  with  marked  superflcial  tenderness  and  a  tendency  to 

radiation    through    into   the    back    or    shoulder. 

Local  signs   of   fullness    and    inHamination    may 

develop,  particularly  about  the  intercostal  spaces 

in  front  and   the  epistemal  notch ;  and  medias- 
tinal crepitations  resembling  pleural  friction  have 

been  heard  about  the  stemun). 

In   chronic   mtdiastinitis   or  mediaatino-peri- 

carditis.   another  rare  condition  due  to  inflam- 

niation  arising  in  the  mediastinum,  or  spreading 

to  it  from  the  pericardium,  and  seen  in  youth  or 

early  adult  life,  chronic  pain  behind  the  sternum 

&nd  a  sense  of  tightness  and  dragging  in  the  chest 

may  be   present.     The    main  symptoms  will  be 

card io- vascular,  valvular  disease  of  the  heart  and 

adherent  pericardium  leading  to  cardiac  troubles, 

and  the  mediastinitis  causing  venous  obstruction. 

Shortness   of    breath,  with    sudden    and    severe 

attacks  of  dj'spncea,    lividity,    anasarca,  ascites, 

and  progressive  distention  of  the  thoracic  veins  : 

new  growth  being  excluded  by   the   duration   of 

„       '  .  .    ..  ,  i  ■  iiricrr  (Al,  Willi  iltUlH"!  luini.- iiMl  (Bl. 

Deep-seated  pain  witlun  the  chest  and    at  (/ly  in.  Mimi  c.  j^iiiun.i 

the    bottom    of  the    sternutn    may    be    felt    in 

diseases  of  the  tesophagiis.  being  evoked  by  the  act  of  swallowinfj.  In  cicatritial  slricliiif 
or  carcinoma  of  the  tube,  pain  is  less  prominent  than  DvspiiAorA  jp.  194),  imd  priinrissive 
emaciation  is  the  rule.  In  younger  and  neurotic  piilicnt>;.  on  thf  other  hanrl,  spiismmlii; 
,>itricture  of  the  (Esophagus  may  give  rise  to  difficulty  in  swiUlnwiii';.  with  niiii'ii  <'iinii)l!ii"it 
of  pain  and  constriction  in  the  throat  and  chest.  This  condition,  termed  itnoiilnifiismiis. 
or  cardiospasm  (Fig.  88,  p.  198),  occurs  in  hysterical  yiiimj;  persons  and  in  by]n>iiiinidrii»:il 
old  ones;  it  is  improved  or  cured  by  the  i>a.ssaj»'  cf  :i  liounie  :  is  iis-aieiiitcd  "ith  other 
evidences  of  the  neurotic  lemiMrament  ;   and  must  In-  diiigiiosid  from   ori;jmie  usi.phagcjil 


Pain  in  the  chest  is  met  with  fre(|uently  in  diseases  of  the  abdominal  viscera,  particu- 
larly of  the  stomach.  '  Pains  round  the  heart.'  often  aecornpanicil  by  or  pniductive  of 
Palpitation  (p.  4»i).  are  the  conmion  basis  upon  which  patients  buil<l  when  tlicy  come 
complaining  of  '  heart  disease  '  or  'weak  heart.'  while  as  a  matter  of  fact  tiny  are 
suffering  from  the  less  serious  condition  of  gaslriti.i.  or  ftnlideiH  dtjspep!,ia.  The  pain  is 
felt  at  the  bottom  of  the  sternum  and  in  the  epigastrium  ;  it  is  often  of  a  dull 
boring  character,  and  radiates  out  towards  the  left  breast  and  thnnigh  to  the  back  between 
the  blade-bones.     It  is  dclinitely  connected  with  the  taking    of  food,  and  relic\ed  by 
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vomiting  or  the  eructation  of  wind  ;    and  these  are  the  characters  by  which  it  must 
diagnosed.       In  other  instances,  the  complaint  is  of  ^  heart-bum/  a   burning  pain 
over  the  lower  part  of  the  sternum,  and  probably  due  to  the  regurgitation  into  the 
phagus  of  the  gastric  contents  during  digestion.     It  is  a  referred  pain  felt  in  the  areti 
distribution  of  the  fifth  dorsal  nerve,  and  is  often  associated  with  pyrosis  or  water- 
the  regurgitation  of  acrid  watery  gastric  contents  into  the  mouth.     For  the  most 
however,  pain  due  to  gastric  disorders  (such  as  ulcer,  new  growth)  is  referred  to  the 
part  of  the  abdomen  rather  than  the  chest. 

Pains  in  the  chest  are  not  rare  in  various  diseases  of  the  spinal  cord.     Girdle  pains  i 
girdle  sensations  are  common  in  tabes  dorsalis,  the  patient  feeling  as  if  constricted  by 
liot  or  painful  girdle.     They  occur  early  in  the  disease,  and  so  are  often  set  down 
to  gout  or  rheumatism,  when  a  more  careful  examination  would  yield  early  e\idences 
tabes.     In  transverse  myelitis,  or  fracture  of  the  dorsal  column  with  injury  to  the  cord, 
pains  round  the  chest  may  be  felt  at  the  level  of  the  cord  lesion,  with  loss  or  abolitioai 
sensation  below  it.  A.J.Jei-l 

PAIN  IN  THE  EAR.— (See  Earache,  p.  202.) 

PAIN  IN  THE  EPIGASTRIUM. 

A.  Suddoi,   severe   epigastric   pain    may  result  from  the   rupture   of  a  gastric 
duodenal  ulcer,  of  a  gangrenous  appendix,  or  from  acute  pancreatitis.     The  pain  in 
a  case  is  attended  by  severe  shock  and  signs  of  collapse,  and  it  may  be  difficult  to  say 
which  of  the  above  causes  it  is  due.     The  past  history  of  the  patient  and  a  careful 
of  the  other  signs  present,  may  guide  one  to  a  correct  conclusion  ;  but  as  all  the  condil 
mentioned  require  immediate  surgical  treatment,  the  differential  diagnosis  is  made 
laparotomy. 

When  the  diagnosis  of  an  abdominal  emergency  has  to  be  considered,  if  the 
symptoms,  and  signs  do^  not  exactly  fit  acute  intestinal  obstruction,  or  stomach  or  due 
perforation,  perforating  appendix,  or  acute  cholecystitis,  and  yet  have  some  resembl 
to  each  of  them,  pancreatitis  is  the  most  probable  cause. 

The  pain  of  acute  intestinal  obstruction  may  be  referred  chiefly  to  the  epigastrii 
Vomiting  is  usually  a  prominent  symptom  in  such  a  case.     (See  Constipation,  p.  lSI;j 
Metkorism,  p.  388  ;    Vomiting,  p.  767.) 

During  an  attack  of  biliary  colic  the  pain  may  be  chiefly  epigastric.  The  restlessnea 
of  the  patient  in  such  a  case  is  often  of  diagnostic  value. 

B.  Ctironic  or  recurrent  pain  in  the  Epigastrinm  may  be  due  to  a  variety  d] 
causes  : — 

(1).  It  should  be  remembered,  in  the  first  place,  that  epigastric  pain  may  be  duetv 
extra-abdominal  causes.  Amongst  these  are  spinal  caries  (especially  to  be  thought  of  ■ 
children),  pleurisy,  and  intercostal  neuralgia.  The  first  two  of  these  can  be  distinguisfaei 
by  the  usual  signs  ;  intercostal  neuralgia  is  to  be  diagnosed  by  the  presence  of  tender 
points  along  the  course  of  the  ner\'e,  and  by  the  absence  of  all  signs  and  symptoms  of 
organic  disease.  An  .r-ray  examination  of  the  chest  should  be  resorted  to  to  exclude  giwi 
intrathoracic  changes,  such  as  aneurysm,  before  intercostal  neuralgia  is  diagnosed  finally,  -j 

A  dilated  right  ventricle  may  also  be  the  cause  of  severe  epigastric  pain,  which  mijr 
even  simulate  the  pain  of  gastric  ulcer  or  gall-stones.  In  cases  of  emphysema  or  beirt 
failure  this  should  be  borne  in  mind.      In  such  cases  the  pain  is  aggravated  by  exertiot* 

Small  epigastric  hemice  may  cause  recurring  attacks  of  severe  epigastric  pain.  They 
can  be  detected  by  careful  palpation,  usually  in  the  linea  alba. 

Affections  of  the  abdominal  muscles,  e.g.,  strain  from  coughing,  or  rlieumatism  (iB 
children),  may  also  cause  pain  in  the  epigastrium. 

(2).  Assuming  these  to  be  excluded,  the  cause  of  the  pain  may  be  looked  for  in  tbe 
following  organs  : — 

(a).  Stomach. — The  chief  causes  of  gastric  pain  are  carcinoma,  ulcer,  hyperchlorhydria, 
and  gastralgia.     (See  Indigestion,  p.  815.) 

The  pain  in  carcinoma  is  usually  more  or  less  continuous,  although  apt  to  be  aggravated 
temj)orarily  by  food.  A  tumour  may  be  felt.  Vomiting  is  usually  present,  and  the 
gastric  contents  show  absence  of  free  HCl  in  most  cases. 
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In  cases  of  ulcer  the  pain  is  sharper  and  more  definitely  related  to  the  taking  of  food, 
and  often  passes  through  to  the  back.  Vomiting  is  usually  a  feature,  with  or  without 
h<xmatemesis.  There  is  localized  deep  tenderness  on  pressure,  often  over  quite  a  small 
and  well-defined  area.  The  gastric  contents  usually  show  the  presence  of  an  excess  of 
acid. 

In  cases  of  hyperchlarhydria  the  pain  is  less  severe  than  in  either  of  the  above  condi- 
tions ;  it  occurs  in  the  late  period  of  digestion,  and  is  relieved  temporarily  by  the  taking 
of  food.  There  is  an  absence  of  other  signs  and  symptoms,  and  of  local  tenderness  ;  and 
a  test-meal  shows  the  presence  of  an  excess  of  acid. 

Gasiralgia  should  only  be  diagnosed  when  all  other  possible  causes  of  gastric  pain 
have  been  excluded.  The  patient  is  usually  a  young  woman  ;  the  pain  may  occur  even 
when  the  stomach  is  empty,  but  is  aggravated  by  food,  even  by  liquids.  Vomiting  is 
usually  absent,  and  on  physical  examination  there  is  difTuse  deep  tenderness  over  the 
whole  of  the  gastric  area. 

Epigastric  pain  may  also  be  felt  to  a  greater  or  less  degree  in  all  conditions  of  the 
stomach  associated  with  flatulence,  and  in  that  case  it  is  relieved  by  the  bringing  up  of 
wind.     (See  Flatulence,  p.  240.) 

The  gastric  crises  of  tabes  may  be  attended  by  severe  epigastric  pain,  and  as  these 
may  occur  in  the  pre-ataxic  stage  of  the  disease,  before  other  signs  are  present,  the 
diagnosis  may  be  in  doubt.  The  characteristic  features  are  the  sudden  onset  of  the  pain, 
and  the  fact  that  it  is  usually  attended  by  urgent  vomiting.  There  is  no  rise  of  tempera- 
ture, but  during  the  attack  the  blood-pressure  is  raised  ;  whereas  in  all  other  forms  of 
acute  abdominal  pain  (except  lead  colic)  it  is  lowered.  Absence  of  the  knee-jerk,  and 
the  characteristic  pupil  signs  of  tabes   are  not  necessarily  present. 

Perigastric;  adhesions  are  a  possible  cause  of  epigastric  pain,  but  are  difficult  to  diagnose 
with  any  certainty.  If  the  pain  is  much  influenced  by  muscular  movements,  or  change 
of  posture,  it  is  in  favour  of  adhesions  being  the  cause  ;  but  except  for  this,  it  has  no  other 
characteristic  features. 

(b).  Duodenum. — ^The  characteristic  'hunger-pain'  of  duodenal  ulcer  (p.  271)  may 
be  referred  to  the  epigastrium.  . 

(c).  Liver  and  Gall-bladder, — ^Epigastric  pain  may  be  produced  by  congestion  of  the 
liver,  either  active  (hepatitis),  or  passive,  as  in  mitral  disease.  It  is  also  produced  by  such 
conditions  as  hepatic  abscess  and  carcinoma  (see  Liver,  Enlargement  of  the,  p.  366). 
Stone  in  the  gall-bladder  may  sometimes  be  the  cause  of  epigastric  pain,  which  may 
even  be  definitely  related  to  meals,  or  to  the  taking  of  a  particular  article  of  food. 
Pressure  over  the  gall-bladder  will  often  elicit  tenderness  ;  and  if  the  patient  is  made  to 
take  a  deep  breath  whilst  the  pressure  is  applied,  there  will  be  a  painful  catch  in  the  breath 
as  the  diaphragm  descends.  In  a  doubtful  case,  in  which  the  diagnosis  lies  between  gall- 
stones and  gastric  ulcer,  the  following  points  are  in  favour  of  gall-stones  :  (i)  The  occur- 
rence of  the  pain  at  rather  long  intervals,  with  comparativ^e  freedom  from  symptoms 
between  ;  (ii)  Long  duration  of  the  attack  of  pain  :  (iii)  Continuance  of  the  pain  in  spite 
of  vomiting  ;  (iv)  The  occurrence  of  slight  shivering  and  rise  of  temperature  with  the 
attacks  ;  (v)  A  comparatively  low  degree  of  acidity  of  the  gastric  contents.  Ciall-stones 
are  relatively  commoner  in  women  :   ulcer  in  men. 

(d).  Pancreas, — Pancreatic  calculi,  chronic  pancreatitis,  or  new  j^rowth,  may  all  be 
the  cause  of  epigastric  pain.  An  accurate  diagnosis  of  tliese  conditions  is  dilHcult,  and 
often  impossible  ;  but  other  signs  of  disturbed  function  of  the  pancreas  may  be  present, 
such  as  fatty  diarrhoea,  or  a  '  pancreatic  reaction  '  (p.  100)  in  the  urine.  A  tumour  also 
may  be  felt.  Glycosuria  may  be  present,  but  is  not  invariable.  In  cases  of  clironic  pan- 
creatitis there  is  usually  a  history  of  gall-stones. 

(e).  Abdominal  Aorta. — An  abdominal  aneurysm  may  cause  pain  in  the  e|)i«5astrium, 
but  the  pain  is  more  marked  in  the  back.  The  patient  is  usually  a  young  man  with  a 
syphilitic  history,  and  a  pulsating  expansile  tumour  can  be  felt  on  deep  palj)ati()n.  The 
jr-rays  will  confirm  the  diagnosis. 

Abdominal  angina,  which  is  associated  with  arterial  atheroma  and  a  high  blood- 
pressure,  is  an  occasional  cause  of  severe  epigastric  pain,  which  comes  on  in  paroxysms, 
especially  upon  exertion.  The  pain  in  such  a  case  tends  to  radiate  like  that  of  true 
angina,  and  is  often  attended  by  flatulence,  tenesmus,  and  other  abdominal  symptoms. 
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TbrR  are  UMially  siiras  of  atheroma  in  the  perif^ieral  vessels  :  and  the  diagnosis  may  b 
eonftrmed  by  the  yielding  of  the  pain  to  vascular  depressants,  and  especially  to  diuretii 
fff.  CoUm. — Spa«nodic  contraction  of  the  trans\-eTse  colon  lenterospasm)  may  be  ; 
eaoAe  of  epi|m(tric  pain,  which  may  simulate  gastric  pain  by  being  induced  by  the  takinj 
fA  U^^.  Such  pain,  however,  tends  to  be  relieveil  by  pn-ssure.  and  by  the  passa^  of  ga 
per  anum.  Obstinate  cmstipation  is  usually  a  feature  of  the  case,  and  there  are  oftei 
muriM  ami  shreds  of  membrane  in  the  motions  imuco-merabranous  colitis).  .\  simila 
pain  may  be  due  to  plumbi^m.  for  the  diagnosis  of  whicii  see  p.  34.  Robert  Huickuon 


PAIN  HV  THE  EXTREMITY  r LOWER ».— The  causes  of  pain  in  the  lower  limb 
are  vi  numerous  that  much  sj^ace  would  be  required  if  any  attempt  were  made  to  discrus 
them  in  full.  Fortunately  the  majority  are  detected  easily  when  attention  is  paid  to  thi 
site,  nature,  and  histor>'  of  the  jjain.  and  the  painful  spot  is  examined.  An  attack  of  gou 
in  t(»e  big  trje,  an  ingrowing  toenail,  a  flat-foot,  a  syno\itis  of  the  knee  or  ankle,  phlebiti 
of  a  vHTiifitte  vein,  a  tumour  of  one  of  the  long  bones,  and  many  other  localized  pathologica 
prrjTAiMes  rerjuire  only  an  elementary  medical  knowledge  and  the  enlightened  use  of  eye 
and  fingers  for  a  cr^rrect  diagnosis  to  be  made.  On  the  other  hand,  there  are  many  eon 
ditions  of  which  pain  of  a  more  or  less  diffused  type  is  a  prominent  sxmptom.  and  whicl 
rerpiire  ver>'  careful  investigation  if  mistakes  are  to  be  avoided  and  diagnostic  traps  escaped 
The  fact  that  the  ner\'es  of  the  leg  spring  from  the  lower  part  of  the  spinal  cord  in  the  dorso 
lumluir  part  of  the  vertebral  Cilumn.  and  that  they  have  a  somewhat  lengthy  course  withii 
the  lijmlK>-sacral  vertebral  canal  and  the  pelvic  ca\ity.  where  they  are  comparatively  in 
accessible,  licfore  they  reach  the  limb,  explains  why  the  origin  of  some  pains  referred  t< 
the  lower  extremity  is  rendered  obscure.  Moreover,  some  of  the  painful  conditions  mel 
with  are  fvmnecied  only  indirectly  with  the  ner\'ous  paths,  and  are  more  directly  associatec 
with  morbid  conditions  of  other  structures,  such  as  joints,  blood-vessels,  etc. 

The  classification  of  the  various  painful  conditions  in  the  lower  extremity  which  neec 
our  attention  frrim  the  fxiint  of  view  of  diagnosis  is  no  eas>*  matter.  One  may  eonsidei 
first  thr^se  which  are  primarily  ner\'ous  in  origin,  and  use  them  as  a  basis  for  comparisoi 
with  thr^se  due  to  disease  of  other  tissues. 

1.    Pains   of  Nearalgic  or  Nearitic  Oritfn. 

Sriatirn, — ^Tliis  name  is  applied  commonly  to  a  condition  of  the  sciatic  ner\*e  whicli 
may  Mmietimes  l>e  describcrl  as  a  neuralgia  and  S4»metimes  as  a  neuritis,  according  to  the 
Mr  verity  r»f  the  attack  anrl  the  amount  of  alteration  in  ner>'ous  function  to  which  it  gives 
rih*-.  It  is  eharacterizefl  by  pain  of  a  neuralgic  tyf>e  referred  to  a  part  or  the  whole  of  the 
eoursf  nf  xht-  sciatic*  nerve  anrl  its  branches,  from  the  sciatic  not<'h  to  the  sole  of  the  foot 
I  sijiilly  tlif  pain  is  most  severe  along  tlie  back  of  the  thigh  and  along  the  outer  side  of  the 
N-g.  'r<ri#JcTriess  is  founrl  f»n  pressure  over  the  gluteal  region,  over  the  sciatic  notch,  and 
generally  all  alont;  the  nerve.  Kxacerbation  of  pain  is  produced  by  stretching  the  nerve 
for  iiisfanei'  by  foreibly  flexing  the  thigh  on  the  trunk  witli  the  knee  fully  extended.  Th< 
pain  is  irit<'n«>i fieri  by  niiiseiilar  exertion,  and  is  r»ften  severe  at  night,  especially  when  the 
fiatient  lies  on  his  back.  Sciatica  is  often  asscx'iated  with  lumbago,  pain  and  tendemesj 
in  the  muscles  of  the  lumbar  region.  In  long-standing  cases  the  nutrition  of  the  affectec 
leg  sijfTers  anrl  the  uiUM'les  apfK'ar  generally  smaller  than  those  of  the  other  limb,  but 
IcM'alizi'd  atrophy  picking  out  individual  muscles  suggests  that  there  is  something  mon 
than  a  simple  neuralgia  or  neuritis  at  work.  Numbness,  and  even  slight  cutaneous 
anxi'sthesia.  mav  be  fonnrl  on  the  dorsum  of  the  foot,  in  the  (iistril)ution  of  the  musculo- 
cutaneous  branch,  in  eases  of  simple  s<'iatic  neuritis.  The  knee-jerk  is  never  affected  ir 
M'iutiea,  but  the  ankle-jerk  is  often  diminished  or  lost,  and  may  remain  absent  for  a  lon^ 
perifKl  after  the  pain  has  disji()peared.     The  plantar  reflex  is  of  the  Hexor  type. 

Hefore  nuiking  a  diagnosis  of  sciatica  or  sciatic  neuritis  in  a  patient  who  complains  o1 
pain  in  the  course:  of  that  neive,  the  physician  must  satisfy  liinisrlf  that  there  is  no  grosi 
i,  diHrase  iu  the  hip-joint,  pelvis,  or  spinal  column  which  could  give  rise  to  the  symptoms.     The 

mobility  of  \\\v  hip-joint  must  be  investigated  carefully,  and,  if  doubt  exists  with  regard  tc 
its  integrity,  the  joint  should  be  skiagniphed.  The  pelvis  should  be  examined  externallv 
and  intenially  jmt  rectum  or  per  vaginam.  Ttic  writer  has  seen  a  case  of  sarcoma  of  thi 
innominate  bone  mistaken  for  sciatica,  when  a  glance  at  the  pelvis  as  a  whole  was  suflicient 
to  demonstrate  the  swelling  on  the  afTected  side.     In  the  same  way  the  mistaken  diagnosis 
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aeiatica  has  frequently  been  made  when  a  rectal  or  vaginal  examination  would  detect  a 
infiammaiory  or  malignant  mass  pressing  on  the  nerve.    Even  a  retroverted  uterus  may 
es  cause  pain  in  the  sciatic  distribution.     TuberculouSy  gummatous^  or  malignant 
of  the  lumbosacral  vertebras,  tumour^  or  meningitis  involving  the  lower  part  of  the  spinal 
and  Cauda  equina,  are  also  capable  of  producing  pain  which  resembles  that  of  sciatica. 
such  cases,  inquiry  into  the  action  of  the  sphincters  of  the  bladder  and  rectum  may 
the  position  of  the  lesion,  and  should  always  be  made  in  patients  complaining  of 
itica.     Skiagraphy  of  the  lower  part  of  the  vertebral  column  may  help  to  disclose  disease 
that  structure.     Lumbar  puncture  may  be  necessary  for  diagnosing  syphilitic  meningitis. 
most  cases  of  this  kind,  however,  a  careful  scrutiny  of  the  lower  limb  will  show  that  the 
is  not  limited  to  the  distribution  of  the  sciatic  nerve,  that  the  latter  is  not  acutely 
ler  on  pressure,  that  there  are  atrophy  and  paresis  of  certain  groups  of  muscles,  some 
which  are  supplied  by  other  branches  of  the  lumbo-sacral  plexus,  that  there  are  patches 
amesthesia  corresponding  to  root  rather  than  nerve  areas,  or  that  the  knee-jerk  is  lost 
perhaps  the  plantar  reflex  altered  in  character.     It  should  also  be  remembered  that 
is    nearly    always    unilateral,    whereas    growths    or    inflammation    within    the 
ibral  canal  tend  to  produce  signs  and  symptoms   in  both  legs  at  a  comparatively 
stage. 
The  frequency  with  which  sciatica  is  diagnosed  when  some  much  more  serious  disease 
really  present,  is  sufficient  excuse  for  laying  emphasis  on  the  above  points,  and  every 
itioner  would  do  well  to  make  it  his  invariable  rule,  when  faced  with  a  case  apparently 
brming  to  the  picture  of  sciatica,  to  inquire  into  the  action  of  the  sphincters,  to  inspect 
fully  and  palpate  the  pelvis  and  spine,  to  make  a  rectal  examination,  and  finally  to 
a  sharp  look-out  for  signs  of  present  or  past  malignant  disease  in  other  parts  of  the 
[y.     In  all  cases  of  neuralgic  or  neuritic  pain  the  urine  should  be  examined  for  the 
i^-)iiesence  of  sugar. 

1^  Anterior  Crural  Neuralgia  and  Anterior  Cruritis. — ^Neuralgia  in  the  distribution  of  the 

''•nterior  crural  nerve  is  much  leas  common  than  sciatica,  and  precautions  similar  to  those 
Jnst  mentioned  must  be  adopted  before  the  diagnosis  is  made.     In  this  condition,  the  pain 
nd  tenderness  involve  the  front  of  the  thigh  as  far  as  the  knee,  and  the  knee-jerk  is  some- 
times diminished.     In  some  cases  the  pain  extends  along  the  saphenous  branch  to  the 
I  ankle,  inner  aspect  of  foot,  and  big  toe.     There  is  often  considerable  wasting  of  the  quad- 
f.  lieeps  extensor  muscle,  which  may  also  exhibit  reaction  of  degeneration.     Occasionally 
'  tile  affection  is  associated  with  sciatica. 

Obturator  Xeuralgia. — Pain  in  the  distribution  of  the  obturator  nerve  is  rarely  of  simple 
neuralgic  origin.     Disease  of  the  hip-Joint  and  obturator  hernia  are  two  of  the  conditions 
'~  which  may  give  rise  to  it. 

Meralgia  Partesthetica  is  the  name  given  to  a  variety  of  pain  which  is  referred  to  the 
1^  eourse  of  the  external  cutaneous  nerve  of  the  thigh.  The  relations  of  this  nerve  to  the 
^  psoas  muscle  and  the  fascia  lata  render  it  liable  to  stretching  or  pressure  in  standing  or 
i*  walking,  with  the  result  that  the  neuralgia  is  intensified  by  the  maintenance  of  the  erect 
^  posture.  In  certain  instances  of  great  obesity,  prolonged  sitting  has  been  supposed  to 
,  |day  a  part  in  producing  this  type  of  neuralgic  discomfort.  There  is  sometimes  a  painful 
pfcssure-spot  just  below  the  anterior  iliac  spine.  A  flat-foot  is  met  with  not  uneomnionly 
in  these  cases. 

Metatarsal  Neuralgia,  or  Morton's  Affection  of  the  Foot. — This  neuralgia  is  of  the 
puoxysmal  type,  and  is  described  as  dull  throbbing  pain  in  the  base  of  the  fourth — some- 
times of  the  second — ^toe,  and  spreading  up  the  leg.  There  is  tenderness  on  pressure  over 
the  metatarsus.  In  a  certain  number  of  cases  the  pain  is  probably  related  to  the  wearing 
of  tight  or  ill-fitting  boots,  or  to  the  presence  of  flat-foot. 

Calcanodynia  is  another  form  of  pain  liable  to  occur  in  neuralgic  subjects  wlio  are 
doing  much  walking.  The  pain  is  often  bilateral,  worse  in  the  evening  and  at  night,  and 
tends  to  spread  from  the  heel  to  the  base  of  the  toes.  There  are  no  objective  signs  of  disease. 
One  patient  who  consulted  me  for  this  condition  returned  a  year  or  two  later  with  a  typical 
brachial  neuralgia.  In  all  obscure  cases  of  painful  feet  the  possibility  of  a  gonorrhceal 
burntis  or  fibrositis  should  be  kept  in  mind  ;  and  also  of  calcification  in  the  posterior 
end  of  the  long  plantar  ligament  producing  a  spine-like  projection  beneath  the  os  calcis, 
visible  to  the  jr-rays  (Fig,  185). 
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Multiple  Seurilit. — The  lower  extremities  are  often  the  site  of  multipk  neuritis  giviiq 
rise  to  Krest  paJn,  but  the  diafrnosis  is  rarely  dlfTirult  owinie  to  the  aMociation  of  atrc^ii 
palsy  of  the  muscles,  the  electrical  reaction  of  defeneration,  dulling  of  cutaneous  sensibilit; 
below  the  knees,  and  loss  of  the  knee-  and  ankle-jerks.  Fertiaps  the  most  characteristli 
and  constant  phenomenon  in  such  cases  is  the  presence  of  marked  tenderness  ot  the  musclei 
on  pressure.  The  nerve  trunks  are  sometimes  hypersensitive  also,  but  not  so  constsnth 
as  are  the  muscles  below  the  knees.  The  pain  in  multiple  neuritis  is  often  acute,  worse  ai 
night,  and  aKgravated  by  movement  and  the  pressure  ot  bed-clothes. 

Tabet  DoT$alia. — The  pains  of  tabes  are  more  often  complained  of  in  the  lejts  than  ii 
any  other  part  of  the  body.  I'niike  the  neuralgias,  they  are  usually  bilateral  and  noi 
referred  to  the  distribution  of  any  particular  peripheral  ner\-e.  The  'lightning'  pain: 
are  so  characteristic  that  they  can  hardly  be  compare<l  with  pains  of  any  other  origin 
Whether  trivial  and  'niggling.'  or  so  intense  as  to  draw  sweat  and  cries  from  the  mosi 
hemic  of  sufferers,  Ihey  are  always  short  and  lightning-like  in  duration,  often  rapidly 
rcpiatcd  in  the  paroxyi>niK.  irrcnularly  perimlic  in  their  attacks,  and  fleeting  or  hovering  ii 
their  Iiicalization.  It  is  a  practical  point  of  importance  lo  remember  that  many  patients 
when  asked  if  they  suffer  from  pains,  emphatically  deny  it.  but  readily  a<lmit  to  '  rbeu 
matics.'  ami  then  dcscrilw  in  a  graphic  manner  the  lightning  jiuiiis  of  taljcs.      The  idea  o; 

rheumatics  is  evolved  from  th< 
fact  that  these  |Hiins  are  ofter 
provoked  by  changes  in  the 
weather.  In  addition  to  light- 
ning  |>ain.s.  sufferers  rnim  tabef 
often  i-oniplain  of  dull  aching  oi 
iHiring  pains,  which  are  more 
continuous  and  less  intcnnittenl 
than  those  just  dcscril>ed.  Ta- 
Itctic  pains  may  precede  all  olhei 
signs  and  syniptoms  of  the  dis- 
etise,  in  which  case  their  dia- 
gnosis may  l>c  dlllicult.  The 
folh>wing  [Ktints  should  be  in- 
vestig»te<l  carefully  when  pains 
answering  to  the  dcseription 
given  alKive  are  complained  of ; 
(1)  \  history  of  syphilis,  con- 
gcnitul  or  aofuircd.  The  «-ritcr 
has    known   n  woman,   probably 

■  .ii-'i'/ 1  .■■iiji"!'.'-.'^!.""  '    '  '' ""    " "'(rty'J'r.'/.'ri.'i.ni,''/".t.'j'   '        tlic  suhifTt  of  Congenital  s>i>hilis. 

to  suffer  from  lightning  jiains 
from  early  rliildluNHl  ii).  to  forty  yean<  of  ugc,  when  she  ))rc-seiitctl  other  signs  of  tal>cs  ; 
{'!)  The  |>reset)cc  or  absence  of  n  ixisitivc  Wasscrmann  scrum  reaction,  though  this  test 
may  l*e  negative  witlMiul  lalK'S  <)orsalis  Ix-ing  cxcliiditl  :  (:t)  The  prcM-nce  or  aliscnce  of  a 
lymphticylosis  in  the  cerebrospinal  fluid  :  (I)  Tlic  reaction  of  the  pupils  to  light  ;  (5)  The 
<'ondition  of  the  knee-  and  ankle-jerks  :  (ff)  1'lic  presence  of  dee))  and  superlicial  analgesia 
oviT  the  legs  ;  (7)  A  history  of  gastric  crises  :  and  (K)  The  condition  of  the  sphinctei 
veslcic.  Parlicidar  attention  is  drawn  to  a  vnhiablc  sign  of  tnhrs  which  is  not  referrwi 
to  so  commonly  as  are  .Argyll  HolKTtson  j>upils  and  iibsent  knee-jerks,  i.e..  the  impaired 
pain-sensibility  in  the  calf  and  other  muscles  whrn  Ihey  are  s(|ure7.cd. 
AcTopanrHl/iesin.—iiii'v  p.   J-ti.) 

2.  Pain  In   connecUon   with   DIslurbsiices  ol  the  Circulation. 
!!;  Iiilermitletil  Clawliral  inn.— This  terni  is  iipplicil  ti>  ;i  cciiiilitiiui  the  jialhuiojiy  of  whicli 

p';  is  still  obscure,  hut  which  icrtiiiiily  dcjiends  on  an  iiiMilliciitit  l>lo(>il--Jii|>|ily  ta  the  muscles 

l|i,  ofllie  lower  extremities  when  thiy  are  culled   intii  intimity  'liiriii;:  luouiiinlinii.      It  inuy 

!;  lead  eventually  to  gang  re  nc.     The  malady  oeturs  chiilly  i[i  luin  (nir  lurty  years  of  age. 

!  '-  and  particularly  in  thosi'  who  have  indulged  freely  in  tol>:icci>.  wlic)  have  <iintraclcd  syphilis 

|ii  or  who  have  thrown  strain  u)iom  their  legs  over  a  long  iieric«i  c.f  litiic.     Tlii'  patient  com- 

I'  plains  of  iHiin  in  one  or  both  legs,  generally  in  the  cidf  muscles,  coming  on  after  walking 

•i 
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A  certain  distance,  and  disappearing  with  rest.  The  pain  becomes  so  intolerable  that  he 
ii  obliged  to  stand  or  sit  still  until  it  passes  off.  As  time  goes  on  the  distance  he  can  walk 
ii  comfort  becomes  progressively  shorter.  Examination  of  the  affected  limbs  reveals 
Mbing  obvious ;  they  are  well  nourished,  powerful,  and  normal  in  regard  to  sensation 
iad  reflexes.  Probably,  however,  the  observer  will  fail  to  detect  pulsation  in  the  arteries 
^the  foot,  and  perhi^  he  may  not  feel  the  popliteal  artery  behind  the  knee-joint.  The 
-ftmoral  artery  can  usually  be  felt  to  pulsate  in  a  normal  manner.  After  the  exertion  of 
walking,  the  foot  may  appear  unduly  pale.  With  rest,  the  returning  flush  of  normal  colour 
l|iRads  gradually  over  its  surface.  In  several  cases  of  this  kind  the  writer  has  noticed 
myokymia  of  the  calf  muscles  ;  that  is  to  say,  slow  worm-like  contractions  of  individual 
IWKle  bundles  without  any  movement  of  the  foot.  The  ankle-jerk  may  be  diminished 
«r  absent.  The  condition  is  not  very  uncommon,  and  its  diagnosis  is  not  difficult  if  the 
dkaracteristic  history  of  pain  coming  on  during  the  act  of  walking  is  borne  in  mind  and 
inds  to  the  search  for  the  signs  referred  to  above.  The  importance  of  its  recognition 
no  emphasis  in  view  of  its  tendency  to  go  on  to  gangrene. 

RaytiaucTs  Disease, — ^The  pain  attendant  on  the  local  syncope  and  local  asphyxia 
characterize  this  disease  may  be  severe,  but  the  diagnosis  is  obvious  owing  to  the 
ooiet  of  synunetrical  pallor  or  cyanosis  of  the  toes  preceding  the  acutely  painful  stage 
(•ee  Gangrene,  p.  255).     The  hands  are  nearly  always  affected  at  the  same  time. 

Erythromelalgia.-r-In  this  condition,  which  may  affect  various  parts  of  the  body,  but 
vhidi  is  seen  most  commonly  in  the  feet,  pain  may  precede  any  other  phenomenon.  The 
fain  is  more  or  less  continuous,  with  paroxysmal  exacerbations,  and  it  is  aggravated  by 
the  dependent  position  of  the  limb  as  well  as  by  warm  applications.  The  raising  of  the 
kfA  iOr  or  above,  the  level  of  the  body,  and  the  application  of  cold,  are  attended  by 
i§eviation.  Local  patches  of  cutaneous  flushing  follow,  or  sometimes  precede,  the  pain, 
tad  are  often  found  about  the  ball  of  the  big  toe  or  along  one  edge  of  the  foot.  These 
•fitclies  are  generally  rose-pink,  but  may  become  purplish-red  in  severe  paroxysms.  The 
beal  temperature  is  raised,  and  pulsation  of  the  vessels  may  be  observed.  Superficial  and 
deep  tenderness  is  also  present,  but  no  changes  in  the  reflexes  are  noted.  In  long-standing 
cues  a  certain  amount  of  oedema  results.  Erythromelalgia  occurs  in  persons  who  are 
ipparently  healthy  in  other  respects  ;  on  the  other  hand,  it  may  be  an  early  symptom  of, 
or  be  associated  with,  some  disease  of  the  spinal  cord,  such  as  disseminated  sclerosis,  tabes 
dorsalis,  or  syringomyelia. 

The  following  table  is  drawn  up  with  a  view  to  summarizing  the  chief  points  in  the 
differential  diagnosis  of  intermittent  claudication,  Raynaud's  disease,  and  erythromelalgia  : 


iNTKWiriTENT  CLAIDI-  |  RaYNAI  Drt   DISEASE  '  KRYTHHOMELAUUA 


Age  40  and  over  |  All  ages  20  to  60 

Sex  '  Males  more  than  females     j  Females  more  than  males  Males  more  than  females 

SUe  '    ^**  ^  ^^^  sjTnmetrieal  in  .  Symmetrical  in  toes  ■  Asymmetrieal  in  feet,  rarely 

'       calf  muscles  lilateral 

,   Onset  while  walking  '  During  syneopal  phase  or  Preeedes  vasomotor  pheno- 

I     absi'nt  niena 

I  Unaffected  by  position  Aggravated     hy   dependent 

posture 

Worse  in  cold  weather        I  Mav  be  excited  bv  cold  Cold  benefieiai 

1    Onlv  with  exercise  '  Paroxysmal  More    or    less    continuous, 

I  with   exacerbations 

Xo  sensory  change  l  Anaesthesia    and  analgesia  Superficial  and  dccptcndcr- 

I     during  paroxysm  ness 


Pain 


No  change  or  slightly  pale     Pallor  and  lividity  Pink  to  ])ur))lish  flush 

yoiomot     ^    Alwicnce    of  pulsation    in  '  Ischarmia   and   local  cold    Increasc<l     pulsation      and 

*.*«..-  ^^  'i       arteries.     Feet     some-      '  local  heat 
'**•«"          times  cold 

Gangrene  occasional             ,  Gangrene  common  («an<;rcne  rare 

w/tjQ.        (    Arteriosclerosis                        (ieneral     vasomotor  dis-    Fimctional  an<l  orjranic  dis- 

tfotu'      I    Tobacco                                        turbances  ease  of"  the  central  nervous 

1 1  Syphilis                                   j  system 
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3.  Referred  Pain  in  Visceral  Disease. — In  the  lower  extremity  tlie  referred  pain  d 
visceral  disease  is  not  recognized  so  often  as  is  that  of  cardiac  disease  in  the  upper  extremi^: 
Disease  of  the  Tectum^  bladder,  prostate,  or  ttUrus  may,  however,  give  rise  to  pain 
cutaneous  tenderness,  chiefly  in  the  fifth  lumbar  and  sacral  areas.     Head  quotes  a  patiol 
who  suffered  from  prostatitis  and  whose  complaint  was  as  follows  :   "  My  life  is  a  buTdc%  * 
for  I  cannot  stand  owing  to  the  pain  in  the  soles  of  my  feet,  I  cannot  walk  owing  to  tin 
pain  in  my  calves,  or  sit  on  account  of  the  pain  over  the  ischial  tuberosities  and  in  the 
perineum,  or  even  lie  owing  to  the  pain  in  my  loias  and  side."     A  careful  examination «( 
the  abdominal  and  pelvic  viscera  is  necessary,  therefore,  in  all  cases  of  pain  referred  ti| 
the  legs  without  obvious  h)cal  cause.  E.  Farquhar  BtcaBi\ 

PAIN  IN  THE  EXTREMITY  (UPPER).— Pain  in  some  part  or  other  of  the  upps^ 
extremity  is  a  common  complaint,  and  one  for  which  relief  is  often  sought.     This  artkki 
makes  no  pretence  to  deal  with  the  diagnosis  of  cases  in  which  there  is  some  ob\ious  loeri ). 
source  of  pain,  such  as  acute  arthritis  or  a  tumour,  but  is  intended  to  serve  as  a  guide  Igr 
the  diagnosis  of  cases  in  which  the  pain  is  more  obscure  in  origin. 

First,  it  is  always  essential  to  inquire  into  the  character  of  the  pain,  its  exact  site,  iti 
duration,  and,  if  paroxysmal,  its  usual  time  of  onset,  its  relation  to  movement,  rest,  etc 
Secondly,  a  careful  examination  must  be  made,  not  only  of  the  offending  limb,  but  of  tke 
functions  of  various  organs  and  of  the  nervous  system  in  particular.  It  must  be  remen* 
bered  that  the  arm  is  innervated  by  branches  of  the  brachial  plexus,  and  that  the  lattff 
is  made  up  of  nerve  fibres  derived  from  the  fifth  cervical  to  the  second  dorsal  spinal  scf- 
ments  through  their  corresponding  roots.  Consequently,  complete  examination  miy 
necessitate  an  investigation  of  the  spinal  functions,  and  an  inquiry  into  the  condition  of 
the  cervical  vertebral  column  and  the  cervical  meninges  ;  it  may  even  be  desirable  to  take 
a  skiagram  of  the  neck  or  to  make  a  lumbar  puncture  for  the  purpose  of  a  correct  diagnon. 
Attention  may  be  drawn  especially  to  the  fact  that  pain  in  any  situation  may  be  a  foie* 
runner,  the  first  symptom  of  a  nervous  or  spinal  lesion  which  ultimately  leads  to  more 
serious  disorders  of  function,  such  as  paralysis,  loss  of  sensibility,  and  alteration  of  reflexes. 

The  following  are  various  pathological  conditions  of  which  pain  in  the  arm  is  often  t 
prominent  symptom  : — 

Brachial  Neuralgia. — ^This,  like  neuralgia  in  other  parts,  is  characterized  by  pais 
and  tenderness  in  the  distribution  of  one  or  more  nerves.  The  pain  may  be  referred  to 
the  course  of  all  the  branches  of  the  brachial  plexus,  but  sometimes  is  limited  to  that  of 
one  or  two  nerves,  such  as  the  ulnar,  musculospiral,  or  internal  cutaneous.  It  may  occur 
only  in  paroxysms,  but  more  commonly  there  is  a  constant  aching  discomfort,  with  occa* 
sional  severe  exacerbations  excited  by  exertion,  cold,  or  mental  worry.  The  patient  is 
generally  glad  to  rest  the  limb  or  to  carry  it  in  a  sling,  in  order  to  avoid  the  more  acute 
attacks  :  on  the  other  hand,  the  continuous  aching  drives  him  to  find  temporary  relief  in 
frequent  changes  of  position.  Pressure  over  the  affected  nerves  is  accompanied  by  tendo- 
ness,  especially  over  the  brachial  plexus  in  the  posterior  triangle  of  the  neck,  ovff  the 
musculospiral  as  it  winds  round  the  humerus,  and  over  the  ulnar  along  its  superficial  eooB 
in  the  region  of  the  elbow.  The  tenderness  so  produced  may  be  associated  withpriaff 
tingling  referred  to  the  more  peripheral  course  of  the  nerve.  The  skin  may  be  iQffV* 
aesthetic  and  show  vasomotor  changes  in  the  way  of  flushing  or  hyperidrosis. 

In  making  a  diagnosis  of  brachial  neuralgia  it  is  desirable  to  seek  for  some  enieto 
which  it  can  be  ascribed,  such  as  a  rheumatic  or  gouty  diathesis,  or  a  history  oraoiBe|Me- 
ceding  toxic  condition,  such  as  influenza,  malaria,  or  alcoholism.  In  some  cases  no  Mtii- 
factory  explanation  beyond  unusual  worry  or  work  in  a  neuropathic  individual  is  forth- 
coming.  The  urine  should  be  examined  for  sugar,  as  neuralgia  is  sometimes  of  MheHc 
origin.  The  presence  of  muscular  atrophy  or  anaesthesia  removes  the  case  from  the 
category  of  neuralgia,  and  the  diagnosis  of  neuritis  or  of  some  more  gross  organic  affection 
must  be  substituted.  On  the  other  hand,  it  must  not  be  forgotten  that  a  cervical  rib 
(Fif^.  187)  may  produce  many  of  the  symptoms  of  brachial  neuralgia  without  any  detinite 
muscular  atrophy  or  sensory  loss.  In  contradistinction  to  some  of  the  conditions  abtmt 
to  be  described,  brachial  neuralgia  is  practically  always  unilateral. 

Brachial  neuralgia  may  be  diagnosed,  therefore,  _if  there  is  pain  and  tenderness  in 
Die  distribution  of  the  brachial  plexus  without  paralysis  or  sensory  loss,  and  if  no  gross 
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lesion  can  be  found  to  account  for  the  symptoms.     So-called  muscular  rheumalhtn  dilTertt 
from  brachial  neuralf;ia  in  that  the  pain  is  generally  less  acute  and  the  ]>oints  at  local  tenrler- 
ness  are  to  be  found  over  muscular  insertions  rather  than  over  the  nerve  tnmks.     At  the 
same    time  it  must  be  admitteil   that   the  museles  as 
well  as  the  nerves  are  byperecnsitivc  in  severe  cases  of 
neuralgia. 

Braelilal  Ncuritls.^ — ^Vhen  muscular  atrophy  and 
sensory  loss  arc  found  in  addition  to  pain  and  tender- 
ness, the  (tondition  must  be  regardefi  as  one  of  neuritis. 
Unilateral  brachial  neuritis  is  verj-  uncommon  except  as 
a  result  of  some  gross  lesion,  such  as  pressure  on.  or 
irritation  of,  the  nerve- tnmks.  Bilateral  brachial 
neuritis  is  comnmn  enough,  but  is  then  a  |mrt  of  a 
multiple  peripheral  neuritis  due  to  alcohol,  arsenic,  lead, 
diabetes,  etc.,  in  which  the  lower  extremities  also  arc 
generally  involved. 

Before  making  a  diagnosis  of  one-sided  brachial 
neuritis,  careful  search  must  be  made  for  evidence  of 
such  conditions  as  cervical  rib,  lutnour  in  the  poslerior 
triangle  of  llie  neck,  glands  iii  the  axilla,  aneurysm  of  the 
Hubclavian  artery,  malignant  disease  or  caries  of  tlie 
cervical  vertebra,  eervieal  pachymeningitis,  spinal  tumour, 

or    spinal    gliosis.     Xeuromala    or  fibroneuromata   are  r-    m  •    jti  i 

generally  widely  distributed  about  the  ]>eripheral  nerves,       ri'Min  ih''Iwo(Hi'i'iii>i. 
but  cases  have  been  recorded  in  which  they  have  been  {."tiiiiram  i.g  i.r.  i,i!i,.ri  .■'«»(.> 

limited  to  the  brachial  plexus  and  have  given  rise  to  a 

brachial  neuralgia  or  braeliial  neuritis.  Such  tunuiurs  may  be  so  small  us  easily  to 
escape  obser^'ation  unless  looked  for.  Adiposis  doUnnsa  (p.  4H))  is  another  rare  conilition 
which  may  give  rise  to  neuralgic  pain  in  the  arm,  but  it  is  not  liniitcd  to  one  lind). 

Cervical   Bibs.— A  supernumerary'  seventh    cervicral  rib.    imilateral  or  bilateral,  is  a 


fre<)ucn1 

;   congenital 

abnormality.      In     a 

small     i)roi>ortii)n    of 

eases  it  iii 

lay  give  rise 

to  Kjniiiili 

uns,   especi- 

allv'in  udnlls  who  use 

thdr  arm: 

s  and  hands 

continn: 

illy    in    the 

course    <>[ 

their  em- 

ploynit-i) 

it.     Women 

suffer  inoi 

'(-oDcu  than 

from  till'  runt  of  the 
neck  to  the  \\\>-  "f 
the  liuHi-r^.tniirc  often 
than  not  ulon^  Ihe 
ulnar  burder  ()f  the 
arm.  i-^  usually  tbt- 
llrst.  aiKl  miiv  be  tlii' 
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who  has  been  sufterln/;  nnich  nhcn  iit  work,  taki's  a  holiday,  ami   ec 
for  scrubbing,  lifting,  etc..  slu:  lUiiy  lose  the  piiin  aitijjjellier  until  she  resi 
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atrophic  palsy,  ansesthesia,  and  loss  of  tendon-jerks  in  the  arms  ;  (8)  Evidence  of  pressure 
on  the  spinal  cord,  producing  spastic  paralysis  of  the  trunk  and  lower  limbs,  together  with 
ansesthesia,  loss  of  abdominal  reflexes,  increased  knee-jerk,  ankle-clonus,  and  extensor 
plantar  reflexes  ;  (4)  The  occurrence  of  oculo-pupillary  phenomena  when  the  eighth  cervical 
and  first  dorsal  roots  are  involved  ;  and  (5)  The  condition  of  the  cerebrospinal  fluid  obtained 
by  lumbar  puncture  (p.  304). 

In  addition  to  the  gross  extrinsic  processes  affecting  the  spinal  roots,  there  are  other 
cases  in  which  a  spinal  root  is  the  site  of  an  intrinsic  inflammatory  or  vascular  lesion.  Herpes 
zoster  is  a  common  result  of  such  a  lesion,  and  may  be  found  in  the  peripheral  distribution 
of  any  of  the  posterior  roots  which  go  to  form  the  brachial  plexus.  Pain  in  the  upper 
extremity  often  precedes  the  eruption,  and  post-herpetic  neuralgia  is  sometimes  long  per- 
sistent and  associated  with  marked  hypersesthesia  in  the  corresponding  root  area.  Uni- 
radicular  pain,  followed  by  atrophy  of  the  muscles  supplied  by  the  efferent  root  fibres  and  by 
sensory  loss  in  the  region  innervated  by  the  afferent  fibres,  with  or  without  the  development 
of  an  herpetic  rash,  also  occurs  in  rare  instances  as  the  result  of  an  inflammatory  or  vascular 
lesion  of  the  spinal  nerve  in  the  neighbourhood  of  the  posterior  root  ganglion. 

Referred  Pain  in  Visceral  Disease. — In  disease  of  the  heart  and  aorta,  especially 
with  syphilitic  disease  of  the  aortic  valves,  or  with  atheroma  or  aneurysm  of  the  first  few 
inches  of  the  aorta,  attacks  of  pain  in  the  left  arm  are  often  complained  of.  These  may 
be  confined  to  the  arm,  or  may  be  associated  with  fully  developed  angina  pectoris  (p.  438). 
The  pain  is  radicular  in  distribution,  referred  to  the  first  and  second  dorsal  root  areas  —the 
ulnar  border  of  the  arm — sometimes  extending  into  the  little  finger.  During  the  attacks 
cutaneous  hypenesthesia  may  be  present  over  the  same  areas.  In  all  cases  of  paroxysmal 
pain  referred  to  the  left  arm  a  very  careful  examination  of  the  thoracic  viscera  is  therefore 
indicated. 

OoeupatiOD  Nenroses. — ^The  upper  limb  is  the  conunon  site  of  occupation  neuroses 
— ^termed  writer's  cramp,  typist's  cramp,  and  so  on,  according  to  whether  it  has  to  do  with 
writing,  typing,  needlework,  telegraphy,  hair-cutting,  etc.  These  neuroses  are  mainly 
characterized  by  some  form  of  muscular  spasm,  but  pain  of  a  cramp-like  character  is  a 
frequent  accompaniment  of  the  spasm.  The  diagnosis  is  easy,  because  careful  inquiry 
will  elicit  the  fact  that  the  pain  and  spasm  are  evoked  by  the  employment  of  the  limb  in  a 
particular  occupation,  and  that  other  manipulations  involving  the  use  of  the  same  muscles 
may  be  carried  out  with  impunity.  The  acute  pain  associated  with  the  spasm  may  be 
followed  by  a  dull  aching  for  some  hours  after  the  occupation  has  been  indulged  in. 

Finally,  the  term  Psydialtfa  may  be  applied  to  pain  referred  to  the  arm,  as  well 
as  to  other  parts  of  the  body,  by  patients  whose  nervous  and  mental  resistance  is  under- 
mined or  exhausted.  Neurasthenic  pain  of  this  kind  is  rarely  limited  to  the  arm  ;  it  is 
referred  more  commonly  to  various  parts  of  the  head  and  to  particular  regions  along  the 
course  of  the  vertebral  column.  E,  Farquhar  Buzzard, 

PAIN  IN  TBDE  EYE  is  not  by  itself  pathognomonic  of  any  particular  lesion  ;  but  it 
may  be  complained  of  under  very  diverse  circumstances,  which  may  be  ranged  into  the 
following  groups  : — 

1 .  Pain  associated  with  Visible  Inflammatory  Changes,  due  to — 


Foreign  body 

Entropion 

Conjunctivitis 


Ulceration      of      the         Interstitial  keratitis       •;   Glaucoma 


cornea  Iritis 


Ocular  herpes. 


Tlie  differential  diagnosis  between  these  is  discussed  in  the  article  on  Eye,  Acute 
Inflammation  of  (p.  281). 

2.  Pain   witboat  Visible  Changes  in  the  Eyeball,  but  with  Acute  Loss  of  Sight  in 

one  eye  only,  in  both  eyes  together,  or  in  one  eye  after  the  other  :  Retrobulbar  neuritis. 

The  pain  is  generally  referred  to  the  back  rather  than  to  the  front  of  the  eye.  The 
diagnosis  is  suggested  at  once  if  considerable  loss  of  sight  comes  on  acutely  in  an  eye  which 
on  examination  proves  not  to  be  affected  by  glaucoma,  intra-ocular  haemorrhage,  detach- 
ment of  the  retina,  or  any  visible  or  palpable  lesion,  especially  if  the  degree  of  vision  power 
waxes  and  wanes,  owing  to  varying  degrees  of  engorgement  of  the  vessels  in  the  optic  nerve 
where  it  is  inflamed  between  the  eyeball  and  the  brain.     After  a  day  or  two,  or  a  few  days. 
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the  pain  may  disappear  and  sight  return  to  normal  ;   on  the  other  hand,  in  severer  caae^ 
the  inflammation  in  the  optic  ner\'e  may  come  forward  to  the  back   of  the  eyeball 
become  visible  as  optic  neuritis  (Plate  XIX,  Fig,  k,  p.  416).     The  cause  of  the  mi 
may  be  difBcult  to  determine  ;   often  it  remains  obscure  ;   sometimes  it  is  traced  sui 
fully  to  plumbism  (p.  34),  syphilis,  or  to  some  acute  infection  such  as  influenza. 

.3.  Pain  without  Inflammation  and  without  Blindness,  but  associated  with  errors 
refraction :   Eyestrain. 

The  commonest  cause  of  eyestrain  is  some  error  of  refraction,  especially  hyperme 
astigmatism,  or  presbyopia,  and  it  arises  mainly  in  persons  whose  occupation  entails  mi 
reading  of  small  print,  fine  needlework,  or  close  attention  to  minute  details  near  to 
eyes  ;    or  in  those  whose  w^ork  has  to  be  carried  on  in  too  dim  or  too  strong  a 
— especially  electric  or  strong  sunshine.      It  is  not  so  much  the  big  degrees  of  error 
refraction  that  cause  the  mischief — for  these  are  generally  so  obvious  to  the  patient  thil 
they  have  been  corrected  already  by  appropriate  glasses  ;    it  is  rather  the  minor  or  cm 
quite  small  degrees  of  h\^ermetropia  or  astigmatism  that  are  responsible,  for  these  hue 
verj'  likely  not  by  themselves  led  the  patient  to  seek  ocular  advice  ;  and  they  need  coiisidai> 
able  care  in  their  detection  even  at  the  hands  of  a  skilled  ophthalmic  surgeon     The  patiot 
may  consider  that  he  has  exceptionally  good  sight,  especially  in  the  case  of  minor  degrea 
of  hypermetropia,  which  may  none  the  less  cause  not  only  severe  pains  in  the  eyes,  M 
also  serious  headaches  and  attacks  simulating  migraine.     Frequently  it  is  only  when  the 
patient  has  become  tired  from  excessive  work  that  the  strain  of  accommodating  for  noi 
objects  begins  to  tell  ;  and  the  symptoms  may  be  attributed  to  overwork  when  this  is  bat 
partly  true  ;   or  presbyopia  may  produce  pain  in  eyes  which  were  not  subject  to  eyestnii 
when  the  faculty  of  accommodation  was  more  lissom  in  youth,  notwithstanding  the  emr 
of  refraction.     Pain  in  the  eyes  from  eyestrain  becomes  more  common  as  age  advanoa; 
and  some  elderly  persons  are  scarcely  able  to  read  or  work  at  all  on  this  account,  cvai 
when  glasses  have  been  prescribed. 

On  the  other  hand,  work  carried  out  under  exceptional  circumstances  of  light  or 
closeness  may  cause  eyestrain  even  in  those  whose  ocular  refraction  is  normal  or  fully 
compensated  by  glasses  ;  microscopists  are  apt  to  suffer  in  this  way  for  instance,  or  thoie 
who  are  exposed  to  the  glare  of  sunshine  upon  snow  ;  and  so  on.  The  circumstances  o( 
the  case  are  likely  to  suggest  the  diagnosis. 

4.  Pain  In  the  Eyes  due  to  Febrile  or  other  Constitutional  Causes. — ^The  moit 
familiar  example  of  cases  which  come  under  this  heading  is  afforded,  perhaps,  by  influensa* 
The  pain  is  generally  referred  rather  to  the  backs  of  the  eyeballs  than  to  the  eyes  them- 
selves, but  nevertheless  the  complaint  is  one  of  pain  in  the  eyes.  The  trouble  occurs  both 
as  an  early  symptom  of  the  disease  and  as  a  sequela  when  the  fever  has  subsided.  Ti» 
diagnosis  is  made  from  the  course  of  the  pyrexia  and  the  general  symptoms  ;  it  dcpendi  I 
little  upon  whether  there  is  pain  at  the  back  of  the  eyes  or  not.  But  influenza  should  not 
be  regarded  as  certain  without  bacteriological  confirmation,  for  it  is  usually  guessed  at 
rather  than  diagnosed — and  often  wrongly.  In  a  similar  way,  pain  in  the  eyes  may  fonn 
a  part  of  the  general  clinical  picture  in  many  other  fevers,  notably  small-pox,  typhus, 
typhoid  fever,  measles,  secondary'  syphilis,  and  malaria.  The  diagnosis  is  influenced  v«y 
little  by  the  fact  that  the  patient  complains  about  his  eyes,  except  when  there  is  coryzaBS 
well  as  pain,  for  instance  in  the  early  stages  of  measles.  In  other  conditions  there  is  Photo- 
phobia (p.  5*24)  rather  than  pain  in  the  eyes,  and  reference  may  be  made  to  the  article  upon 
that  symptom.  Herbert  Frmck, 

PAIN  IN  THE  FACE.— The  distinction  between  pain  in  the  face  and  pain  in  the 
head,  though  to  some  extent  artificial,  is  sufficiently  marked  in  most  instances  :  the  latter, 
with  its  diagnostic  significance,  is  discussed  under  Headache  (p.  293).  There  arc  certain 
etiological  points,  however,  at  which  faceache  and  headache  overlap  ;  for  example,  the  supra- 
orbital pain  and  the  headache  which  may  both  originate  from  ocular  errors  of  refraction. 
Pain  in  the  face,  as  elsewhere,  niav  be  due  to  verv  obvious  causes,  which  need  no  discussion, 
such  as  an  inflamed  parotid  gland,  a  gumboil,  or  an  acute  conjunctivitis.  On  the  other 
liand,  ])ain  in  the  face  may  be  complained  of  when  superficial,  and  perhaps  minute,  examina- 
tion fails  to  discover  an  adequate  basis,  (iuidance  towards  the  correct  diagnosis  of  such 
cases  rimy  he  obtained  by  a  cousideralion  o^  \\\e  towxsc,  s\^s,  and  symptoms  of  the  following 
clinical  types  of  facial  pain. 
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• 
Major   TrUfeminal    Nearaltfa  (tic   douloureux    or  epileptiform    neuralgia)    may   he 
as  a  distinct  disease,  owing  to  the  general  similarity  of  one  case  to  another.     Its 
ptthology  is  unknown,  but  in  each  case  the  pain  is  attributed  in  its  early  stages  to  some 
IdcaI  defect,  such  as  a  carious  tooth,  and  many  sound,  as  well  as  many  diseased,  teeth  arc 
icmoved  in  a  \'Bin  endeavour  to  arrest  the  malady.     Beginning  usually  after  thirty-five 
jnrs  of  age,  tic  douloureux  is  characterized  by  paroxysms  of  acute  pain  in  the  distribution 
of  one  or  more  of  the  divisions  of  the  trigeminal  nerve,  usually  of  one  side  only.      The 
.   JBter\'als  between  the  paroxysms  vary  from  seconds  to  months,  and  may  be  infUieneed 
'   fa  their  length  by  many  factors,  such  as  the  general  state  of  health,  mental  worry,  and 
..  C9qx>sure  to  cold.     The  intervals  tend  to  become  shorter  and  the  paroxysms  more  severe 
:  nd  more  extensive  in  their  distribution.      The  pain  is  described  as  beginning  in  spots 
:  .beneath  the  skin,  and  radiating  along  the  peripheral  branches  of  the  nerve.     These  spots 
eorrespond  to  points  where  the  nerve  bundles  penetrate  the  deeper  tissues  to  reach  the 
■uperficial  structures,  and  may  be  recognized  as  places  pressure  upon  which  is  particularly 
Ifable  to  start  an  attack.     In  severe  cases,  the  lightest  touch,  a  breath  of  wind,  attempts 
at  articulation  or  mastication,  and  even  the  act  of  defalcation  may  be  sufficient  to  provoke 
an  agonizing  spasm  in  which  the  violent  reflex   contraction  of  the   muscles  of  the  cor- 
icqx>nding  side  of  the  face  affords  some  evidence  of  the  suffering  endured.      During  the 
'.  parox^'-sm  the  patient  may  endeavour  to  obtain  relief  by  firm  pressure  with  his  hand  over 
the  starting-point  of  the  pain.     The  attack  may  be  accompanied  by  cutaneous  flushing, 
.  photophobia,  lachrymation,  and  salivation,  as  well  as  by  a  subjective  sensation  of  swelling 
in  the  affected  tissues..    When  the  tongue  is  affected  a  metallic  taste  is  sometimes  described 
by  the  sufferer.     Trophic  changes  in  the  hair  and  skin  are  also  observed  as   a  result  of 
lepcated  attacks.     The  diagnosis  of  major  neuralgia  depends  chiefly  on   the   following 
points :    (1)  The  age  of  onset ;    (2)  The  absence  of  relief  or  only  temporary  alleviation, 
afforded  by  removal  of  possible  exciting  causes,  such  as  defective  teeth  ;   (3)  The  presence 
of  definite  starting-points  of  the  pain  corresponding  to  exit^  of  branches  of  the  fifth  cranial 
nerve,  and   the  spread  of  the  pain  along  the  corresponding  nervous  paths  ;    (4)   The 
paroxysmal  character  of  the  pain,  its  intense  severity,  and  its    unilateral  distribution ; 
(5)  The  excitability  of  the  attacks  by  peripheral  stimuli  ;  and  (6)  The  various  reflex,  vaso- 
motor, secretory,  and  trophic  phenomena  to  which  the  attacks  of  pain  give  rise.     From 
a  practical  standpoint  the  most  important  task  in  diagnosis  is  to  discriminate  between 
cases  of  idiopathic  major  neuralgia  and  those  which  belong  to  the  next  group. 

Trigeminal   NenraUia  dae  to  Organic  Lesion  of  the  Nerve   or    Its  Roots. — This 
form  of  neuralgia  may  simulate  tic  douloureux  in  every  particular,  and  its  diagnosis  can 
be  made  only  by  careful  systematic  examination  of  the  patient,  with  the  possibility  of  an 
organic  lesion  being  the  source  of  pain  before  the  physician's  mind.     Tumours  at  the  base 
of  ike  brain  in  the  middle  fossa,  tumours  growing  from  the  base  of  the  skull  in  the  neighbour- 
hood of  the  foramen  ovale  and  foramen  rotundum,  as  well  as  tumours  of  the  cranial  ?ien^es 
themselves,  are  amongst  the  causes  of  trigeminal  neuralgia.     Gummatous  meningitis  and 
gummatous  periostitis  may  be  mentioned  in  the  same  eonncction.  In  everj'  case  of  trigeminal 
nniialgia,  therefore,  headache  and  vomiting  should  be  inquired  after,   and  optic  neuritis 
looked  for.     Examination  of  the  functions  of  each  cranial  nerve  must  be  carried  out.  and 
in  particular  those  of  the  fifth  nerve  carefully  tested.     Any  impairment  of  sensibility  in 
the  cutaneous  territory  of  this  ner\'e  must  be  regarded  as  evidence  that  the  ease  is  not  one 
of  idiopathic  neuralgia,  and  the  same  may  be  said  when  tliere  is  unpaired  motor  power 
in  the  muscles  of  mastication.       In  several  cases  of  severe  trigeminal  neuralgia  1  have 
found  atrophic  palsy  of  the  masseter  and  temporal  muscles  on  the  same  side,  with  slight 
anaesthesia  on  the  face,  and  these  cases  have  always  proved  to  be  instances  of  growth 
involving  the  structures  at  the  base  of  the  skull.     In  one  patient  the  neoplasm  originated 
in  the  splenomaxillary  fossa. 

Trigeminal  neuralgia  may  also  occur  as  the  result  of  intrinsic  disease  of  the  (iasserian 
S^nglion,  e.g.,  in  cases  o(  herpes  zoster.  This  condition  is  fairly  common  in  the  distribution 
of  the  first  division  of  the  trigeminus,  much  less  common  in  that  of  the  second  and  third, 
"^pain  usually  precedes  the  herpetic  eruption  by  some  days,  and  is  associated  with  con- 
stitutional malaise  and  sometimes  with  pyrexia,  two  important  points  in  diagnosis.  The 
^tter  becomes  clear  with  the  development  of  tlie  rash,  but  even  then  it  is  necessary  to 
^in  mind  the  possibility  that  the  Gasscrinn  ganglion  may  be  affected  by  gtoss  ^.-i^XvTW^X 
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referred  to  are  shown  in  the  accompanying  diagrams,  and  the  general  relationship  between 
individual  teeth  and  their  segmental  areas  may  be  described  as  follows  : — 
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The  value  of  this  knowledge  in  relation  to  diagnosis  lies  in  the  fact  that  pain,  with 
tenderness,  referred  to  any  one  of  these  segmental  areas  should  lead  the  observer  to  seek 
for  its  cause  in  disease  of  the  corresponding  viscus. 

The  headache,  sometimes  called  neuralgia,  which  results  from  errors  of  refraction, 
especially  astigmatism,  is  referred  to  the  mid-orbital  area,  where  superficial  tenderness 
may  ofjten  be  discovered  on  examination.  This  form  of  pain  comes  on  in  the  morning  as 
soon  as  the  eyes  are  opened,  and  is  intensified  by  reading  or  sewing.  It  disappears  under 
the  use  of  atropine,  and  wears  off  of  itself  if  the  eyes  are  not  used  for  near  work.  Occa- 
sionally it  takes  on  a  paroxysmal  character  without  any  particular  relationship  to  the 
use  of  the  eyes.  In  irith  and  glaucoma,  referred  pain  may  be  intense,  and  it  is  usually 
situated  in  the  temporal  and  maxillary  segmental  areas  as  well  as  in  the  eyeball  itself.  The 
occurrence  of  referred  pain  in  chronic  glaucoma  without  pain  in  the  eyeball  is  a  point  which 
may  be  of  great  diagnostic  importance,  as  it  may  draw  attention  to  the  unsuspected  ocular 
disease. 

In  ear  disease  the  hyoid  area  is  that  to  which  pain  is  referred  and  in  which  hyperaesthesia 
of  the  skin  may  sometimes  be  found.  In  the  more  severe  types  of  disease,  such  as  sup- 
puration in  the  middle  car,  the  pain  may  also  be  referred  to  the  vertical  and  temporal  areas. 

Lesions  of  the  tongue  may  produce,  in  addition  to  local  pain  in  the  organ  itself,  referred 
pain  in  three  other  areas  :  the  mental  area  when  the  disease  affects  the  anterior  portion  of 
the  tongue  ;  the  hyoid  area  when  the  lateral  portion  is  involved  ;  and  the  occipital  area 
when  the  dorsum  is  the  site  of  the  lesion. 

In  inflammatory  affections  of  the  nose  and  frontal  sinuses,  pain  is  referred  to  the  fronto- 
nasal and  mid-orbital  areas  on  the  forehead. 

The  various  forms  of  pain  in  the  head  associated  with  disease  of  the  t/ioracic  and 
abdominal  organs  are  discussed  under  Headache  (p.  293),  and  the  same  article  deals  with 
the  aches  which  accompany  general  constitutional  diseases. 

In  tabes  dorsalis  pains  are  sometimes  described  in  the  face,  and  have  the  same  charac- 
teristics as  those  in  other  parts  of  the  body.  They  are  paroxysmal,  sudden,  severe,  and 
Jightning-like.  They  are  rarely  limited  to  the  face.  They  may  be  accompanied  by  a  more 
continuous  dull,  boring  kind  of  pain.  The  diagnosis  is  easy  if  a  systematic  examination 
of  the  nervous  system  is  carried  out. 

Pseudo-neuralgias,  or  psychalgias,  which  are  complained  of  by  hysterical  and 
neurasthenic  individuals,  are  vague  in  their  distribution,  not  limited  to  the  trijjeminal 
area,  and  often  bilateral.  They  tend  to  disappear  when  attention  is  drawn  in  other  direc- 
tions, and  are  less  intense  during  eating  and  talkin^;.  They  are  diagnosed  by  the  method 
•of  exclusion  of  other  causes.  E.   Farquhar    Buzzard 

PAIN  IN  THE  FOOT.  -('See  Pain  in  thk  Kxtukmitv,  Lowkk,  p.  4138.) 

PAIN  IN  THE  FOREARM.  -(See  Pain  in  tin:  I^xtukmitv,  Uppkr.  \).  U2.) 

PAIN,  GIRDLE.-(See  (;iri)lk  Pain.  p.  2()().) 

PAIN  IN  THE  HAND.— (See  Pain  in  tiii:  KxTar.Mn  v,   L'ppkh,  p.  44'2.) 

PAIN  IN  THE  HEAD.- (See  Hkauaciie,  p.  2i);j.) 
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Duodenal    ulcer   is   commoner   in   men,    disease   of   tlie   j?all-bladder   in   women,    whilst 

appendicitis  may  occur  with  almost  equal  probability  in  either  sex.     The  percentagfe  of 

free  HCl  in  the  stomach  contents  is  more  persistently  hi»:h  in  duodenal  ulcer  than  in  either 

ippendix  dyspepsia,  or  gall-stones.      A  history  of  melaena,  or  the  presence  of  occult  blood 

in  the  fjeces,  would  determine  one  in  favour  of  ulcer. 

Pancreas. — Malignant  disease  of  the  pancreas  may  cause  pain  in  the  right  hypochon- 
driuni.  In  such  a  case  a  deep-seated  tumour  may  be  felt,  and  there  is  often  jaundice 
along  with  a  distended  gall-bladder.  On  the  other  hand,  when  gall-stones  lead  to  jaundice, 
the  gall-bladder  is  not  usually  distended  (see  Jaundice,  p.  824). 

Bight  Kidney. — ^A  freely  movable  right  kidney  may,  by  ureteral  kinking  or  dragging 
on  the  bile-duct,  cause  sudden  attacks  of  pain  in  the  right  hypochondrium  which  may 
exactly  simulate  gall-stone  colic.  Indications  of  intermittent  hydronephrosis  should  be 
looked  for,  e.g.  the  appearance  of  a  renal  tumour,  and  the  occasional  discharge  of  large 
quantities  of  urine  ;  urinary  symptoms,  however,  may  be  entirely  absent.  Tlie  attacks 
tend  to  occur  by  day.  whilst  biliary  colic  often  begins  in  the  night. 

Stone  in  the  right  kidney  may  cause  chronic  pain  in  the  right  hypochondrium  and 
Inck.  The  kidney  is  often  found  to  be  enlarged  and  tender  on  bimanual  palpation  in 
Rich  a  case,  but  it  must  be  remembered  that  the  urine  may  furnish  no  diagnostic  indication. 
The  .r-rays,  however,  may  make  the  diagnosis  clear  {Fig.  138,  p.  279),  although  a  negative 
result  does  not  exclude  the  possibility  of  stone. 

The  pain  of  renal  colic  may  be  difficult  to  diagnose  during  an  attack  from  gall-stone 
eolkr,  lead  colic,  or  appendicitis,  but  it  begins  below  the  lower  ribs  and  has  a  characteristic 
tendency  to  pass  downwards  into  the  groin.  It  may  be  attended  by  vomiting  and  fever. 
During  or  after  the  attack  there  may  be  blood  and  gravel  in  the  urine  ;  but  it  must  be 
lemcmbered  that  the  urine  may  be  heavily  loaded  with  urates  after  an  attack  of  biliary  colic. 

Pyelitis  may  also  be  the  cause.  The  urine  will  then  furnish  diagnostic  indications 
(see  Pyuria,  p.  574,  and  Bacteriuria,  p.  69)  ;  and  the  kidney  may  be  felt  to  be  enlarged 
un  bimanual  palpation.  The  patient  is  often  a  pregnant  woman,  and  the  pain  may  begin 
aeutely,  starting  in  the  loin  and  right  hypochondrium  and  passing  downwards  towards 
the  iliac  fossa  and  pelvis.  There  is  a  high  temperature,  rigidity  of  the  muscles,  and  hyper- 
esthesia both  in  the  loin  and  in  the  right  side  of  the  abdomen. 

A  perinephric  abscess  may  cause  pain  in  the  right  hypochondrium  and  lumbar  region. 
A  tumour  will  be  felt,  and  the  loin  may  be  filled  out,  and  there  will  be  the  usual  signs  of 
deep-seated  suppuration. 

Appendix. — ^The  pain  of  chronic   appendicitis  may  be  felt  chiefly  in  the  right  hypo- 
'  chondrium,  and,  as  already  remarked,  may  be  of  the  nature  of  a  hunger  pain.     Tenderness 
over  McBumey 's  point  should  be  looked  for.     When  an  acute  attack  of  appendicitis  simu- 
lates gall-stones,  it  may  be  of  help  to  remember  that  indicanuria  is  common  in  the  former, 
but  is  usually  absent  in  the  latter. 

Colon. — New  growths  in  the  neighbourhood  of  the  hepatic  flexure  may  cause  pain 
in  the  right  hypochondrium  ;  but  in  that  case  a  tumour  can  usually  be  felt,  and  signs  of 
chronic  intestinal  obstruction  are  present. 

Uterine  AppeiHlaie& — Salpingitis,  a  twisted  ovarian  pedicle^  and  a  ruptured  extra- 
^Mne  gestation,  may  all  cause  pain  in  the  right  side  of  the  abdomen  which,  however,  has 
usually  its  maximum  intensity  rather  below  the  hypochondriac  region.  A  careful  pelvic 
examination  will  usually  make  the  diagnosis  clear. 

Pleuiisyy  Intercostal  Neuralgia,  and  Herpes  Zoster  may  be  causes  of  pain  in  the 
nght  hypochondrium. 

SBbdlaphragmatlc  Abscess. — In  this  case  there  will  be  a  history  pointing  to 
Precedent  gastric  or  duodenal  ulcer,  appendicitis,  or  hepatic  abscess.  The  onset  of  the 
pain  may  be  sudden  or  gradual.  There  will  be  pyrexia  and  leucocytosis,  pointing  to  deep- 
seated  suppuration.  There  is  usually  an  abdominal  swelling,  which  does  not  move  with 
miration.  The  note  over  this  may  be  tympanitic,  from  the  presence  of  gas  in  the  abscess, 
audinthat  event  the  coin-sound  will  be  obtained  on  percussion.  There  are  usually  indica- 
tions of  pleurisy  at  the  base  of  the  corresponding  lung,  but  the  liver  is  not,  as  a  rule, 
pnshed  down.  The  use  of  the  ^-rays  may  help  in  locating  the  abscess  ;  but  the  exploring 
"needle  should  not  be  used  except  when  the  patient  is  on  the  operating-table,  and  one  is 
Prepared  to  open  the  abscess  at  once  if  found.  Hobfri  Hutchison 
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PAIN  IN   THE  ILIAC   FOSSA   (LEFT).— Although  many  of  the  causes  of  paio 
complained  of  mainly  or  entirely  in  the  left  iliac  fossa  are  the  same  as  those  which  cause 
similar  pain  in  the  right  iliac  fossa,   there  are  certain   differences,    as  will   be  seen  on  J 
comparing  the  table  on  p.  454  with  the  following  : —  ■ 

Causes  of  Pain  in  the  Left  Iliac  Fossa. 


1.  Causes  of  Acute  Pain  : — 


Acute  diverticulitis 
Ureteral  calculus 
Acute  ureteritis 
Twisted   left   ovarian 

cyst  pedicle 
Salpingitis 
06[)horitis 


Pelvic  abscess 
Retained  left  testis 
Suppurative  periostitis  of  the 

ilium 
Appendicitis    (exceptional 

cases) 


Coli  bacilluria 
Local  injury 
Stiteh 

Volvulus  of  the  sigmoid  cokn 
Strangulated    retroperitoneal 
hernia. 


I 


2.  Causes  of  Subacute,  Chrofiic,  or  Recurrent  Pain  : — 

Most  of  the  conditions  mentioned  under  Group  1,  and  also  : — 


Carcinoma      of     the 

sigmoid  colon 
Carcinoma  recti 
Massive  impaction  of 

fjcces 
Chronic  diverticulitis 
Spastic     constipation 
Psoas  abscess 


Sacro- iliac  joint  disease 
Tuberculous  hip 
Osteo  arthritis  of  the  spine 
Infective  arthritis  of  the  lum- 
bar spine 
Herpes  zoster 
Inflamed  iliac  glands 
Tuberculous  iliac  glands 


Periproctal  abscess 
Periprostatic  abscess 
Dysentery 
Ulcerative  colitis 
Aneurysm   of  the  left 

arter>' 
Tumours  of  the  left  iliac  bone 
Tuberculous  left  kidnev. 


iliac 


Acute  Lesions. — What  is  said  on  p.  454,  et  seq.,  in  regard  to  ureteral  calculus,  aeuk 
ureteritis,  txvisted  ovarian  cyst  pedicle,  salpingitis,  oophoritis,  pelvic  abscess,  retained  testa, 
suppurative  periostitis  of  the  ilium,  injury  and  stitch,  applies  in  the  case  of  the  left  iliac 
fossa  as  it  does  to  the  right,  so  that  here  we  need  discuss  only  €u:ute  diverticulitis,  append' 
citis,  coli  bacilluria,  volvulus  of  the  sigmoid,  and  strangulcUed  retroperitoneal  hernia.  Of 
these,  the  last  two  call  for  immediate  operation  on  account  of  urgent  symptoms  of  intestinal 
obstruction — especially  persistent  constipation  and  vomiting,  which  becomes  fseculent  if 
operative  measures  are  not  adopted  soon.  The  precise  nature  of  the  obstruction  may 
not  be  certain  until  the  abdomen  has  been  opened.  Abdominal  distention  is  apt  to  be 
general,  and  there  is  visible  peristalsis  of  the  oblique  or  transverse  type  in  the  case  of 
strangulated  retroperitoneal  hernia,  a  rare  condition  in  which  a  coil  of  small  intestine 
becomes  herniated  through  the  normally  small  retrosigmoid  pouch  of  peritoneum ;  whereas 
in  the  case  of  sigmoid  volvulus  the  distention  is  at  first  much  more  marked  in  the  left  iliac 
fossa,  before  general  colonic  dilatation  with  vertical  peristaltic  waves  appear.  In  either 
case  the  abdominal  wall  remains  supple  as  a  rule  until,  if  the  case  should  be  left  unoperated 
upon,  general  peritonitis  supervenes. 

Coli  bacilluria  is  much  less  commonly  a  cause  of  pain  in  the  left  iliac  fossa  than  it  is 
of  corresponding  pain  on  the  right  side  (p.  455)  ;  and  when  it  does  cause  left-sided  pain, 
it  nearly  always  causes  an  even  worse  pain  on  the  right  side  also.  It  is  a  clinical  fact  that 
coli  bacilluria  affects  the  right  kidney  and  ureter  very  much  more  commonly  than  the 
left,  especially  perhaps  in  pregnant  women,  in  whom  its  incidence  on  the  right  side  first  or 
solely  is  an  almost  constant  rule  ;  why  this  should  be  so  is  not  clear,  although  various 
theories  have  been  put  forward  to  account  for  it. 

Appendicitis  is  perhaps  almost  the  last  thing  that  occurs  to  one  as  the  cause  of  acute 
pain  referred  entirely  to  the  left  iliac  fossa,  just  as  it  is  the  first  thing  in  one's  mind  when  the 
pains  are  on  the  right  side  ;  but  it  should  not  be  omitted  altogether  from  consideration ' 
first,  because  in  some  cases,  in  which  the  vermiform  appendix  is  very  long,  and  inflammatioi^ 
starts  at  its  tip  and  spreads  to  the  left,  as  it  sometimes  does,  the  symptoms  and  even  tb* 
swelling  may  be  to  the  left  of  the  middle  line  instead  of  in  the  right  iliac  fossa  as  usuai 
secondly,  because  in  a  few  cases  pains  produced  on  one  side  of  the  body  are  referred  t>^ 
the  corresponding  region  on  the  other  side — ^just  as  some  patients  with  a  right  ren^ 
calculus  complain  of  pain  in  the  left  loin,  so  do  some  with  appendicular  trouble  confined  t 
the  right  side  complain  of  pain  in  the  left  iliac  fossa  ;  and  thirdly,  because  very  occasionalL 
one  conies  across  a  patient  with  transposition  of  the  viscera,  in  whom  the  caecum  an* 
vermiform  appendix  are  on  the  left  side. 
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Acute  diverticulUis  has  been  described  as  *  left-sided  appendicitis/  and  this  nickname 
is  a  good  one  in  that,  if  one  imagines  acute  appendicitis  developing  in  the  left  iliac 
fossa,  one  has  a  v^iy  good  idea  of  what  the  S3rmptoms  of  acute  diverticulitis,  and  its  degrees 
and  results,  may  be.  In  some  it  causes  an  acute  abscess  needing  surgical  measures  for 
its  cure  ;  on  the  other  hand,  there  may  be  an  acute  attack  without  suppuration,  sponta- 
neous resolution  occurring  just  as  it  often  does  in  the  case  of  acute  appendicitis.  The 
patient  is  seized  almost  suddenly  with  acute  pain  in  the  left  iliac  fossa,  and  generally 
vomits.  It  hurts  him  to  walk,  so  he  lies  down  or  goes  to  bed.  His  temperature  and  pulse- 
rate  rise,  appetite  fails,  the  tongue  is  coated,  there  is  generally  either  diarrhoea  or  constipa- 
tion, or  the  two  may  alternate.  Micturition  is  often  frequent  because  there  is  pain  if  the 
urine  is  held  long  ;  locally  there  are  acute  tenderness  and  pain,  with  rigidity  of  the  muscles 
over  the  lower  left  quadrant  of  the  abdomen,  generally  palpable  fullness  in  the  same 
region,  and  often  an  actual  tumour  difficult  to  define  well ;  on  rectal  or  vaginal  examina- 
tion pain  is  complained  of  when  the  examining  finger  is  pressed  upwards  and  to  the  left. 
After  a  day  or  two  these  symptoms  may  begin  to  abate,  and  within  a  fortnight  they  may 
have  disappeared  ;  on  the  other  hand,  they  may  increase  rapidly,  and  call  for  urgent 
surgical  measures  ;  or  they  may  subside  considerably  without  clearing  up  altogether, 
and  may  recur  after  a  few  weeks  or  months.  At  the  operation  the  cause  of  the  persistence 
of  symptoms  will  be  found  to  be  a  local  thick- walled  abscess  in  the  left  side  of  the  pelvis, 
possibly  suggesting  a  pyosalpinx  if  the  patient  is  a  woman.  General  peritonitis  may 
supervene  at  any  stage,  just  as  it  may  with  any  form  of  appendicitis.  The  cause  of  the 
disease,  which  is  not  so  very  uncommon,  though  it  is  not  always  recognized,  is  the 
development  of  exaggerated  sacculations  of  the  colon  with  narrowing  of  their  mucus- 
aspect  orifices,  so  that  if  the  interior  of  the  intestine  is  seen  it  looks  as  if  it  had  been 
punched  Mrith  a  series  of  small  holes  into  which  ^the  end  of  the  little  finger  may  just  pass, 
each  such  hole  leading  into  a  more  or  less  dilated  pouch  or  sacculus,  generally  with  an 
appendix  epiploica  attached  to  its  free  end  ;  such  a  diverticulum  seems  liable  to  inflamma- 
tion just  as  the  vermiform  appendix  is,  and  the  result  is  spoken  of  as  acute  diverticulitis. 
Long-continued  constipation,  together  with  chronic  colitis,  seem  to  be  predisposing  factors 
in  the  origin  of  these  diverticula,  and  acute  diverticulitis  is  a  disease  of  the  second  half  of 
life  rather  than  the  first.     Either  sex  mav  be  attacked. 

Subacute  or  Chronic  Lesions. — Carcinoma  of  the  sigmoid  colon  or  of  the  rectum  may 
cause  pain  in  the  colon  generally,  owing  to  its  distention  with  accumulated  fieces  ;  some- 
times this  pain  is  complained  of  chiefly  over  the  descending  colon,  and  thus  in  tlie  left 
iliac  fossa.  As  a  rule  increasing  constipation  will  be  a  more  prominent  symptom,  or 
alternatively  a  constantly  repeated  desire  and  necessity  to  defsecate  without  satisfaction 
in  the  result.  If  blood  and  mucus  are  passed  per  rectum,  if  the  patient  is  over  forty,  lias 
liad  no  bowel  symptoms  at  all  until  the  last  two  or  three  months,  and  has  been  losing 
weight,  the  carcinoma  and  its  locality  will  suggest  themselves  at  once,  and  an  actual 
tumour  may  be  felt  in  the  left  iliac  fossa  ;  the  chief  difficulty  arises  in  cases  who  have 
long  been  habitually  constipated,  so  that  it  is  diflicult  to  assess  the  importance  of  the 
increased  difficulty  complained  of.  Rectal  examination,  the  sigmoidoscope,  j;-rays  after 
a  bismuth  meal  (Fig,  58,  p.  125)  or  after  a  bismuth  enema  (Fig,  54,  p.  120),  may  all  be 
needed  to  exclude  simpler  conditions  such  as  impacted  fceces  or  spastic  constipation,  which 
are  discussed  under  Constipation  (p.  121). 

Chronic  diverticulitis  is  referred  to  under  the  heading  of  acute  diverticulitis  above  ; 
when  it  has  given  rise  to  a  chronic  thick-walled  abscess  in  the  left  side  of  the  pelvis,  it 
may  produce  symptoms  very  like  those  of  carcinoma  of  the  pelvic  colon  on  the  one  hand, 
and  of  other  forms  of  pelvic  abscess  on  the  other,  especially  pyosalpinx,  or  periproetal  or 
periprostatic  abscess.  Vaginal  and  rectal  examination  should  be  made,  and  then  perhaps 
a  primary  source  for  one  or  other  of  these  may  be  found  ;  but  not  infrecjuently  even  when 
operative  measures  are  resorted  to,  a  ciironic  diverticular  or  a  chronic  periproetal  abscess 
and  its  resulting  matting  and  thickening  are  mistaken  for  new  jfrowth.  niu\  the  patient 
is  regarded  as  dying  of  a  cancer  unless  a  full  post-mortem  examination  is  inuiertaken  to 
verify  the  diagnosis. 

All  the  other  conditions  mentioned  in  the  table  above  are  discussed  in  the  article  on 
Pain  in  thk  Iliac  Fossa  (Hi(;iit)  (p.  45 i),  and  what  is  said  there  applies  :is  much  to  the 
left  iliac  fossa  as  to  the  right.  Iltrbcri  French. 
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PAIN  IN  THE  ILIAC  FOSSA  (RIGHT).— When  a  patient  eomplains  of  pain  in  the 
right  iliac  fossa,  probably  the  first  thing  that  occurs  to  one  as  a  possible  if  not  even  probaUr 
diagnosis,  is  appendicitis.  As,  however,  there  are  a  large  number  of  other  condiUons 
which  may  produce  the  same  symptom  also,  it  is  important  to  consider  the  possibility  o( 
eachjbefore  concluding  that  the  patient  really  has  appendicitis.  The  pains  may  be  either 
acute  and  severe,  or  they  may  be  subacute  or  chronic  ;  they  may  be  complained  of  by  a 
patient  now  for  the  first  time,  or  there  may  have  been  previous  attacks.  These  charaeten. 
however,  do  not  distinguish  any  one  cause  with  certainty  from  the  rest,  though  they  may 
serve  as  a  basis  for  classification  as  follows  : — 


Causes  of  Pain  in  the  Right  Iijac  Fossa. 


1 .  Acute  and  severe  pain  may  be  produced  by  : — 


Acute  appendicitis 
Acute  salpingitis 
Acute    distention    of 

the  csecum  with  giis 
Calculus  impacted  in 

the  right  ureter 


Acute  ureteritis 
Coli  hacilluria 

Twisted  |)edicle  of  right  ovar- 
ian cvst 
Pelvic  abscess 
Retained  right  testis 


Suppurative  periostitis  of 

the  ilium 
Acute  stitch 
Alter  local  injury. 


2.  Sttbacute,  chronic,  or  recurrent  pain  in  the  right  iliac  fossa  may  l>e  caused  by  i  — 


Most  of  the  con- 
ditions alreadv 
enumerated  in 
Group  1. 

Ileocsecal  kink  (I^ne) 

Peri-appcndicular 
adhesions 

Pericaecal     adhesions 

Psoas  abscess 

Sacro-ihac  joint  dis- 
ease 

Tuberculous  hip 

Inflamed  iliac  lym- 
phatic glands 


Tuberculous  iliac  lymphatic 
glands 

Tuberculous  ca>cum 

Actinomvcosis  of  the  caecum 

Carcinoma  of  the  csccum 

Movable  right  kidney 

Tuberculous  right  kidney  and 
ureter 

Intestinal  obstniction  at  a 
point  further  on  in  the 
intestines,  due  to  any  cause, 
such  as  carcinoma  of  the 
sigmoid  flexure,  etc. 

Obturator  hernia 

Herpes  zoster 


Osteo-artliritis  of  the  lum- 
bar vertel»ra? 

Infective  arthritis  of  the 
lumbar  vertebrae 

Dysentery 

Ulcerative  colitis 

Typhoid  fever 

Aneurysm  of  the  riglit 
iliac  arten' 

Sarcoma,  osteoma,  or 
chondroma  of  the  iliac 
bone 

Lobar  pneumonia,  pleur- 
isy, or  other  chest  con- 
ditions. 


Formidable  though  the  above  list  may  seem,  in  the  great  majority  of  cases,  when  a  ' 
patient  complains  of  pain  in  the  right  iliac  fossa,  the  first  point  to  be  decided  if  possible  \& 
whether  that  patient  has  appendicitis  or  not.  In  an  acute  case,  in  which  the  pains  havf 
come  on  rapidly  and  have  become  severe,  are  associated  with  an  increased  pulse-rate  and 
sonic  rise  of  temperature  ;  vomiting  at  the  beginning  :  a  coated  tongue  ;  local  rigidih' 
over  the  right  iliac  fossa  :  perhaps  with,  in  addition  to  a  sense  of  resistance,  a  diffuse  palp- 
able fullness  in  the  right  iliac  fossa,  or  even  a  more  or  less  localized  tender  swelling,  together 
with  tenderness  of  the  right  side  of  the  rectum  on  rectal  examinatipn  ;  the  great  probability 
will  be  that  the  patient  has  acute  appendicitis,  and  although  the  circumstances  of  the  case 
may  prohibit  operation,  in  most  instances  surgical  measures  will  be  employed  to  cure  thf 
condition,  and  at  the  same  time  the  cause  will  be  verified.  The  pain  in  cases  of  acute 
appendicitis  is  often  associated  with  a  remarkably  localized  acute  tenderness  referred  to 
McBumcy's  spot,  which  is  situated  at  the  outer  point  of  trisection  of  a  line  joining  the 
umbilicus  to  the  right  anterior  superior  iliac  spine.  Another  sign  which  is  sometimes 
helpful  is  the  presence  of  congestion  of  the  right  superficial  circumflex  iliac  vein ;  this 
may  be  obvious  at  a  glance,  and  it  is  suggestive  of  active  inflammation  of  the  underlying 
appendix.  ^ 

Occasionally,  when  acute  appendicitis  has  been  the  apparent  diagnosis  before  opention* 
some  other  focal  suppuration  will  be  found  when  an  operation  is  performed,  and  it  t* 
generally  in  this  way  that  acute  suppurative  periostitis  of  the  inner  surface  of  the  iliwm  i^* 
discovered,  a  somewhat  rare  but  very  important  condition  which  simulates  acute  appendt' 
citis  very  closely,  and  which  can  only  be  cured  by  immediate  surgical  treatment. 

A  ureteral  calculus  generally  becomes  impacted  in  the  lower  end  of  the  ureter  close  ^^ 
the  bladder  (Fifj>,  192),  and  it  sometimes  gives  rise  to  little  pain  ;  occasionally,  ho^^' 
ever,  it  produces  acute  ureteral  colic,  the  pain  being  referred  to  the  right  iliac  fossa  in  * 
way  which  sinuilatcs  the  pain  of  apiK^ndicitis  closely  ;    there  may  be  local  rigidity  of  t^"* 
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muscles  but  no  tumour  can  be  felt,  and  as  a  nile  the  ]>aticnt  is  much  less  ill  than  lie  is  with 
appendieitis.  in  a  first  attack  ot  nuch  pain,  howe%'er,  an  operation  for  supposed  appendi- 
citis may  very  easily  be  performed  ;  it  is  when  the  patient  has  had  recurrent  attacks, 
associated  pertiaps  with  transient  hirmaturia,  that  the  real  cause  is  suiQ^tcd,  or  more 
often  still  perhaps,  the  diaf^osis  is  arri\'cd  at  as  tlie  result  of  routine  examination,  including 
the  use  of  the  z-rays.  The  only  conditions  likely  to  simulate  a  stone  in  the  ureter  when 
the  x-rays  are  employed  are  cither  calcareous  iliac  glands  or  a  phlebolith  in  formerly 
thrombosed  iliac  veins.  Sometimes  it  is  possible  to  tell  the  difference  between  these  three 
conditions  by  the  relative  situations  of  the  shadows;  more  often  there  will  remain  some 
doubt,  however,  as  to  what  the  x-ray  nppearances  sif^nify,  and  it  may  be  necessary  to  use 
the  cystoscope  and  a  ureteral  bougie  or  catheter  to  determine  whether  there  is  a  stone  in 

Acute  urtlerilis  produces  symptoms  almost  exactly  like  those  of  an  actual  stone  in 
the  ureter,  and  in  some  instances 
at  any  rate  it  is  due  to  inflam- 
mation of  the  lower  end  of  the 
ureter  resulting  from  a  stone 
which  has  already  passed.  Oc- 
casionally, however,  it  arises 
ap[)arently  as  a  primary  con- 
dition or  as  part  of  a  bacilhis 
coli  infection  of  the  urinary  pas- 
sages, and  in  some  such  cases 
operation  fur  supposed  appen- 
dicitis has  been  performed  ;  the 
vermiform  appendix  proving 
perfectly  normal,  but  the  ureter 
being  seen  to  be  thickened  and 
influmed.  There  can  be  no 
doubt  that  some  such  cases, 
diagnosed  and  operated  upon  for 
appendicitis.  es(»pe  recognition 
altogether,  for  it  is  imt  always 
easy  to  tell  whether  the  lower 
end  of  the  ureter  is  inflamed 
when  the  titl>e  is  inspected 
merely  from  outside,  but  the 
writer's  post-morteniexjKTiences 
show  that  the  lesion  is  coni- 
moncr  than  might  be  expected. 

Coli  bacilliiria  is  now  a 
faniihar  diDieulty  in  the  differ- 
ential diagnosis  of  upf>endicitis  ; 

although  theoretically  the  pain         ''"     Viiay(i^B'll»°u'iii™M  lllT|■■^"^lo"^"v"M^ 
would  be  referred  mainly  to  the  (-fiinyruM  6.1  nr.  r.  TimrMnn  iMi'inj.) 

kidney,  generally  the  right,  it  is 

quite  common  for  patients  sufTcring  fron)  tlii^  eimditiim  to  refer  their  }Htiii  not  li>  the 
ttack  or  loin  at  all.  but  to  the  front  of  the  lower  (tart  of  the  abdomen,  and  {uirticularly  over 
the  right  iliac  fossa,  in  such  a  way  that  acute  appendicitis  is  simulated  very  closely.  Kven 
though  tlie  urine  be  examined  and  u  banc  of  ulbuiiiiii  found,  together  with  an  excess  of 
leucocytes,  the  aciiteness  uf  the  condition  may  l)e  such  that  the  surgeon  may  not  feel  Justi- 
fied in  waiting  for  cultures  of  a  catheter  s|>ecimen  of  the  urine  to  be  made,  to  sec  whether 
bacillus  coli  comnmnis  is  present  in  pure  culture  ;  ami  not  11  few  giatienis  of  tins  kind  arc 
unavoidably  oj>erat(Kl  u]xin  for  acute  up|icndicilis  when  the  ap]M'n(li\  is  |)crfectlv  normal. 
The  condition  of  coli  bacilluria  is  rcrognixcd  niost  n-adily  when  one  bus  liecuriR-  fatiiiliar 
with  previous  cases;  the  main  featur<-s  of  the  (Hnidilion  art'  describcil  on  [tnin-  tilt,  and 
Fifi.  193  is  a  tenijjcraturc  chart  from  a  ciisc  in  which  appendicitis  was  KiniiLlal<-d  s<)  closely 
that  O)>eration  was  performed  and  the  diagnosis  ut  coli  infection  of  llic  right  urinary 
|>a.ssages,  incluiling  the  ki<lney,  conlirmed  by  the  surgeon. 
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appendicular ;  but  even  this  conclusion  is  open  to  fallacy,  because  when  there  has  been 
preceding  appendicitis  with  extensive  adhesions  which  may  very  likely  include  the  uterine 
appendages,  the  pains,  though  primarily  the  result  of  appendicitis,  may  be  recurrently 
worse  at  each  monthly  period.  An  important  point,  however,  is  that  salpingitis  and 
ovaritis,  though  possibly  unilateral,  are  much  more  commonly  bilateral,  so  that  the 
distribution  of  the  pains  is  likely  to  be  much  wider  in  the  case  of  ovarian  or  Fallopian  tube 
mischief  than  it  is  with  or  after  appendicitis. 

Acute  stitch  generally  affects  the  flank  in  the  lower  costal  region  on  one  side  or  the 
other,  but  sometimes  the  muscles  over  the  right  iliac  fossa  are  involved  instead  of  the 
abdominal  muscles  higher  up,  or  the  diaphragm,  and  acute  pain  results  in  the  right  iliac 
fossa  and  the  patient  may  fear  appendicitis.  The  general  character  of  the  pain,  however, 
the  fact  that  it  appears  to  be  definitely  in  the  abdominal  wall,  and  that  it  is  unassociated 
as  a  rule  with  acute  hyi>er8esthesia  or  with  any  swelling  or  pyrexia,  will  generally  serve  to 
distinguish  stitch  from  appendicitis. 

Distention  of  the  colon  with  fceces  or  with  gas  seldom  produces  very  acute  pain  in  the 
right  iliac  fossa,  but  rather  a  severe  grumble ;  and  although  in  a  first  attack  appendicitis 
may  be  feared,  recurrence  of  similar  attacks  without  any  obvious  illness  on  the  patient's 
part,  and  the  way  the  pains  are  almost  inuncdiately  relieved  if  the  patient  can  pass  flatus 
abundantly,  or  has  his  bowels  evacuated,  either  naturally,  by  medicines,  or  by  means  of 
an  enema,  will  generally  serve  to  exclude  acute  appendicitis  at  any  rate,  though  doubt  may 
remain  as  to  whether  there  may  not  be  appendicular  or  perityphlitic  adhesions.  In  some 
such  cases  examination  of  the  bowel  with  bismuth  and  the  as-roys  may  serve  to  show  the 
distended  condition  of  the  caecum,  or  on  the  other  hand  evidence  of  deformity  from 
adhesions. 

Retention  of  the  right  testis  is  a  thing  which  should  not  be  forgotten,  especially  when 
a  lad  at  about  the  time  of  puberty  complains  of  acute  pain  in  the  right  iliac  fossa,  suggest- 
ing appendicitis.  The  testis  at  this  time  swells,  and  if  it  is  situated  at  the  upper  end  of 
the  inguinal  canal,  distention  of  it  may  cause  acute  pain  of  a  character  very  similar  to  that 
of  appendicitis,  especially  as  at  the  same  time  there  may  be  local  resistance  suggesting  a 
swelling  in  the  iliac  fossa.  It  is  important  therefore  to  examine  the  scrotum  to  see  whether 
both  testicles  are  present  there  or  not.     There  is  no  pyrexia. 

Injury  to  the  right  iliac  fossa  may  be  followed  by  acute  pain.  In  most  instances  the 
history  will  indicate  the  diagnosis  clearly,  especially  if  there  is  local  evidence  of  bruising. 
Sometimes,  how^evcr,  the  patient  may  have  injured  himself  when  he  was  unaware  of  doing 
so,  for  instance  during  times  of  great  excitement,  or  perhaps  when  he  was  under  the  influ- 
ence of  drink,  or  again  during  a  nocturnal  attack  of  epilepsy,  and  it  may  then  be  very 
diflicult  sometimes  to  tell  whether  the  pains  are  due  to  injury  or  not.  The  absence  of 
pyrexia  and  of  an  increased  pulse-rate  will  be  points  against  acute  appendicitis,  though 
there  may  be  local  swelling  from  a  deep  ha^matoma,  and  the  injured  muscles  may  be  rigid. 

Passing  on  now  to  a  consideration  of  the  differential  diagnosis  of  conditions  which  may 
produce  subacute,  chronic,  or  recurrent  attacks  of  pain  in  the  right  iliac  fossa,  it  is  clear 
that  most  of  the  conditions  described  above  need  to  be  borne  in  mind  again,  though  one 
need  not  recapitulate  what  has  already  been  said  in  regard  to  them.  Many,  if  not  all,  of 
the  additional  causes  mentioned  under  the  second  heading,  however,  may  simulate  or  be 
confused  with  subacute  or  recurrent  appendicitis. 

The  ileoccecal  kink  of  Sir  Arbuthnot  Lane  is  now  familiar  to  most  pliysieians  and 
surgeons  as  a  cause  of  constipation  by  interfering  with  tlie  free  passage  of  the  intestinal 
contents  from  the  lower  end  of  the  ileum  into  the  cjreum,  and  as  a  result  of  this  kink  dis- 
comfort, or  a  dull  grumbling  pain,  or  even  an  occasional  acute  pain,  may  result  in  the  right 
iliac  fossa  ;  it  may  be  very  diflicult  to  tell  whether  there  is  not  some  degree  of  appendicular 
trouble  at  the  same  time,  but  the  diagnosis  of  the  kink  itself  is  relatively  easy  if  a  serial 
examination  of  the  alimentar\'  canal  is  made  with  the  »r-ravs  after  the  administration  of 
bismuth.  The  actual  narrow  point  between  the  bisnnith  kej)t  in  the  lower  end  of  the 
ileum  beyond  its  proper  time  and  the  bismuth  which  has  got  past  the  kink  into  the  ea*euni 
can  generally  be  seen  ver\'  clearly  :  though  it  is  important  in  making  the  examination 
that  the  patient  should  not  have  any  paraflin.  aperient,  or  enema  during  the  period  of  the 
successive  jr-rav  examinations. 
--       Adhesiotis  round  the  appendix  itself,  or  round  the  ea'cum,  may  he    very  diflicult  to 
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Inflamed  iliac  lymphatic  glands  may  cause  both  pain,  tenderness,  and  obscure  swelling 
in  the  right  iliac  fossa,  and  appendicitis  may  be  simulated.  There  will  generally  be  pyrexia ; 
if  the  inflammation  in  the  internal  glands  is  due  to  spread  from  the  femoral  or  inguinal 
glands  there  will  generally  be  some  sore  place  upon  the  skin  in  the  area  drained  by  the  latter 
to  indicate  the  diagnosis,  but  the  inflammation  of  the  iliac  may  also  occur  independently  of 
the  inguinal  lymphatic  glands  when  the  source  of  the  infection  is  in  the  pelvis  or  secondary 
to  periproctal  or  periprostatic  inflammation.     Rectal  examination  will  assist  the  diagnosis. 

Tuberculosis  iliac  lymphdtic  glands  generally  form  part  of  tabes  mesenterica  or  of 
tuberculous  peritonitis  (p.  47),  but  sometimes  the  tuberculous  deposits  occur  mainly,  or 
even  solely,  in  the  glands  in  the  region  of  the  caKium,  in  which  case  it  may  be  very  diflicult 
to  be  sure  without  operation  that  the  patient  has  not  got  chronic  appendicitis  or  alterna- 
tively tuberculous  lesions  in  the  caecum  itself  (see  above).  It  is  only  when  one  can  feel 
multiple  small  but  Arm,  tender  swellings,  as  is  sometimes  possible  in  a  thin  person,  that 
the  diagnosis  of  tuberculosis  of  these  glands  may  be  guessed  at  ;  as  a  rule  the  patient  is  a 
child  suffering  from  general  delicacy,  and  the  condition  is  not  one  in  which  the  symptoms 
call  for  urgent  laparotomy.  Von  Pirquet's  skin  reaction  may  be  positive,  though  even 
when  it  is  the  diagnosis  of  tuberculosis  of  these  glands  will  often  remain  one  of  conjecture 
only.  Sometimes  the  a;-rays  show  multiple  shadows  in  the  position  which  the  glands 
normally  occupy,  and  thus  assist  the  diagnosis. 

Carcinoma  of  the  ccecum  is  generally  characterized  much  less  by  pain  in  the  iliac  fossa 
than  by  a  definite,  usually  irregular  firm  mass,  at  first  movable,  later  more  fixed.  This 
mass  is  distinguished  from  an  accumulation  of  faeces  in  the  caecum  by  its  greater  firnmess, 
by  the  fact  that  it  cannot  be  moulded  by  the  fingers,  and  that  it  does  not  disappear  when 
the  bowels  are  thoroughly  evacuated.  It  may  enlarge  very  slowly  ;  in  cases  of  doubt, 
operation  with  a  view  to  possible  excision  will  probably  be  resorted  to,  and  the  diagnosis 
thus  confirmed.  Sometimes  carcinoma  of  the  caecum  mav  be  simulated  by  accumulated 
faeces,  however,  when  there  is  obstruction  to  the  bowel  further  on  ;  there  mav  for  instance 
be  adhesions  obstructing  the  sigmoid  colon,  or  a  partial  volvulus,  or  a  carcinoma  of  the 
rectum,  or  of  the  sigmoid  colon,  leading  to  partial  intestinal  obstruction  and  preventing 
the  faeces  from  leaving  the  caecum  thoroughly  even  when  evacuant  measures  have  been 
employed.  The  pain  which  the  patient  then  complains  of  may  be  not  at  the  site  of 
obstruction  so  much  as  in  the  right  iliac  fossa.  A  bismuth  and  a?-ray  examination  may 
assist  materially  in  detecting  the  cause  of  the  symptoms  in  such  a  case,  and  careful  exam- 
ination of  the  rectum  with  the  finger,  or  of  the  sigmoid  colon  by  means  of  the  sigmoidoscope, 
may  l>e  required.  It  is  noteworthy  that  when  there  is  obstruction  to  the  colon  in  its  distal 
I)art,  it  is  particularly  in  the  caecum  that  stercoral  ulcers  are  apt  to  occur,  and  these  may  be 
associated  with  perit^-phlitis  and  pain  in  the  right  iliac  fossa,  more  or  less  simulating 
appendicitis. 

In  dysentery  and  ulcerative  colitis  the  abdominal  pains  are  usually  general,  or  at  least 
referred  now  to  one,  now  to  another  part  of  the  whole  colon,  so  that  in  these  conditions  the 
patient  seldom  complains  mainly  of  pain  in  the  right  iliac  fossa  ;  occasionally,  however, 
pain  in  the  right  iliac  fossa  may  be  more  pronounced  than  over  other  parts  of  the  colon, 
though  the  diagnosis  of  a  more  widespread  infection  will  generally  he  indicated  by  the 
histor\',  especially  as  to  residence  in  the  tropics  in  the  case  of  dysentery,  or  of  recurrent 
intractable  diarrhoea  with  the  passage  of  blood  and  nnicus  in  one  suffering  from  ulceriitive 
cohtis. 

In  typhoid  fever  the  general  symptoms  will  nearly  always  be  out  of  all  proportion  to 
any  pain  in  the  abdomen,  but  oc»easionally  so  mild  a  ease  of  typhoid  fever  is  met  with  the 
ambulatory  type — that  the  patient  has  not  been  ill  enou»;li  even  to  go  to  bed,  and  in 
some  of  these  acute  pains  in  the  right  iliac  fossa  have  been  the  first  thing  to  call  attention 
to  the  nature  of  the  disease  ;  in  some  indeed  the  patient  has  had  a  ])erforation  low  down 
in  the  ileum,  so  that  a  local  abscess  in  the  right  iliac  fossii  has  formed,  and  the  patient, 
though  suffering  from  typhoid  fever,  has  been  ()i)erate(l  upon  as  an  ordinary  ease  of 
ap[)endicitis  until  the  subsecpient  course  of  the  pyrexia  has  indicated  that  something  else 
was  wrong,  and  it  has  occurred  to  one  to  have  the  blood  tester!  for  a  Widal's  reaction,  which 
has  then  been  found  positive. 

Discomfort  or  actual  pain  in  the  right  iliac  fossa  may  he  the  first  complaint  of  patients 
suffering    from    a    tumour   of   the    iliar   bone  ;     this    tumour    may    be    simple    -osteoma  or 
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right  iliac  fossa  when  indicating  where  he  has  the  pain.  In  a  similar  way  chronic  pain 
suggestive  of  ureteral  calculus  or  of  appendicular  colic  or  even  a  subacute  appendicitis  may 
be  complained  of  by  persons  whose  posterior  nerve  roots  on  the  right  side  are  being  irritated 
by  bony  or  other  changes  in  connection  with  the  lower  dorsal  or  upper  lumbar  vertebrae, 
for  instance,  from  spondylitis  deformans  (p.  648)  in  an  early  stage  ;  osteo-arthritis  of  the 
spine  ;  infective  changes  in  the  spine  of  the  same  nature  as  rheumatoid  arthritis ;  spinal 
caries  with  or  without  psoas  abscess.  Such  cases  will  be  of  chronic  duration,  and  it  may 
be  only  after  much  deliberation  and  repeated  examinations  that  a  conclusion  will  be  come 
to  that  the  pains  are  referred  from  the  spine  and  not  due  to  primary  trouble  in  the  right 
iliac  fossa  itself.  The  a;-rays  will  sometimes  be  of  assistance  in  detecting  the  osteophitic 
or  other  bony  changes  in  the  vertebrae  (Fig,  195),  and  if  the  patient's  complaints  can  be 
analyzed  successfully,  it  will  generally  be  found  that  he  has  definite  localized  pain  in  the 
back  as  well  as  in  the  iliac  fossa.  The  difficulty  of  being  sure  of  the  cause  of  the  pains 
in  such  a  case,  however,  may  sometimes  be  very  great,  and  even  after  weeks  of  observa- 
tion their  nature  may  still  remain  one  of  doubtful  opinion  only.  Herbert  French, 

PAIN»  INTERSCAPULAR.— (See  also  Pain  in  the  Back,  p.  427.)  Pain  referred  to  by 
the  patient  as  being  "  in  the  back,  between  the  shoulder  blades,"  is  due  in  the  great  majority 
of  cases  to  simple  indigestion,  flatulence,  or  biliousness.  Sometimes  it  is  in  the  middle 
line,  with  a  maximum  intensity  at  the  5th,  the  6th,  the  7th  or  the  8th  dorsal  vertebra  ; 
sometimes  it  is  referred  more  to  one  side  of  the  mid-line  than  the  other  ;  often  it  varies  in 
position,  being  sometimes  near  the  mid-line,  at  other  times  right  under  the  blade  of  one 
scapula — particularly  on  the  left  side  in  the  case  of  indigestion  and  stomach  conditions, 
on  the  right  side  when  the  patient  is  'bilious'  or  his  liver  is  out  of  order.  It  is  very  impor- 
tant, however,  not  to  conclude  forthwith  that  a  patient  who  has  this  symptom  is  merely 
bilious  or  suffering  from  dyspepsia,  for  pain  of  a  similar  kind  may  be  the  result  of  more 
serious  lesions,  amongst  which  one  must  think  of  : — 

Kpithelioma  of  the  oesophagus  Aortic  aneurysm  eroding  the  vertebra? 

Mediastinal  sarcoma  Gastric  nicer 

Spinal  caries  Duodenal  ulcer 

Sarcoma  of  the  vertebrae  Gastric  carcinoma 

Carcinoma  of  the  vertebra?  Gall-stones 

Infective  arthritis  of  the  spine  \  Hepatic  abscess 

Fibrositis  I     *  Chronic  Carcinoma  of  the  gall-bladder 

Myositis  t' rheumatism  '        Carcinoma  of  the  liver. 

Spondylitis  deformans  / 

The  first  step  in  arriving  at  a  diagnosis  will  be  to  examine  the  bare  back  very  carefully 
by  inspection  in  a  good  light,  and  by  palpation.  Broadly  speaking,  the  conditions  men- 
tioned above  divide  themselves  into  two  main  groups — namely,  (1)  Those  in  which  the  pain 
is  not  produced  locally,  but  is  referred  to  the  interscapular  region  from  a  distance  (Fig.  294, 
p.  716)  ;  (2)  Those  in  which  the  pain  is  definitely  of  local  origin,  so  that  there  is  tenderness 
on  palpation  as  well  as  pain.  When  the  pain  is  due  to  local  causes,  there  will  generally  be 
some  deficiency  in  the  free  movement  of  the  spinal  column  when  the  patient  bends  forwards 
and  backwards,  or  from  side  to  side,  or  when  he  twists  round  :  and  attempts  at  such  move- 
ments will  increase  the  pain  in  a  way  which  is  not  the  ease  when  the  cause  is  gastric  or 
hepatic. 

The  maximum  amount  of  rigidity  is  found  in  cases  in  which  the  bones  themselves  are 
involved,  whether  by  spinal  caries,  nciv  growth,  an  aneurysm,  spondi/litis  deformans,  or 
arthritis.  The  diagnosis  of  each  of  these  may  be  clinched  by  .r-ray  examination  in  all  but 
a  few  cases.  Skiagraphy  will  also  serve  to  detect  mediastinal  neiv  growth  :  or,  with  the 
help  of  a  bismuth  meal,  epithelioma  of  the  oesophagus,  which  is  generally  sufj^ested  by  the 
progressive  Dysphagia  (p.  194)  long  before  it  produces  pain  between  the  shoulders. 

Infective  arthritis  of  the  spine,  fibrositis,  and  myositis  are  all  associated  with  local  tender- 
ness and  local  stiffness  or  deficiency  in  movement  as  well  as  with  local  pain  ;  in  only  a  few 
cases  will  the  parts  affected  be  the  mid-dorsal  region  of  the  vertebral  eohnnn  alone  ;  in 
most  instances  there  will  be  pains  in  other  parts  of  the  body  as  well,  referred  to  vaguely 
as  '  neuritic,'  together  with  more  or  less  affection  of  many  joints  of  the  multiple  rheuma- 
toid arthritis  type  (p.  341).     All  three  are  closely  related  to  one  another,  and  where  fibrositis 
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it  may  from  inflammation,  this  valuable  sign  is  lost,  and  though  local  signs  of  inflammation 
and  general  febrile  disturbances  are  present,  it  may  be  difficult  to  arrive  at  a  diagnosis,  for 
the  condition  is  simulated  by  inflammation  in  the  nasal  foss£e  or  suppuration  in  the  ethmoidal 
and  frontal  sinuses.  It  must  also  be  remembered  that  a  growth,  either  innocent  or  malig- 
nant, starting  in  the  antrum  and  not  yet  big  enough  to  cause  a  swelling,  may  easily  be 
mistaken.  Recourse,  therefore,  should  be  had  to  the  method  of  transillumination,  and 
the  antra  on  the  two  sides  compared  (see  Fig.  84,  p.  180).  The  position  of  the  antrum 
should  be  shown  by  a  bright  red  area,  and  if  instead  a  shadow  is  thrown,  there  is  presumably 
some  affection  of  the  antrum.  It  does  not  mean  necessarily  that  there  is  an  abscess,  for  a 
growth  or  a  thickening  of  the  bone  may  cast  a  shadow  equally  well.  In  these  conditions 
a  skiagram  may  help.  A  growth  may  indicate  its  presence  by  pain  before  the  appearance 
of  any  swelling,  but  the  differential  diagnosis  is  discussed  under  Swelling  of  the  Jaw. 
Lower  (p.  683).  The  only  certain  method  of  diagnosis  of  an  antral  abscess  is  by  tapping 
the  antrum  with  an  exploring  syringe.  This  can  be  done  through  the  nose  immediately 
under  the  anterior  part  of  the  inferior  turbinate  bone.  The  fluid  withdrawn  may  be 
subjected  to  microscopical  and  bacteriological  examination.  George  E.  Gask. 

PAIN  IN  THE  JOINTS.— (See  Joints,  Affections  of  the,  p.  337.) 


PAIN  IN  THE  LEG.— (See  Pain  in  the  Kxtremity.  Lower,  p.  488.) 

PAIN  IN  THE  UMBS  (General).— In  the  great  majority  of  cases  pains  in  the 
limbs  are  the  result  of  some  general  or  systemic  disease  :  in  but  few  instances  can  they 
result  from  symmetrically  distributed  local  lesions.  For  clinical  purposes  they  may  be 
elassifled  by  their  duration,  according  as  they  are  acute  or  chronic. 


1.  Acute   General  Pains  In   tlie  Limbs  occur  in 


Rheumatic  fever 

Muscular  overstrain 

Myositis — 

Acute  polymyositis 
Neuromvositis 

Trichinosis 

Peripheral  neuritis 

Neurasthenia 


Hvsteria 

Acute  infections  such  as — 

Acute  eoryza 

Tonsillitis 

Febricula  or  chill 

Influenza 

Acute  specific  fevers 

Hat- bite  fever 


Inflammations  of  the 
lungs,  kidneys,  etc. 

Secondary  syphilis 
Tropical  fevers— - 

Dengue,  Malta  fever, 
cholera,  yellow  fever, 
dvsenterv,  malaria,  etc. 


2.  Chronic  General   Pains   in   the   Limbs   occur  in 


Peripheral  neuritis 
Tabes  dorsalis 
Chronic   rheumatism 
Myalgia 

Pernicious  anaemia 
Osteo-arthritis 


Rheumatoid  arthritis 
(vonococcal  arthritis 
Chronic  wasting  disease,  as 

pulmonary  tuberculosis 
Gastritis 
Cirrhosis  of  the  liver 


Kronchitis 
Emphysema 
Morbus  cordis 
Severe  anaemia 
Malignant  disease 
Nephritis. 


These  general  pains  may  be  felt  most  acutely  sometimes  in  one  tissue  or  part  of  the 
limbs,  sometimes  in  another.  The  muscles,  for  example,  may  be  the  chief  scats  of  pain  in 
a  child  with  rheumatism  ;  in  a  rheumatic  adult  the  pains  arc  usually  worst  in  and  about 
the  joints  ;  in  a  patient  with  secondary  syphilis  the  pain  is  often  deep  in  the  bones,  the 
so-called  osteocopic  pain.  General  limb-pains  are  usually  made  worse  by  movement, 
particularly  when  they  are  accompanied  by  inflammatory  changes  in  the  joints  ;  but  the 
general  pains  of  chronic  rheumatism,  or  the  stiffness  and  pains  left  after  muscular  over- 
strain, will  often  pass  off  if  the  movements  be  persisted  in  for  a  little  time.  As  ii  rule,  general 
pains  in  the  limbs  are  least  felt  when  the  patient  is  at  rest,  especially  when  he  is  at  rest 
in  bed  ;  but  in  some  cases  rest  leads  to  stiffness  and  increased  discomfort,  change  of  position 
giving  temporary  relief:  in  others  -particularly  the  muscular  pains  of  rheumatism  and 
the  osteocopic  pains  of  specific  disease — the  pains  are  at  their  worst  as  soon  as  the  i)atient 
gets  warm  in  bed. 

Acute  Pain. —  General  pains  in  the  limbs  are  conmion  in  rheumatic  fever,  occurring 
mainly  in  the  limbs  in  which  there  is  acute  inflammation  of  the  joints.  In  severe  eases 
the  cause  will  not  readilv  be  overlooked  :  it  is  in  the  comparativelv  mild  cases  in  children 
that  failure  to  make  the  proper  diagnosih-  is  likely  to  occur,  when  the  general  pains  in  the 
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or  prostration,  there  is  a  great  tendency  to  apply  the  term  *  influenza '  to  them  indis- 
eriminately.  quite  apart  from  considerations  of  fact — evidence  of  infection  with  Pfeiffer's 
bacillus  :  or  of  probability — ^the  detection  of  any  source  whence  influenzal  infection  could 
have  been  derived.  But,  however  satisfactory'  it  may  be  to  the  patient,  the  diagnosis  of 
Muenza  should  not  be  made  without  further  evidence,  such  as  is  furnished  by  the  dis- 
covery of  Pfeiffer's  bacillus  in  the  patient*s  nasal  or  bronchial  secretions,  or  by  the  ocL»ur- 
mce  of  the  attack  as  one  of  many  in  an  influenzal  epidemic.  Influenza  is  well  known  to 
tie  a  protean  disorder.  In  many  instances  its  main  symptom  is  a  severe  coryza,  with  head- 
ache, iachrymation,  pyrexia,  and  much  prostration.  In  others  the  type  is  respiratory, 
faronehitis  with  cough  and  viscid  expectoration  taking  the  place  of  the  coryza,  and  leading 
op  to  a  bronchopneumonia  or  lobar  pneumonia  that  not  infrequently  results  in  death.  A 
third  variety  of  influenza  is  the  abdominal  and  gastro-intestinal ;  abdominal  pain,  vomiting, 
ditrrhcea,  and  perhaps  jaundice,  being  the  main  phenomena.  In  all  of  these  the  pains, 
depression,  and  prostration  come  on  very  rapidly,  and  appear  severe  out  of  all  proportion 
to  the  objective  signs  of  the  disease,  while  the  fever  is  usually  of  short  duration.  The 
diagnosis  of  epidemic  cases  should  not  be  difficult,  but  in  the  sporadic  cases  it  may  be  far 
from  easy,  and  must  be  made  on  the  general  lines  indicated  above. 

It  is  not  necessar>'  to  refer  in  detail  to  the  many  other  acute  infections  or  inflammatory 
processes  in  which  general  pains  occur  in  the  limbs.  In  measles,  scarlet  fever,  or  small-pox, 
'-  Av  example,  the  pains  often  occur  at  the  outset,  but  the  diagnosis  will  be  made  on  the 
other  symptoms,  and  confirmed  by  the  appearance  of  the  characteristic  rash.  Recurrent 
attacks  of  high  fever  with  pains  in  the  limbs  are  cliaracteristic  of  the  Httle  known  and  rarely 
icoognized  Rat-bite  Fever  (see  p.  598).  Various  febrile  disorders  of  the  lungs,  such  as 
knmchitis,  tuberculosis,  or  pleurisy,  may  begin  with  similar  pains  ;  so  may  gastro-intestinal 
infections,  or  acute  inflammations  of  the  kidneys.  The  diagnosis  in  these  instances  will  be 
made  from  the  special  symptoms  developed  in  each  ;  the  pains  in  the  limbs  will  rarely 
be  the  only  or  the  most  prominent  complaint. 

In  peripheral  neuritis  of  the  symmetrical  multiple  type,  the  amount  of  pain  is  very 
variable — great  in  some  cases,  little  in  others.  The  peripheral  nerves  contain  motor, 
ienaory,  and  vasomotor  fibres  ;  in  peripheral  neuritis,  therefore,  motor  and  vasomotor 
ijnnptoms  are  habitually  present,  as  well  as  sensory.  Alcoholism  is  the  commonest  cause 
of  multiple  symmetrical  peripheral  neuritis  ;  the  chief  complaints  are  of  numbness  and 
tingling  in  the  extremities,  '  pins  and  needles,'  sensations  of  '  dead  fingers,'  cramps  in 
the  legs,  and  severe  gnawing  or  aching  pains  in  the  limbs.  Beginning  in  the  hands  and 
feet,  they  tend  to  spread  to  the  trunk  ;  motor  weakness  comes  on,  the  skin  develops  hyper- 
esthesia, the  limbs  become  very  tender  to  pressure.  The  deep  reflexes,  originally  increased, 
are  now  lost ;  the  sphincters  are  hardly  ever  involved  in  alcoholic  neuritis  unless  the  mind 
is  affected.  Mental  symptoms  are  common  in  alcoholism,  taking  the  form  of  Korsakow's 
ps>'chosis  ;  memory  for  recent  events  is  lost  :  the  patient  may  forget  his  name  and  address, 
ud  not  know  where  he  is  ;  and  in  the  endeavour  to  make  good  the  lacunae  in  his  recollec- 
tions, he  is  likely  to  lie  freely,  and  quite  without  any  definite  wish  to  deceive.  The  physical 
«gns  of  arsenical  neuritis  are  similar  to  those  of  the  alcoholic  form,  but  inco-ordi nation 
>nd  the  cutaneous  and  deep  hyperaesthesia?  are  more  marked,  and  muscular  paresis  and 
wasting  come  on  earlier ;  and  there  may  be  other  arsenical  symptoms  (p.  64).  In  the 
oeuritis  due  to  acute  lecui  poisoning  the  sensory  signs  are  entirely  subordinated  to  the 
nwtor,  and  pains  in  the  limbs  are  absent.  Peripheral  neuritis  is  a  fairly  frccjuent  legacy 
of  influenza,  and  may  then  be  characterized  by  great  severity  and  persistence  :  it  may 
•l*o  occur  as  a  complication  of  other  infectious  disorders — such  as  diphtheria,  tuberculosis, 
0'  syphilis.  The  diagnosis  of  peripheral  neuritis  will  be  suggested,  speaking  generally, 
^  the  pains  in  the  hmbs  are  associated  with  marked  sensory  changes — anaesthesia, 
PWJBsthesia,  hyperaesthesia — with  tenderness  of  the  skin,  nniscles,  or  along  the  course  of 
^  nerves,  and  with  weakness,  atrophy,  and  the  reaction  of  degeneration  in  the  muscles. 
Hystericijl  and  neurasthenic  patients  sometimes  suffer  acutely  from  pains  in  the  limbs 
^  lack  any  objective  basis  on  examination,  and  may  give  rise  to  much  trouble  in  dia- 
f^o^.  It  is  of  great  importance  that  organic  disease  of  every  kind  should  be  excluded 
«*fore  the  diagnosis  of  hysteria  or  neurasthenia  is  given  out.  The  hysterical  patient  is 
S^neially  a  woman,  and  is  likely  to  exhibit  several  of  the  many  phenomena  common  in 
hysteria,  such  as  functional  aphonia,  globus  or  clavus  hystericus,  stocking-and-glove 
D  80 
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anaesthesia,  heniianacsthesia,  variable  paralyses  often  due  to  the  contraction  of  antagonistie 
muscle-groups,  hysterical  seizures,  and  the  like.  The  signs  and  symptoms  of  hystem 
change  from  time  to  time,  the  recovery  from  any  particular  affection  often  being  as  suddca 
as  its  onset.  The  neurasthenic  patient,  on  the  other  hand,  is  oftener  a  man  than  a  woman, 
usually  overworked,  run  down  in  general  health,  and  worried.  The  symptoms  are  those 
of  '  brain- fatigue '  for  the  most  part ;  inability  to  attend  to  or  take  interest  in  cither 
work  or  pleasure  ;  the  bodily  strength  is  lessened,  and  subjective  sensations  of  all  sorts 
may  be  felt  in  the  back  or  limbs.  Headache  is  a  prominent  feature  in  some  neurastheme 
patients  ;  dyspepsia  or  palpitation  in  others  ;  imaginary  sexual  disorder  in  others. 
Exaggerated  knee-jerks  accompany  plantar  reflexes  that  are  still  normally  flexor,  and 
the  temperature  is  often  subnormal. 

General  pains  in  the  limbs  are  common  in  certain  diseases  of  hot  countries,  of  whidi 
only  two  need  be  considered  here.  Both  occur  in  Southern  Europe,  as  well  as  in  more 
tropical  regions. 

Dengue  is  an  epidemic  infectious  disease,  much  like  influenza  in  many  respects.  Its 
onset  is  sudden,  with  headache  and  pains  all  over,  fever,  sore  throat,  an  initial  erythe- 
matous rash,  and  rapid  pulse.  The  pains  may  be  in  the  joints  mainly,  or  diffused  through- 
out the  muscles  of  the  limbs,  and  are  made  worse  by  movement.  After  two  or  three  days 
the  patient  feels  better,  and  begins  to  get  about  again  ;  but  after  an  interval  of  a  day  or  ; 
two  a  slight  or  severe  relapse  occurs,  with  pains  as  before,  fever,  and  a  secondary  roseolar  i 
rash,  which  begins  on  the  hands  and  wrists,  later  spreading  in  patches  over  the  whole  body. 
The  relapse  is  soon  over  ;  but  convalescence  may  be  slow,  with  persistence  of  the  general 
pains  in  the  limbs.  The  diagnosis  should  be  easy  in  epidemics  of  dengue  ;  the  sudden 
onset,  extent  of  the  pains  in  limbs,  head,  and  loins,  and  the  characteristic  course,  should 
suflice  to  distinguish  sporadic  cases  from  other  acute  disorders  such  as  measles,  scarlet 
fever,  rheumatic  fever,  etc. 

Malta  fever  occurs  mainly  in  the  Mediterranean  and  on  its  shores  :  it  is  a  chronic  fever, 
characterized  by  perspirations,  constipation,  and  rheumatic  pains  in  the  limbs ;  arthritis, 
orchitis,  and  enlargement  of  the  spleen  are  common.  The  early  symptoms  are  obscure; 
but  pains  in  the  limbs  and  general  debility,  gastric  derangements,  headache,  bronchitis, 
and  continued  fever,  are  the  general  characteristics  when  the  disease  is  established.  The 
diagnosis  would  turn  on  the  discovery  of  exposure  to  infection,  the  milk  of  goats  that  arc 
carriers  of  the  Micrococcus  melitensis  being  the  actual  vehicle  of  infection  :  the  patient's 
serum  shows  the  specific  agglutinating  reaction. 

Chronic  General  Pains  in  the  Limbs  will  often  remain  after  several  of  the  disorders 
mentioned  under  the  former  heading.  Thus,  the  pains  due  to  peripheral  neuritis  may 
become  a  chronic  affection  in  cases  of  chronic  alcohol,  arsenic,  or  lead  poisoning,  after 
influenza,  or  in  gouty,  diabetic,  or  syphilitic  patients.  Usually  only  one  or  two  of  the 
limbs  will  be  affected  in  these  cases  ;  and  the  diagnosis  will  not  have  to  be  made  from  the 
occurrence  of  the  pains,  but  will  have  become  evident  from  the  development  of  other  signs 
of  disease  :  a  blue  line  on  the  giims  (p.  34),  tophi,  and  previous  attacks  of  acute  gout,  sugar 
in  the  urine,  and  so  forth. 

To  certain  uncommon  cases  of  tabes  dorsal  is  the  name  tabes  dolorosa  has  been  given, 
owing  to  the  severity  and  extent  of  the  pains.  The  patient  presents  the  usual  symptoms 
of  tabes  (p.  609) ;  in  addition  he  has  frequently  repeated  lightning  pains  in  the  linribs,  so 
severe  as  to  form  the  dominating  element  in  his  disorder  from  the  subjective  point  of 
view.  The  diagnosis  will  be  made  from  the  suddenness  and  shocking  intensity  of  the 
pains  on  the  one  hand  ;  and  on  the  other,  from  the  discovery  of  further  signs  of  tabes- 
Argyll  Robertson  pupil,  loss  of  knee-jerk,  ataxia,  sphincter  troubles,  areas  or  zones  of 
anaesthesia.  The  pains  will  have  a  radicular  distribution,  and  the  nerve-trunks  and 
muscles  will  not  be  tender  on  pressure. 

General  pains  in  the  limbs  are  common  in  chronic  rheumatism^  occurring  particularly 
in  consonance  with  changes  in  the  weather.  In  some  instances,  the  muscles  are  the  chief 
seat  of  the  pain  ;  in  others,  the  joints  or  the  fibrous  tissues  round  them.  In  most  cases, 
exercise,  massage,  or  movement  tend  to  diminish  these  pains,  if  the  patient  can  be  induced 
to  submit  himself  to  the  discomforts  of  motion  or  exertion.  Occurring  in  ciiildren,  these 
chronic  pains  are  usually  set  down  as  *  growing  pains  '  ;  but  their  association  'witli  acute 
rheumatism  is  so  frequent  that  the  paUetvl  sVvowVd  «Avi«lys  be  examined  for  other  evidences 
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of  the  rheumatic  infection  (see  p.  464).  In  adults,  on  the  other  hand,  chronic  rheumatism 
is  less  often  an  inheritance  from  acute  rheumatism,  and  is  not  so  frequently  combined  with 
valvular  disease  of  the  heart ;  but  it  gives  rise  to  pseudo-ankylosis  of  the  joints,  inability 
to  work,  and  much  impairment  of  the  general  health.  The  possibility  of  gonorrhceal 
arthritis,  miscalled  gonorrhceal  rheumatism,  must  not  be  overlooked. 

Myalgia,  or  the  so-called  ^  muscular  rheumatism,"  is  a  common  affection  of  certain 
groups  of  muscles,  and  may  in  some  instances  affect  the  limbs  generally.  It  is  due  to  chill, 
exposure  to  cold  after  sweating,  sitting  in  a  draught,  and  the  like.  Its  commoner  forms,  4 
such  as  lumbago,  stiff  neck,  pleurodynia,  stiff  back,  need  only  be  mentioned  ;  in  the  rare 
cases  where  the  limbs  are  attacked,  the  diagnosis  of  muscular  rheumatism  will  probably 
be  made  faute  de  mietix,  although  there  is  nothing  to  show  that  the  affection  is  rheumatic, 
and  no  proof  that  it  is  the  muscles  (and  not  their  sensory  nerves,  for  example)  that  are 
affected  primarily.  It  happens  occasionally  that  severe  pains  in  the  limbs,  or  pains  all 
over  the  body,  are  felt  by  patients  with  pernicious  ancemia.  In  some  instances  these  pains 
are  associated  with  great  tenderness  of  the  bones  of  the  limbs  and  trunk  to  pressure,  which 
may  be  connected  with  the  hypertrophic  changes  taking  place  in  the  marrow  within  them. 
Similar  aches,  pains,  and  tenderness  may  be  found  in  any  of  the  severe  anaemias  or 
leukaemias. 

There  remains  for  consideration  the  large  class  of  diseases  characterized  by  chronic 
wasting  or  cachexia j  in  which  general  pains  in  the  limbs  are  often  prominent.  These  pains 
are  due  to  widely  different  causes  in  different  instances.  In  some  they  may  be  due  to 
nothing  more  than  exaggerated  muscular  fatigue  or  overstrain  ;  the  debilitated  patient 
has  but  little  muscle,  and  that  little  is  exhausted  by  exertions  that  would  be  trifling  for  a 
normal  subject,  so  that  the  cachectic  patient  becomes  the  victim  of  general  pains  by  the 
mere  fact  of  being  up  and  about.  In  other  cases  the  pains  are  connected  with  peripheral 
neuritis,  set  up  by  the  circulation  of  toxins  in  the  patient's  blood,  though  few  or  none  of  the 
other  signs  or  symptoms  of  neuritis  may  be  detected  on  investigation.  In  others,  again, 
the  pains  seem  to  be  connected  with  the  occurrence  of  fever,  being  lessened  or  absent  when 
the  patient's  temperature  is  normal.  In  the  great  majority  of  cases  these  pains  are  lessened 
by  rest,  or  by  any  treatment  that  builds  the  patient  up  and  increases  his  strength.  Either 
the  lungs,  the  heart,  the  liver,  and  gastro-intestinal  system,  or  the  kidneys  may  be  the  organs 
primarily  at  fault,  and  bodily  wasting  and  weakness  will  be  among  the  main  symptoms. 
In  cases  where  the  organic  disease  is  deep-seated  and  out  of  reach,  there  is  danger  lest  the 
patient  who  is  really  seriously  ill  should  be  suspected  of  nothing  more  than  functional 
disease  and  treated  for  such.  Thus,  patients  with  carcinoma  of  the  stomach  may  be  treated 
for  hysterical  vomiting  or  anorexia  nervosa  ;  the  victim  of  a  carcinoma  or  aortic  aneurysm 
invading  the  spinal  canal  may  receive  the  treatment  usually  meted  out  to  the  malingerer. 
It  is  important,  therefore,  that  the  most  thorough  examination  should  be  made,  and  deep- 
seated  organic  disease  of  every  sort  excluded  as  far  as  is  possible,  before  the  diagnosis  of 
functional  disease  be  made  in  a  cachectic  patient.  This  is  all  the  more  necessary  because 
there  is  no  doubt  that  purely  functional  disease  of  long  standing  may  reduce  nutrition  or 
bodily  strength  to  a  very  low  ebb.  ,1.  ./.  J  ex- f Hake. 

PAIN  IN  THE  NECK.— (See  Sork  Throat,  p.  ()13  :   and  Stiff  Xkck,  p.  (U7.) 

PAIN  IN  THE  PELVIS. — In  practice,  pelvic  pain  can  usually  be  classified  under 
four  headings,  namely  :  (1)  Deep-seated  pain  ;  (2)  Superficial  pain  in  the  skin  ;  (3) 
Spasmodic  pain  ;    (4)  Backache  or  sacralgia. 

Deep-seated  Pain  is  aching  in  character,  contiiuious,  and  may  be  acute  in  onset,  or 
may  be  chronic  in  duration.  It  is  associated  with  tension  in  the  pelvic  organs,  usually  the 
result  of  overfilled  vessels,  or,  in  other  words,  of  congestion.  If  the  result  of  actual  inflam- 
mation, i.e.,  congestion  due  to  infection,  it  is  acute,  and  very  severe.  It  is  elicited  by 
pressure,  and  thereby  made  worse.  In  its  worst  form  it  is  of  peritoneal  origin  ;  but  it  may 
be  due  to  simple  congestion  of  the  uterus,  tubes,  or  ovaries,  without  infection  or  evidence 
of  actual  inflammation.  The  presence  of  adhesions  between  the  pelvic  organs  is  an  impor- 
tant factor  in  the  differential  diagnosis  of  this  type  of  pain,  making  it  abundantly  clear 
that  there  has  been  a  past  peritoneal  inflanunation,  and  that  the  tension  in  the  organs  is 
the  result  of  the  binding  and  pressure  of  new  fibrous  tissue.     Thus  it  may  be  caused  by  :  — 
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tadmche  is  complained  of,  but  is  always  associated  with  pain  in  the  ^  ovarian  regions,' 

ingiiiiial  region,  and  also  radiating  down  the  legs.     It  must  not  be  forgotten  that  this  form 

of  backache  is  not  necessarily  of  genital  origin,  but  may  be  the  result  of  many  otiier  lesions. 

^Inis,  it  may  be  the  result  of  some  irritating  urinary  constituent,  like  excess  of  urates  and 

phosphates  ;   also  it  may  accompany  a  calculus  in  the  ureter  or  some  lesion  of  the  renal 

pdvis.    As  a  rule,  in  renal  cases,  the  pain  is  situated  rather  higher  up.     Further,  caries  of 

the  spine  low  down,  growths  of  the  spine,  or  of  the  spinal  cord  membranes,  may  give  rise 

to  it.    Inflammation  of  the  sacro-iliac  joint,  rectal  growths,  haemorrhoids,  and  ulcers,  may 

be  its  originating  cause.     It  is  clear  that  a  correct  diagnosis  in  any  case  cannot  be  made 

without  a  complete  examination  of  all  these  structures,  combined  with  careful  urinary 

twiysis.  Thos.  G.  Steiriis, 

PAIN  IN  THE  PENIS — is  a  symptom  which  occurs  frequently  in  urinary  surgery, 
not  only  in  association  with  lesions  of  the  penis  or  urethra,  but  also  as  a  referred  pain  with 
diiease  of  the  prostate,  bladder,  or  kidney.  The  symptom  is  one  which  is  common  to  many 
diseases,  so  that  in  the  diagnosis  of  any  case  due  consideration  must  be  given  to  the  other 
tpiptoms  accompanying  it,  without  placing  too  much  reliance  on  a  single  symptom  which 
any  point  strongly  to  the  urethra  or  bladder. 

Penile  pain  may  be  present  either  during  or  immediately  after  micturition,  or  may  be 
entirely  independent  of  the  act.  It  may  be  said  generally  that  if  pain  is  felt  only  during 
micturition  there  is  some  inflammatory  lesion  of  the  urethra  or  prostate  ;  whilst  if  it  occurs 
immediately  after  the  flow  of  the  urine,  it  suggests  some  lesion  in  the  urinary  bladder.  On 
the  other  Imnd,  pain  may  be  present  quite  apart  from  micturition,  due  to  various  diseases 
of  the  penis,  bladder,  ureter,  or  kidney. 

The  term  '  pain,"  too,  is  a  relative  quantity,  varying  with  the  nervous  susceptibility 
of  the  patient,  for  what  is  pain  in  one  may  be  merely  discomfort  in  another,  so  that  the 
patient's  account  may  have  to  be  discounted  to  a  certain  extent  by  the  clinician. 

I.  CAUSES  OF  PAIN  IN  THE  PENIS  EXPERIENCED  DURING  MICTURITION. 

1.  Diseases  of  the  Urethra —  Prostatic  abscess 

Acute  inflammations  Prostatic  carcinoma. 

The  passage  of  a  calculus  or  the  impaction  3.  Diseases  of  the  Bladder — - 

of  the  latter  Acute  cystitis 

Stricture  of  the  urethra  Vesical  calculus 

Injury  of  the  urethra.  Villous  papilloma 

2.  Diseases  of  the  Prostate —  Pedunculated  carcinoma. 

Acute  prostatitis 

Diseases  of  the  Urethra. — By  far  the  most  common  cause  of  pain  in  the  penis 
occurring  during  micturition  is  acute  inflammation  of  the  urethra,  usually  gonorrhtral,  l)ut 
occasionally  septic.  In  the  earliest  stages  of  an  acute  urethritis,  before  any  marked 
urethral  discharge  is  apparent,  there  is  usually  a  sense  of  smarting  or  tingling  in  the  ter- 
minal urethra,  more  marked  as  the  discharge  increases,  when  it  is  of  a  burning  or  sealding 
cbaracter.  The  occurrence  of  this  pain  during  micturition  within  a  few  days  of  sexual 
connection  is  frequently  the  earliest  symptom  of  urethral  infection,  whilst  a  purulent 
discharge  from  the  urethra  is  usually  present  when  the  case  comes  under  observation. 

The  passage  of  a  calctdtts  through  the  urethra  causes  a  sharp,  cutting  pain  along  the 
Mcthra,  the  cause  of  which  is  apparent  when  the  calculus  is  voided.  Occasionally  it  may 
^)pen  that  micturition  occurs  in  these  cases  in  the  dark,  or  that  urine  is  not  passed  into  a 
vessel,  so  that  the  calculus  is  not  actually  seen  by  the  patient  ;  but  if  there  is  a  history  of 
previous  renal  descent  of  a  stone  or  symptoms  pointing  to  vesical  calculus,  the  sliarp 
urethral  pain  during  micturition  occurring  upon  one  single  occasion  is  significant  of  the 
Pwsage  of  a  calculus.  A  stone  may,  however,  pass  on  to  the  urethra  during  micturition 
wid  become  arrested  at  some  narrowed  portion  of  the  canal,  usually  at  the  nienibranous 
portion  or  at  the  distal  end,  when  a  sudden,  sharp  pain  is  felt  in  the  urethra,  and  at  the 
**nie  time  the  flow  of  urine  is  partially  or  completely  stopped  before  the  bladder  lias  been 
^ptied,  whilst  further  efforts  fail  to  re-start  the  stream.  In  these  cases  the  presence  of  a 
stone  should  be  suspected,  and  the  whole  length  of  the  urethra  examined  by  passing  the 
finger  along  its  course,  when  a  stone  may  be  actually  felt,  or  the  canal  may  be  illuminated 
^y  an  endoscope  and  the  calculus  seen. 
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Urethral  ^trix:ture  occasionally  causes  pain  in  the  urethra  during  micturition,  e8|»- 
ciaUy  if  the  calibre  is  small,  ^nd  if  there  is  septic  infection  or  ulceration  of  the  uretbil 
mucous  membrane  behind  the  stricture.  The  forced  efforts  at  urination  may  cause  paii 
in  the  urethra  during  micturition,  but  as  a  general  rule  stricture  causes  but  little  put 
The  gradually  increasing  difficulty  in  micturition,  the  feeble  stream,  and  the  dribbling  of 
urine  from  the  meatus  after  the  stream  has  terminated,  are  symptoms  pointing  to  stricture 
of  the  urethra  ;  the  diagnosis  will  be  confirmed  readily  by  the  obstruction  offered  to  the 
passage  of  a  full-sized  bougie,  or  better,  by  direct  observation  of  the  urethra  by  means  oi 
the  endoscope. 

Injury  of  the  urethra  may  cause  pain  during  micturition.  The  urethra  may  be  injured 
by  a  fall  on  the  perineum,  by  a  kick  or  blow,  or  by  the  faulty  or  careless  passage  of  instru- 
ments ;  it  may  also  be  injured  or  lacerated  in  association  with  a  fracture  of  the  pehis. 
The  urethra  may  be  merely  bruised,  may  be  lacerated  on  one  aspect,  or  may  be  completely 
ruptured.  If  the  urethra  be  injured,  there  is  usually  an  appearance  of  blood  at  the  external 
urinary  meatus,  together  with  a  contusion  in  the  perineum  or  along  the  course  of  the 
urethra,  if  the  laceration  is  caused  by  direct  injury.  Any  attempt  at  micturition  causes 
pain  in  the  penis,  whilst  urine  may  or  may  not  be  expelled  from  the  meatus,  depending 
upon  the  extent  of  the  injury,  or  may  be  extra vasated  into  the  perineal  or  scrotal  tissues. 
As  a  rule,  no  difficulty  will  be  experienced  in  the  diagnosis,  but  in  any  suspected  case  the 
greatest  care  should  be  exercised  in  passing  an  instrument  into  the  urethra.  ] 

Diseases  of  the  Prostate. — Acute  prostatitis  and  prostatic  abscess  both  give  rise  to 
pain  during  micturition,  in  addition  to  increased  frequency  and  difficulty  during  the  act. 
Both  are  usually  sequelae  of  an  acute  urethritis,  and  whereas  an  acute  prostatitis  is  accom- 
panied by  a  temperature  raised  to  100°  F.  or  101°  F.,  a  prostatic  abscess  causes  the  usual 
rise  and  fall  in  temperature  common  to  septic  processes.  The  diagnosis  of  the  two  condi- 
tions is  made  readily  on  careful  rectal  examination,  when  the  acutely  inflamed  gland 
presents  a  much  enlarged,  smooth-surfaced  prominence  in  the  rectum  ;  whilst  if  an  abscess 
be  present,  a  softer  area  in  the  inflamed  gland  can  usually  be  detected.  An  acute  prosta- 
titis may  accompany  a  haematogenous  bacterial  urinary  infection  as  distinct  f^m  a 
venereal  urethritis. 

Adenomatous  enlargement  of  the  prostate  gives  rise  to  no  penile  pain  during  micturi- 
tion ;  neither  does  the  prostate  containing  tuberculous  deposits,  but  pain  in  the  penis  is  j 
present  during  micturition  occasionally  in  cases  of  prostatic  carcinoma^  owing  to  the  direct  | 
infiltration  of  the  urethral  mucous  membrane.  Prostatic  carcinoma  is  by  no  means  un- 
common, and  whilst  in  its  general  symptoms  it  resembles  those  of  prostatic  adenoma, 
there  is  a  marked  difference  found  on  digital  examination  of  the  gland  i>er  rectum.  The 
carcinomatous  gland  presents  rounded  areas  of  densely  infiltrated  tissue,  in  contradistinc- 
tion to  the  elastic,  uniform  feel  of  the  adenomatous  variety  ;  the  whole  gland  is  fixed  and 
immovable,  and  in  advanced  stages  distinct  infiltration  of  the  lateral  pelvic  lymphatics 
may  be  felt  extending  laterally  from  the  affected  organ. 

Care  nmst  be  taken  not  to  mistake  the  hard  nodules  felt  in  a  prostate  containing  cakrdi 
for  carcinoma.  With  calculous  disease,  the  gland  is  not  fixed  and  is  only  slightly  enlarged, 
whilst  on  gentle  pressure  with  the  examining  finger  the  calculi  may  be  felt  to  grate  upon 
each  other.  During  the  passage  of  a  catheter  through  the  prostatic  urethra,  distinct  grat- 
ing may  be  felt  if  any  calculus  has  ulcerated  the  urethral  wall. 

Diseases  of  the  Bladder  may  cause  penile  pain  during  micturition  under  certain 
circumstances,  although  it  is  much  more  common  to  find  that  pain  in  vesical  disease 
follows  the  completion  of  micturition.  In  acute  cystitis,  penile  pain  is  present  throughout 
micturition,  due  to  the  intense  congestion  of  the  vesical  mucous  membrane  of  the  trigone 
and  aroimd  the  internal  urethral  orifice.  The  other  symptoms  of  acute  cystitis,  namely, 
suprapubic  pain,  pyrexia,  increased  frequency  of  micturition,  and  the  presence  of  pus  and 
blood  in  the  urine,  are  sufficient  for  the  diagnosis. 

Pain  during  micturition  in  other  vesical  lesions  is  caused  whenever  there  is  any  sudden 
obstruction  to  the  normal  flow  of  urine  by  the  implantation  of  some  body  against  the  inter- 
nal urethral  orifice.  This  may  occur  with  a  small  calculus  or  with  a  pedunculated  tumovfi 
whether  simple  or  malignant,  when  during  micturition  the  flow  is  arrested  suddenlVi 
accompanied  by  a  shooting  pain  in  the  urethra,  whilst  after  an  interval  of  a  few  seconds 
the  stream  may  be  re-established.     With  vesical  calculus,  the  urine  may  be  normal  orm»y 
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contain  pus  and  blood  if  the  bladder  has  become  infected  ;  there  is  penile  pain  after  mic- 
turition, and  the  stone  may  be  felt  with  a  sound.  With  a  simple  villous  papilloma  there 
is  no  pain  unless  part  of  the  fimbriated  portion  of  the  tumour  engage  in  the  urethral  orifice 
during  micturition,  but  there  are  usually  recurrent  attacks  of  profuse  haematuria,  whilst  with 
a  villus-covered  carcinoma  there  is  increased  frequency  of  micturition,  with  pain  following 
the  act,  more  or  less  constant  haematuria,  and  usually  pyuria.  Upon  rectal  or  vaginal 
examination,  the  base  of  the  bladder  may  be  felt  to  be  infiltrated,  but  by  far  the  most 
valuable  means  of  diagnosis  between  the  three  conditions  is  cystoscopy,  when  a  calculus  or 
villous  tumour  is  seen  readily,  whilst  a  pedunculated  carcinoma  appears  as  a  dark  red 
tumour  covered  with  stunted  processes.     (See  Plale  XVI,  p.  284.) 

II.  PENILE   PAIN   FOLLOWING    MICTURITION. 

This  symptom  is  common  to  many  lesions  of  the  urinary  bladder,  more  especially 
those  in  which  there  is  ulceration  or  infiltration  of  the  basal  areas.  The  particular  pain 
felt  by  the  patient  is  described  as  a  sharp  pricking  or  tingling  at  the  terminal  part  of  the 
penis  on  the  cessation  of  micturition,  lasting  some  minutes  and  causing  a  desire  to  squeeze 
the  glans.  It  has  often  been  described  as  typical  of  vesical  calculus,  but  this  is  far  from 
being  the  case,  for  it  may  be  due  to  almost  any  affection  of  the  trigone. 

The  common  causes  of  pain  in  the  penis  following  upon  micturition  are  : — 


1.  Vesical — 
Calculus 
Tuberculosis 
Tumour — carcinoma 
papilloma 
Acute   cystitis 
Bilharzia. 


2.  Ureteric — 

Calculus  in  lower  end 
Descending  ureteritis 
Descending  tuberculosis. 

3.  Prostatic — ■ 

Acute  inflammation 

Abscess 

Calculus. 


4.  Vesicular- 

Acute  spermato-vesiculitis 

5.  Rectal — 

Carcinoma. 

6.  Anal — 

Fissure 

Inflamed  hicmorrhoids. 


In  Diseases  of  the  Bladder. 

A  calculus  in  the  bladder,  unless  it  is  trap]>ed  in  the  pouch  behind  an  enlarged  prostate, 
causes  pain  in  the  glans  penis  after  micturition.  It  may  exist  without  causing  cystitis, 
although  conunonly  there  is  some  degree  of  pyuria  when  the  case  is  first  seen.  There  is 
increased  frequency  of  micturition  during  active  exercise  or  during  the  jolting  of  travelling, 
but  not  during  complete  rest  unless  cystitis  is  marked.  The  terminal  drops  of  urine  during 
micturition  are  often  tinged  with  blood,  and  on  some  occasions  there  may  have  been  a 
sudden  stoppage  of  the  stream  during  micturition.  In  some  cases  there  is  a  history  of  the 
descent  of  a  stone  from  the  kidney  without  the  subsequent  appearance  of  a  calculus  in  the 
urine.  Patients  subject  to  vesical  stone  have  usually  reached  the  later  part  of  life,  and 
although  the  symptoms  are  as  a  rule  suflRciently  marked  to  render  the  diagnosis  easy, 
sometimes  they  may  be  so  few  that  vesical  calculus  is  quite  unexpected,  or  the  symptoms 
are  so  like  those  caused  by  other  lesions  of  the  bladder  that  error  is  easy.  In  such  a  case 
it  is  advisable  to  examine  the  interior  of  the  bladder  with  a  cystoscope  rather  tlian  by  the 
usual  vesical  sound  ;  with  a  sound  a  small  calculus,  or  one  contained  in  a  vesical  pouch, 
may  be  missed,  whilst  with  a  cystoscope  it  is  seen  readily,  its  approximate  size  deterniined, 
and  any  other  condition  of  the  bladder  accompanying  or  simulating  calculus  may  be  dia- 
gnosed with  certainty.     (See  Plate  XVI,  p.  284,  and  Fig.  135,  p.  282.) 

Vesical  tuberculosis  may  be  a  primary  affection,  but  is  more  frequently  secondary  to 
tuberculous  disease  in  some  other  part  of  the  genito-urinary  tract.  It  causes  marked 
penile  pain  after  micturition,  together  with  j)yuria  and  a  tinge  of  blood  in  the  terminal 
drops  of  urine  ;  the  frequency  of  micturition  is  increased  during  both  day  and  night,  and 
is  uninfluenced  by  rest,  thus  differing  from  the  increased  frequency  of  calculous  disease. 
Vesical  tuberculosis  usually  occurs  in  young  adults,  but  it  must  be  distinguished  carefully 
from  other  vesical  infections,  and  more  particularly  from  renal  tuberculosis,  in  which 
symptoms  referable  to  the  bladder  are  commonly  present  before  the  bladder  is  attacked  by 
disease.  In  a  young  patient  in  whom  increased  frequency  of  micturition,  pyuria,  and 
penile  pain  are  present,  a  search  should  be  made  for  any  tuberculous  focus,  especially  in 
the  testes,  prostate,  and  seminal  vesicles,  or  for  marked  thickening  of  the  terminal  ureter 
as  felt  per  rectum,  whilst  a  careful  search  should  be  made  for  tubercle  bacilli  in  the  urine. 
A  cystoscopic  examination  may  be  necessary  to  determine  the  extent  of  the  disease  (Plate 
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XV f  Fig.  E,  p.  282),  but,  speaking  generally,  the  less  instrumentation  that  is  carried  out 
in  these  cases  the  better. 

Vesical  Tumours. — Carcinoma  of  the  bladder  occurs  in  two  forms :  the  infiltrating 
epithelioma  and  the  villus-covered  carcinoma.  Either  begins  most  commonly  in  the  baari 
portion  of  the  bladder,  the  muscular  planes  of  which  become  infiltrated.  For  this  renfloi,-' 
the  contraction  of  the  bladder  wall  during  micturition  causes  pain  which  is  referred  to  the 
terminal  portion  of  the  urethra.  Both  forms  occur  in  elderly  patients,  and  give  rise  to 
increased  frequency  of  micturition  during  both  day  and  night,  and  to  hsematuria.  Tbej 
also  often  give  rise  to  renal  pain  when  the  infiltration  has  extended  to  the  ureteric  oriflee 
in  the  bladder.  The  base  of  the  bladder  may  be  found  per  rectum  to  be  infiltrated,  or 
enlarged  glands  may  be  felt  in  the  lateral  pelvic  space,  and  a  cystoscopic  examination  w3l 
usually  clear  up  the  diagnosis  {Plate  XVI,  p.  284). 

Whereas  the  carcinomatous  growths  of  the  bladder  give  rise  to  penile  pain  after 
micturition  from  the  direct  infiltration  of  the  vesical  walls,  the  pedunculated  villui- 
covered  carcinoma  and  the  simple  villous  papilloma  may  give  rise  to  sharp  penile  pain 
during  micturition,  from  the  blocking  of  the  internal  urethral  orifice  with  a  process  of 
growth.  The  occurrence  of  this,  together  with  attacks  of  profuse  hsematuria,  are  evidenee 
of  a  pedunculated  growth.  On  cystoscopic  examination  the  carcinomatous  pedunculated 
tumour  is  seen  to  be  covered  by  blunt,  stunted  processes  ;  it  is  often  multiple,  whereas  the 
innocent  villous  papilloma  is  single  and  presents  much  more  delicate  fimbriae. 

Acute  cystitis  causes  tingling  pain  in  the  penis  after  micturition  from  the  inflammatorf 
infiltration  of  the  trigonal  area.  The  mode  of  onset,  the  character  of  the  pain,  and  other 
symptoms  of  cystitis  will  point  to  the  cause  of  the  pain. 

Bilharzia  hcematobia  gives  rise  to  clinical  symptoms  very  similar  to  those  of  vesical 
tuberculosis.  The  history  of  residence  in  an  infected  district,  the  microscopical  examin- 
ation of  the  urine  for  ova  (see  Fig.  26,  p.  79),  and  the  typical  cystoscopic  appearance  of  the 
bladder  (see  Plate  XVI,  Fig.  JfiC,  p.  284)  will  render  the  diagnosis  apparent. 

Ureteric  lesions  not  infrequently  produce  pain  in  the  glans  penis  after  micturition, 
and  may  cause  considerable  difficulty  in  the  diagnosis  from  vesical  disease. 

When  a  calculus  becomes  impacted  in  the  narrowed  terminal  or  intramural  portion  of 
the  ureter,  symptoms  are  produced  almost  exactly  similar  to  those  of  vesical  calculus  or 
tuberculosis,  namely,   increased  frequency  of  micturition,  pain  in  the  glans  penis  after 
micturition,  and  a  small  amount  of  pus  and  blood  in  the  urine.     Intimate  knowledge  of 
the  history  of  the  illness  will  often  be  of  value  in  these  cases  ;   the  first  attack  of  pain  is 
usually  described  as  being  sudden,  and  felt  in  the  renal  angle  posteriorly,  passing  forward 
above  the  iliac  crest  and  spine,  and  finally  becoming  localized  at  the  situation  of  the  external 
abdominal  ring.     The  calculus  may  become  impacted  in  the  terminal  inch  of  the  ureter, 
when,  in  addition  to  this  pain,  increased  frequency  of  micturition  and  penile  pain  are  added. 
In  a  recent  case  under  the  author's  care,  in  which  a  small  oxalate  calculus  was  impacted  in 
the  terminal  part  of  one  ureter,  there  were  frequent  attacks  of  fairly  profuse  hsematuria, 
suggesting  a  villous  papilloma,  but  this  is  probably  infrequent.     With  ureteric  calculus 
there  is  usually  pain  in  the  kidney  of  the  affected  side  from  the  dilatation  of  the  pelvis  of 
the  latter,  due  to  the  increased  renal  tension.     The  diagnosis  of  these  cases  is  not  so  diffi- 
cult if  a  careful  inquiry'  is  made  into  the  history  and  symptoms,  and  so  long  as  it  is  remem- 
bered that  increased  frequency  of  micturition  and  penile  pain  may  be  caused  by  ureteric 
impaction  of  a  calculus.     A  good  skiagraphic  examination  of  the  pelvic  areas  may  show 
the  shadow  of  a  stone  (Fig.  135,  p.  282),  whilst  the  latter  may  be  felt  occasionally  as  a  small 
painful  nodule  above  the  seminal  vesicles  upon  examination  per  rectum.     A  cystoscopic 
examination  also  affords  valuable  information,  not  only  in  excluding  vesical  lesions,  but 
by  giving  a  distinct  indication  of  ureteric  calculus  by  the  marked  congestion  and  dilatation 
of  the  blood-vessels  in  the  immediate  vicinity  of  the  ureteric  orifice.     A  small  l>ougie  passed 
into  the  ureter  may  meet  with  obstruction  in  its  passage,  whilst  a  wax-tipped  bougie  may 
be  grooved  or  indented  by  the  stone. 

Ureteritis  descending  from  infection  of  the  renal  pelvis  may  give  rise  to  slight  penile 
pain  and  to  increased  frequency  of  micturition,  and  thus  simulate  vesical  disease  before  the 
bladder  is  actually  affected.  This  is  most  commonly  seen  in  the  tuberculous  form,  but  is 
present  in  a  less  marked  degree  with  infection  by  other  organisms,  of  which  the  most  com- 
mon are  the  Bacillus  coli  communis  and  the  staphylococcus.     In  the  non-tuberculous  form. 
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the  ureter  may  be  felt  per  rectum  to  be  slightly  thickened,  but  the  cystoscopic  appearance 
of  the  inflamed  ureteric  orifice  is  quite  distinctive  {Plate  XV,  Fig  C,  p.  282).  In  descending 
tuberculosis  from  the  kidney,  the  ureter  may  be  felt  as  a  firm,  infiltrated  cord  on  the  bladder 
base,  the  penile  pain  and  increased  frequency  of  micturition  are  more  marked,  the  kidney 
may  be  felt  enlarged  and  tender,  and  tubercle  bacilli  will  be  found  in  the  urine.  Apart 
from  this,  typical  changes  in  the  ureteric  orifice  are  seen  on  cystoscopic  examination,  the 
orifice  being  pulled  up  or  retracted  or  horse-shoe  shape,  and  usually  occupying  a  position 
slightly  above  and  outside  the  situation  of  the  normal  orifice,  due  to  the  actual  shortening 
of  the  duct  by  infiltration  of  the  submucous  coats  (Plate  XV,  Fig.  D,  p.  282). 

Diseases  of  the  Prostate  often  cause  pain  in  the  penis  immediately  following  mic- 
turition. This  is  most  commonly  seen  with  acute  inflammation  or  abscess  in  the  gland  as 
a  sequela  of  acute  gonorrhoea  or  septic  urethritis.  In  either  case  there  is  penile  pain,  some- 
times associated  with  erection,  but  little  difficulty  will  be  experienced  in  the  diagnosis  on 
due  consideration  of  the  symptoms  and  upon  rectal  examination. 

Prostatic  calculi  are  not  uncommon,  and  there  may  be  a  single  calculus  or  a  nest  of 
them  in  the  prostate.  They  tend  to  ulcerate  into  the  urethra,  so  that  small  calculi  may  be 
passed  in  the  urinary  stream,  or  some  may  pass  back  along  the  dilated  prostatic  urethra 
into  the  bladder.  If  a  calculus  projects  from  the  prostate  into  the  urethra,  it  causes  pain 
in  the  penis  after  micturition.  A  diagnosis  of  prostatic  calculus  is  often  made  by  the  grat- 
ing sensation  imparted  to  a  catheter  in  traversing  the  prostatic  urethra,  whilst  on  rectal 
examination  the  calculus  may  be  felt  as  an  isolated,  hard  nodule  in  the  gland,  or,  if  more 
than  one  is  present,  by  the  crepitation  of  one  upon  another  on  digital  pressure  in  the 
rectum. 

Diseases  of  the  Seminal  Vesicle  are  seldom  present  without  accompanying  disease  of 
the  prostate  or  bladder.  Acute  vesiculitis  may  follow  a  urethritis  and  give  rise  to  pain 
after  micturition,  but  in  most  cases  will  be  associated  with  prostatitis.  Similarly  tuber- 
culous nodules  in  the  vesicle  will  be  associated  with  foci  in  the  epididymis,  prostate,  or 
bladder. 

Diseases  of  the  Reetam  and  Anus  may  occasionally  give  rise  to  penile  pain  following 
micturition,  apart  from  any  infection  of  the  bladder  or  prostate.  Thus,  a  carcinoma  in 
the  anal  canal,  a  rectal  Assure,  or  an  inflamed  ha;morrhoid  may  occasionally  cause  pain 
in  the  penis,  but  in  each  the  local  symptoms  of  the  trouble  will  be  the  more  marked,  and 
little  difficulty  will  be  found  in  the  diagnosis  if  a  local  examination  is  made  with  care. 

III.  PAIN    IN    THE    PENIS    APART    FROM    MICTURITION. 

Under  the  above  divisions  the  symptom  penile  pain  has  been  considered  in  relation  to 
the  act  of  micturition,  and  it  remains  to  consider  some  conditions  giving  rise  to  pain  in  the 
penis  apart  from  urination.  These  include  certain  local  lesions  of  the  penis  and  urethra, 
and  also  the  pains  referred  from  disease  elsewhere.  Although  a  local  lesion  may  cause 
little  more  than  discomfort  in  many  patients,  in  some  it  is  described  as  pain,  tlie  decree  of 
which  depends  upon  the  nervous  susceptibility  of  the  patient.  Thus,  penile  pain  may  be 
present  with  acute  urethritis,  with  balanitis  in  association  with  phimosis,  with  paraphimosis, 
or  with  the  lymphangitis  of  the  organ  due  to  a  septic  sore  or  abrasion  of  the  skin  or  mucous 
membrane.  In  some  instances  herpes  of  the  prepuce  or  penile  skin  causes  distinct  pain. 
Any  infiltration  of  the  cavernous  tissue  of  the  penis  causes  pain  during  erection  of  the  organ  ; 
thus  during  an  attack  of  acute  urethritis  the  common  symptom  known  as  chordee  arises 
from  this  cause,  whilst  in  a  chronic  form,  cavernitis  may  be  due  to  infiltration  in  associa- 
tion with  tertiary  syphilis  or  the  gouty  diathesis,  so  that  erection  of  the  organ  is  only  partial 
or  confined  to  the  proximal  part,  and  causes  pain.  Another  condition  causing  the  same 
condition  arises  from  the  organization  of  a  hwmatoma  in  the  cavernous  tissues  of  tlie  penis 
following  upon  a  local  injury,  either  from  external  violence  or  during  forcible  attempts  at 
coitus. 

Epithelioma  of  the  penis  occasionally  gives  rise  to  pain  in  the  organ. 

Pain  may  be  felt  in  the  j)enis  in  some  cases  of  renal  colic,  in  which  case  it  is  classed  as 
a  referred  pain.  Thus,  in  the  acute  colic  accompanying  the  passage  of  a  calculus,  blood- 
clot,  or  debris  of  caseous  material,  aching  pain  may  be  felt  in  the  penis  (juite  apart  from 
the  increased  desire  to  pass  urine.  Penile  pain  is,  however,  only  a  minor  detail  in  the  pre- 
sence of  the  severe  pain  in  the  loin,  and  is  often  only  lightly  alluded  to. 
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Pain  in  the  penis  was  a  prominent  early  symptom  in  two  recent  eases  of  actite  appendix 
citis  under  the  writer's  care.  In  neither  ease  was  it  associated  with  micturition,  nor  was 
there  any  increased  frequency  of  micturition,  but  in  both  the  appendix  was  found  to 
occupy  a  very  low  position,  turning  down  into  the  pelvis,  which  in  one  case  contained  a 
foul  abscess.  R,  H,  Jocelyn  Swan. 


PAIN  IN  THE  PERINEUM — is  a  symptom  often  mentioned  by  patients  in  giving 
their  history  of  some  affection  of  the  genito-urinary  apparatus  or  of  other  organs,  but 
usually  only  as  a  dull  aching,  of  which  little  notice  is  taken,  as  it  is  generally  of  minor  con- 
sequence in  comparison  with  other  more  striking  symptoms.  The  complaint  of  perineal 
pain  per  se  does  not  convey  much  information  to  the  clinician,  and  it  is  practically  never 
present  as  the  only  symptom  in  a  case. 

Aching  in  the  perineum  is  frequently  present  in  diseases  of  the  following  organs  : — 


Prostate — 

Acute  or  subacute  in- 
flammation 

Abscess 

Tuberculosis 

Calculus 

Adenomatous     en- 
largement 

Carcinoma. 
Seminal  Vesicles — 

Acute  inflammation 

Tuberculosis. 
Vrincny  Bladder — - 

Cystitis 

Tuberculosis 


Calculus 

Carcinoma 
Urethra — 

Injury  and  rupture 

Stricture  with  extravasa- 
tion or  urethral  abscess 

Fistula 

Calculus  impacted  in  bul- 
bous portion. 
Testicle— 

Congenital    misplacement 
in  perineum. 
Anal  Area — 

Haemorrhoids 

Fissure 


Boil 

Carbuncle 

Ulcer 

Carcinoma. 
Vagina — 

Acute  inflammation 

Inflammation    or   abscess 
of  Bartholin's  glands 

Cystocele 

Epithelioma. 
Cutaneous  Diseases — 

Intertrigo 

Eczema,   gouty  and   dia- 
betic 

Condylomata. 


From  the  foregoing  list  it  will  be  seen  that  aching  in  the  perineum  occurs  with  numerous 
different  lesions,  but  other  symptoms  discussed  elsewhere  are  in  almost  every  case  more 
marked.  R,  //.  Jocelyn  Swan. 

PAIN,  PRECORDIAL.— (See  Pain  in  the  Chest,  p.  430.) 

PAIN  IN  THE  SHOULDER  (see  also  Pain  in  the  Extremity,  Upper,  p.  442)  may 
be  due  to  two  entirely  different  main  groups  of  causes,  namely  :  (1)  Direct  causes,  in  which 
the  shoulder-joint  itself  is  involved,  or  the  nerves,  ligaments,  muscles,  fasciae,  bursae,  close  to 
it ;  and  (2)  Indirect  causes,  in  which  the  pains  are  referred  to  the  shoulder  region  when  the 
real  scat  of  disease  is  at  a  distance,  as  in  the  case,  for  instance,  of  angina  pectoris,  or  gastric 
or  hepatic  disorders.     The  conditions  to  be  thought  of  include  the  following  : — 


1.  Direct  Causes: — 

Injur\' 
Arthritis 
Synovitis 
Fibrositis 


Myositis 
Neuritis 

Effects  of  exposure  to  cold 
or  damp 


Effects  of  occupations 
Subacromial  bursitis 
Muscular  paralysis,  local. 


2.  Indirect  Causes: — 

(a).  Cardiovascular  lesions. 

Angina  pectoris 

Aortic  valvular  disease         , 


Aortic  atheroma  (syphilitic) 


(6).  Pleural,  pulmonary,  or  mediastinal  lesions. 


Pleurisv 
Pneumonia 

(c).  Gastric  lesions. 

Flatulence 
Indigestion 

(d).  Duodenal  lesions. 

Catarrh,  with  or  without 
jaundice 


Phthisis 

Intrathoracic  new  growth 


Gastritis,  acute  or  chronic 
Gastric  ulcer 


Duodenal  ulcer. 


Aortic   aneurysm. 


Pneumothorax. 


Gastric  carcinoma 
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(e).  Hepatic  legions. 

Biliousness 
Gall-stones 
Cholecystitis 

(/).  Nervous  lesions. 

Hemipleina 
Herpes  zoster 
Acute  bracheitis 


Nutmeg  liver 
New  growth 


Hepatitis,  acute  tropical 
Abscess. 


Cervico-dorsal  spinal  caries 
New     growth     in   cervico- 
dorsal   spine 


Pachymeningitis,  syphilitic 

cervico -dorsal 
Cerv'ico-brachial  neuralgia. 


The  term  shoulder  is  not  explicit,  and  a  patient  may  complain  of  pain  in  the 
shoulders  when  careful  inquiry  shows  that  it  has  widely  different  situations  in  different 
cases  ;  in  one  it  may  be  mainly  in  the  root  of  the  neck  or  in  the  central  cla\icular  region  ; 
under  the  deltoid  region  in  a  second  ;  under  the  lower  part  of  the  blade  of  the  scapula  in 
a  third  ;  and  so  on.  The  first  step  in  making  the  diagnosis  is  to  locate  the  pain  complained 
of  as  definitely  as  possible. 

It  is  often  easy  to  diagnose  its  cause  with  some  certainty  from  this  point  alone.  If. 
for  instance,  the  pain  is  mainly  under  the  left  shoulder-blade,  its  origin  is  likely  to  be  gastric 
or  intrathoracic ;  if  mainly  under  the  right  shoulder-blade,  duodenal  or  hepatic.  (See 
Pain,  Interscapular,  p.  461.)  If  on  the  other  hand  the  pain  is  definitely  localized  to 
the  region  of  the  shoulder-joint,  the  mischief  is  probably  within  the  joint  itself,  or  in  the 
fibrous  tissues,  ligaments,  bursse,  muscles,  or  nerves  around  the  joint. 

The  next  point  to  investigate  is  the  condition  of  the  parts  at  and  round  the  shoulder  ; 
if  there  is  definite  tenderness  as  well  as  pain,  increased  pain  on  attempted  movement, 
local  deformity  from  swelling  or  from  wasting,  or  impaired  mobility  at  the  shoulder-joint, 
the  trouble  is  probably  local  and  the  pains  are  not  referred  from  the  viscera.  It  may  be 
difficult  to  be  sure  that  there  is  no  local  tenderness  as  well  as  pain,  for  the  patient  may 
have  suffered  so  much  that  he  winces  on  palpation,  from  an  expectancy  of  pain,  when 
palpation  or  attempts  at  moving  the  joint  are  really  painless  ;  considerable  judgement 
is  required  in  deciding  just  how  much  tenderness  is  present  as  well  as  pain,  especially 
in  nervous  subjects.  If,  however,  there  is  definite  tenderness  as  well  as  pain,  the  trouble 
is  most  likely  local ;  and  the  same  applies  when  the  pain  Is  made  materially  worse  by  local 
movements. 

In  testing  the  mobility  of  the  shouldcr-joint,  it  is  Important  not  to  rely  on  the  patient's 
statements  or  on  inspection  only  ;  careful  palpation  Is  required.  Frequently  the  patient 
may  seem  to  move  his  shoulder  well  when,  if  the  angle  of  the  scapula  Is  grasped  whilst  the 
patient  moves  his  humerus,  It  will  be  found  that  the  shoulder-blade  moves  synchronously 
with  abduction  of  the  arm,  there  being  little  or  no  play  at  the  glenoid  fossa.  Normally, 
when  the  humerus  is  abducted,  the  scapula  should  remain  stationary-  until  the  arm  Is  at 
a  right-angle  with  the  trunk  ;  if  the  upward  movement  of  the  extended  and  abducted  arm 
is  continued  beyond  the  right-angle,  the  scapula  normally  moves  with  It.  If  it  begins  to 
move  before  the  right-angle  Is  reached,  there  Is  something  the  matter  in  or  around  the 
shoulder-joint.  More  often  than  not  the  mischief  is  due  to  peri-arthritic  changes  rather 
than  to  ostco-arthrltis  or  other  intra-artlcular  Inflannnation  :  the  fixation  is  due  to  the 
muscles  being  on  guard  to  prevent  any  movement  that  would  produce  pain.  I'nder  an 
anaesthetic  mobllitv  mav  be  found  to  be  nearlv  perfect. 

The  differential  diagnosis  between  the  various  conditions  tliat  may  affect  tlic  joint  is 
discussed  In  the  article  on  Joints  (p.  337).  Fibrositis  and  myositis  are  in  most  respects 
equivalent  to  Infective  perl -arthritis,  and  it  is  often  a  matter  of  opinion  whether  any 
particular  infective  Inflammatory  condition  around  the  joint  is  to  be  styled  infective 
synovitis,  or  fibrositis,  or  myositis.  Any  of  the  three  may  involve  one  shoulder  region  only, 
but  more  often  the  patient  has  signs  and  symptoms  of  rheumatoid  arthritis  elsewhere  also. 

The  effects  of  Injury,  exposure  to  cold  and  damp,  and  of  occuj)ations,  when  they  involve 
the  shoulder  region,  are  only  particular  varieties  of  fibrositis,  myositis,  and  arthritis.  The 
stiffness  and  pain  that  may  result  from  sleeping  in  a  damp  room  with  the  shoulders  un- 
covered bv  the  bedclothes  mav  be  verv  severe,  and  thev  mav  take  weeks  or  months  to 
pass  off.  The  chief  question  will  be  whether  the  exposure  may  not  have  caused  actual 
rheumatoid  arthritis,  or  have  brought  on  a  gouty  inflammation  or  neuritis,  in  addition  to 
mere  stiffness  and  pain  of  a  type  allied  to  stiff  neck  or  lumbago  ;    and  the  differentiation 
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will  often  be  a  matter  merely  of  opinion.     The  same  applies  to  the  effects  of  injury: 
some  cases  the  bruising  or  the  tearing  of  ligaments,  or  the  fracture  of  bones,  or  their 
location,  may  be  followed  by  pain  and  stiffness  continuing  to  affect  the  shoulder 
for  months  or  years  afterwards  ;    in  addition,  however,  the  injury  may  set  up 
arthritis  allied  to  osteo-arthritis,  and  like  the  latter,  more  or  less  permanent.   The 
may  help  in  determining  the  exact  degree  of  local  disease  the  injury  has  produced, 
tions  involving  constant  use  of  the  shoulder  often  result  in  permanent  intra-arti 
changes  also — a  sort  of  osteo-arthritis  ;   the  tendency  increases  with  age  ;   and  very 
the  occupation — such  as  that  of  porters  who  carry  heavy  weights  on  the  shoulder 
mines  the  site  of  the  first  joint  to  be  affected  rather  than  actually  initiates   the 
Besides  intra-articular  changes,  however,  occupations  involving  strenuous  and  coi 
repeated  use  of  the  shoulders  may  cause  pain  in  them  of  the  same  nature  as  that  of 
cramp  and  other  occupation  neuroses.     Rowing  men,  navvies,  stokers,  and  so  on, 
suffer  in  this  way.     It  is  often  very  difficult,  however,  to  distinguish  between  the 
tion  neurosis  and  organic  fibrositis,  myositis,  neuritis,  or  arthritis. 

One  well-defined  but  often  unrecognized  cause  of  painful  shoulder,  in  which 
recurrent  slight  injury-  and  occupation  play  an  important  part,  is  stibacromial 
Outside  the  upper  part  of  the  capsule  of  the  shoulder-joint,  between  it  and  the  under  sui 
of  the  acromion  process,  there  is  a  fairly  large  bursa.  This  becomes  inflamed  from  ov 
or  overstrain  of  the  shoulder  in  much  the  same  way  that  housemaid^s  knee  results 
persistent  kneeling  ;  but  with  this  difference,  that  the  swollen  subacromial  bursa 
be  seen  or  grasped  as  an  inflamed  prepatellar  bursa  can.  Pain  on  using  the  shoulder 
certain  positions  is  the  chief  complaint.  The  trouble  arises  from  falls  or  blows  upon 
apex  of  the  shoulder,  or  from  occupations  involving  repeated  sudden  jerks  to  the  si 
— it  is  common  in  golfers,  tennis  players,  bowlers,  or  in  those  who  throw  the  cricket 
or  put  the  weight  ;  it  also  arises  when  the  daily  work  involves  the  maintenance  of  a 
against  interrupted  resistance,  as  in  the  case  of  certain  tools  employed  in  electric 
grooving  and  the  like.  The  diagnostic  point  is  as  follows  :  on  minute  palpation  of 
shoulder  region,  M^hen  the  arm  is  at  the  patient's  side  there  is  a  definitely  and  often 
tender  spot  immediately  below  the  tip  of  the  acromion  process,  but  if  the  patient 
abducts  the  arm  as  far  as  he  can,  palpation  of  the  previously  tender  spot  no  longer 
any  tenderness  at  all  :  on  adducting  the  arm  to  the  side  the  tender  focus  is  again  disoov 
able  with  ease.  The  explanation  of  the  disappearance  of  the  tenderness  on  abduction  of 
arm  is  that  this  movement  takes  the  subacromial  bursa  far  enough  under  cover  of  tU 
acromial  process  for  it  to  be  no  longer  open  to  direct  palpation.  In  cases  of  this  sort  x-n^ 
examination  generally  shows  a  wider  clear  space  between  the  acromion  process  and  the- 
head  of  the  humerus  on  the  affected  than  on  the  normal  side. 

In  any  case  of  doubt  a:-ray  examination,  not  only  of  the  shoulder  region  but  also  of  the 
whole  thorax,  should  be  resorted  to  ;  now  and  again  an  unsuspected  aneurysm  of  the  aortic 
arch  interfering  Mith  the  lower  part  of  the  right  brachial  plexus  will  be  found  to  be  the 
cause  of  acute  pains  in  the  right  deltoid  region  ;  or  a  mediastinal  new  growth,  or  rariti» 
such  as  a  hydatid  cyst  in  the  chest  {Fig,  137,  p.  291)  may  be  discovered  when  mere  arthritif 
has  been  alone  suspected.  Angina  pectoris  is  responsible  for  ver\'  acute  pain  in  the  kfk 
shoulder  region,  but  hardly  ever  here  alone  ;  the  attacks,  and  the  spread  of  the  pain  fro© 
the  precordial  region  to  the  left  shoulder  and  down  the  left  arm  are  generally  cliaracteristic ; 
and  their  nature  will  be  confirmed  by  examination  of  the  heart,  including  resort  to  electro- 
cardiograms if  need  be,  and  by  the  influence  of  amyl  nitrite  or  nitroglycerin  on  the 
j)aroxysms. 

Pains  referred  to  the  shoulder  in  cases  of  phthisis  are  generally  of  the  nature  of  Jul! 
discomfort  or  of  aching  than  of  acute  pain  ;  and  the  patient  generally  has  had  cough, 
wasting,  night  sweats,  and  so  on,  to  indicate  the  diagnosis,  which  is  confirmed  by  the  exist- 
ence of  abnormal  apical  signs,  by  the  discovery  of  tubercle  bacilli  in  the  sputum,  or  hf 
x-niy  examination  of  the  chest  (Fig.  41,  p.  103).  Pleurisy,  pneumonia,  and  pneumothorta 
will  hardly  ever  cause  pain  in  the  shoulder  as  their  only  symptom,  and  they  will  be 
diagnosed  on  other  grounds. 

Gastric,  hepatic,  and  duodenal  lesions  causing  pain  in  the  shoulder,  do  so  in  the  sub- 
scapular region  rather  than  in  the  region  of  the  shoulder-joint  itself — stomach  disorders  oo 
the  left  side,  hepatic  and  duodenal  on  the  right.     They  are  discussed  in  the  article  on  Pain» 
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Interscapular  (p.  461).  The  chief  diflieulties  that  remain  are  the  ner\'oiLs  causes,  direct 
jmd  indirect.  Herpes  zoster  will  be  recognized  by  the  characteristic  eruption  (p.  754).  and 
the  pains  will  nearly  always  extend  down  the  ami  and  not  be  confined  to  the  shoulder 
region.  The  chief  point  to  bear  in  mind  is  that  the  pains  resulting  from  herpes  may  persist 
for  months  after  the  eruption  has  disappeared,  and  may  be  severe  before  the  vesicles  come 
out.  If  there  is  local  wasting  of  the  muscles  of  the  shoulder  region,  it  does  not  follow  that 
the  primary  lesion  is  nervous,  because  precisely  similar  muscular  atrophy  results  very 
rapidly  from  joint  lesions  ;  with  the  latter,  however,  there  is  no  R.  D.  (p.  582),  whereas 
with  true  neuritis  there  is.  It  is,  however,  only  when  all  intrathoracic  lesions  have  been 
excluded,  and  when  physical  and  aj-ray  examination  })oint  to  there  being  no  affection  of 
the  shoulder-joint,  that  neuritis  of  the  circumflex  ner\'e,  for  instance,  should  be  diagnosed  ; 
an  inaccurate  diagnosis  of  neuritis  is  so  often  made  simply  because  the  patient  has  pains 
and  no  apparent  cause  can  be  found  to  account  for  them.  Acute  tracheitis  is  allied  to  acute 
sciatica  and  acute  anterior  cruritis  ;  it  is  diagnosed  by  analyzing  the  distribution  of  the 
pains  carefully,  and  by  excluding  gross  lesions  of  other  structures  in  the  shoulder  region 
or  in  the  chest.  It  is  often  associated  with  marked  muscular  atrophy,  so  that  the  humerus 
tends  to  fall  away  from  the  glenoid  fossa  and  the  patient  invents  all  sorts  of  slings  or  splints 
for  the  better  support  of  his  arm.  When  there  is  no  muscular  wasting,  the  same  lesion 
would  often  be  termed  cervico-brachial  neuralgia.  Some  such  cases  are  due  to  much  more 
serious  lesions,  which  may  baffle  diagnosis  until  the  patient  has  been  watched  for  weeks  or 
months — new  growth  in  the  cervico-dorsal  spine,  for  example  ;  or  cervico-dorsal  tuberculous 
caries ;  x-ray  examination  of  the  vertebrae  may  assist  in  the  earlier  recognition  of  these 
conditions,  but  sometimes  it  is  not  until  post-mortem  examination  is  made  that  the  exact 
cause  of  the  pains — ^possibly  regarded  previously  as  in  the  main  neurotic — is  demonstrated. 
Tlie  fiemiplegic  arm  is  sometimes  the  site  of  great  pain,  especially  in  the  shoulder  :  the  pain 
is  probably  referred  from  the  sensori-motor  cortex  of  the  cerebrum  ;  the  differential 
diagnosis  wiU  be  found  in  the  article  on  Hemiplegia  (p.  302).  Cer\'ieo-dorsal  pachy- 
meningitis of  syphilitic  origin  may  cause  no  more  symptoms  than  ill-defined  though  acute 
pains  in  various  parts  of  the  neck,  shoulder,  arm,  or  hand  ;  peripheral  neuritis  or  myo- 
fibrositis  may  be  the  diagnosis  made.  In  most  cases  it  is  almost  impossible  to  diagnose  the 
pachymeningitis  with  certainty,  though  it  may  be  guessed  at ;  and  in  obscure  cases  of 
pain  in  the  shoulder,  apparently  of  nervous  origin,  it  is  often  wise  to  have  a  Wassermann 
test  made.  If  it  is  positive,  appropriate  antisyphilitic  treatment  may  cure  the  patient  ; 
and  it  is  remarkable  how  often  syphilis  is  found  to  be  at  the  root  of  obscure  pains  and  other 
ill-defined  nervous  complaints,  even  when  any  suspicion  of  sj-philis  might  seem  to  be  out  of 
the  (luestion.  '       Herbert  French, 

PAIN  IN  THE  SPINAL  REGION.— (See  Pain  in  the  Back,  p.  427.) 

PAIN  IN  THE  STERNAL  REGION.— (Sec  Pain  in  the  Chest,  p.  4iJ0.) 

PAIN  IN  THE  TESTICLE — of  varying  degree  may  be  present  in  many  conditions, 
and  may  be  discussed  under  separate  headings  as  follows  :  — 
I.  Diseases  of  the  body  of  the  testis  or  epididymis, 
II.  Affections  of  the  coverings  of  the  testicle, 
III.  Affections  of  the  spermatic  cord. 
IV.  ^  retained  or  misplaced  testicle, 
V.  Pain  from  lesions  remote  from  the  testis. 

I.  DISEASES   OF   THE   BODY    OF   THE   TESTIS    OR   EPIDIDYMIS. 

Inflammatory  Lesions  may  attack  the  testis  proper,  or,  as  is  more  coininon,  may 
begin  in  the  epididymis  ;  they  rarely  remain  confined  to  one  part  of  the  organ,  however. 
for  the  process  tends  to  spread  rapidly  from  one  part  to  the  other,  so  that  the  whole  organ 
is  involved  and  the  result  termed  an  **  epididymo-orchitis,^'  An  inflammatory  affection 
of  the  testicle  may  be  acute,  subacute,  or  chronic,  the  latter  being  the  terminal  result  of 
the  former. 

An  acute  epididymo-orchitis  arises  most  commonly  by  the  direct  infection  of  the  organ 
from  the  urethra  via  the  vas  deferens.     When  any  inflammation  has  reached  the  prostatic 
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portion  of  the  urethra,  the  orifices  of  the  vasa  deferentia  may  become  infected,  and  ii 
mation  spreads  rapidly  along  the  duct  to  the  epididymis  and  testis.     Whilst  formerij 
occurrence  of  an  acute  inflammatory  condition  of  the  testis,  following  upon  some  font  i 
urethritis,  was  looked  upon  as  ^^  metastatic,^'  it  has  been  shown  that  this  view  is  no 
tenable,  and  that  we  must  look  upon  it  as  a  direct  spread  of  infection  via  the  vas  defe 
Causes  of  Acute  Epididymo-orchitis  : — 


Causes  of  urethral  origin  : — 
Gonorrhoea!  urethritis 
Septic  urethritis 
Passage  of  catheters 
Urethral  instrumentation 


Ulceration  behind  a  stricture 
Ulceration    about     an     im- 
pacted    calculus      or     a 
prostatic  calculus. 
Injections  into  the  posterior 
urethra. 


General  causes  : — 
Fevers — Parotitis  (mi 
Enterica 
Scarlet  fever 
Injury 
Influenza 

Gout  and  rheumatism 
In  hsematogenous 
infections. 


ofla 


Acute  epididymo-orchitis  begins  as  a  painful  thickening  of  the  epididymis 
with  febrile  symptoms.     Before  any  actual  pain  is  noticed  in  the  testis  there  is 
sense  of  discomfort  and  weight  over  the  external  abdominal  ring  and  inguinal  canal 
to   the   inflammatory   process  extending  along  the   vas   deferens.     The   swelling  of 
epididymis  increases,  and  with  it  the  tubules  of  the  testis  proper  become  infected, 
swelling  of  its  body  and  increase  of  pain.     The  whole  organ  thus  becomes  enlarged, 
it  is  often  exquisitely  tender,  the  touch  of  the  clothes  or  the  most  gentle  examination 
pain.     The  swollen  gland  is  often  flattened  on  the  outer  and  posterior  aspect  from  pi 
against  the  adductor  muscles  of  the  thigh  ;   the  vas  deferens  and  tissues  of  the  spei 
cord  are  thickened. 

By  far  the  most  common  cause  of  an  acute  epididymo-orchitis  is  an  acute  goi 
urethritis.     During  the  third  week  of  the  disease  the  prostatic  portion  of  the  canal 
quently  becomes  infected,  when  the  orifices  of  the  ejaculatory  ducts  may  share  in 
inflammation,  and  infection  be  conveyed  by  the  vas  deferens  to  the  testicle.     Sij 
but  less  frequently,  infection  may  arise  from  a  septic  posterior  urethritis,  contracted  di 
connection  with  a  woman  the  subject  of  a  vaginal  leucorrhoea.     The  gonorrhceal 
of  acute  epididymo-orchitis  usually  resolves  slowly,  and  shows  very  little  liability  to 
purate,   whereas   the   inflammation   resulting   from   a   staphylococcal   or   a   streptocoedl 
infection  may  break  down  into  a  testicular  abscess. 

Acute  epididymo-orchitis  may  also  arise  from  septic  processes  in  the  urethra  following 
upon  the  passage  of  catheters,  of  instruments  for  vesical  operations,  such  as  lithotrity,  fitMl 
ulceration  behind  a  urethral  stricture  or  about  a  calculus  in  the  prostatic  urethra,  and  occa- 
sionally after  the  instillation  of  strong  solutions  into  the  posterior  urethra  in  the  treatment  €f 
a  chronic  urethritis.  In  any  case  the  onset  of  pain  and  rapid  swelling  of  the  testis  shodl 
always  lead  to  the  suspicion  of  urethral  infection,  and  attention  should  be  directed  to  thi 
urethra  with  that  in  view.  Bacteriological  examination  of  any  urethral  discharge  is  essentirf 
(see  Discharge,  Urethral,  p.  181). 

Acute  epididymo-orchitis  occasionally  arises  without  any  preceding  urethral  infectiKm^ 
and  uncommonly  occurs  as  a  complication  of  acute  specific  parotitis  (mumps),  enterieu, 
scarlet  fever,  influenza,  or  as  a  complication  of  a  urinary  infection  by  Bacillus  coli  or  othet 
organisms.  ,  The  testicle  becomes  painful,  and  enlarges  rapidly  in  the  same  manner  as  ii 
acute  inflammation  from  urethral  infection,  and  under  appropriate  treatment  graduatty 
resolves.  Less  frequently  testicular  inflammation  may  occur  with  gout  or  acute  rknt 
matism,  or  after  a  direct  injury  to  the  organ,  such  as  a  blow  or  squeeze. 

The  pain  in  an  acute  inflammation  is  generally  of  an  aching  character  at  first,  fell 
not  only  in  the  testis,  but  at  the  external  abdominal  ring,  and  often  as  a  heavy  draggini 
pain  in  the  loin  of  the  afTected  side.  As  the  testis  enlarges,  the  local  pain  becomes  moR 
severe,  so  that  the  swollen  gland  is  exquisitely  tender  to  pressure  or  to  the  touch.  Aflo 
a  few  days  the  pain  subsides  to  a  large  extent,  but  remains  as  a  dull  ache  until  the  swelUni 
becomes  greatly  reduced,  and  usually  disappears  some  time  before  the  organ  returns  U 
the  normal  size.  In  a  few  cases  in  which  a  fibrous  scar  remains  in  the  epididymis,  pail 
may  remain  and  cause  some  difliculty  in  the  diagnosis  from  a  commencing  tubeiculoai 
lesion,  but  the  earlier  history  of  acute  inflammation  will  help  in  forming  an  opinion.  Il 
other  cases  the  persistence  of  the  pain  and  swelling  may  indicate  the  formation  of  an  absoefl 
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in  the  testicle,  when,  after  decrease  at  first,  the  swelling  increases,  the  skin  covering  it 
beccmies  reddened,  and  a  soft  area  becomes  evident  in  one  or  other  side  of  the  organ. 

Tobercalosls  of  the  Testicle  is  comparatively  common,  occurring  as  a  primary 
disease  or  secondary  to  tuberculous  disease  of  the  kidney,  bladder,  or  prostate.  It  begins 
as  a  localized  deposit  in  almost  all  cases,  causing  a  rounded,  firm  nodule  in  the  epididymis. 
It  frequently  arises  in  the  upper  pole  of  the  epididymis,  whereas  the  inflammatory 
affections  secondary  to  urethral  infection  begin  in  the  lower  pole.  This  nodule  may 
remain  unaltered  for  many  months,  or  may  enlarge,  soften,  become  adherent  to  the  skin 
and  coverings  of  the  testicle,  or  actually  ulcerate  through  them  to  form  a  discharging 
fistula  in  the  scrotum.  The  small  commencing  nodule  in  the  epididymis  is  usually 
painless  at  first  and  may  be  found  by  accident,  but  later,  as  it  gradually  enlarges,  it 
causes  an  aching  pain  in  the  organ.  Other  nodules  may  be  formed  in  the  epididymis, 
or  the  body  of  the  testis  may  become  involved,  whilst  commonly  small  shot-like  thickenings 
may  be  felt  in  the  course  of  the  vas  deferens.  In  the  most  advanced  stages,  nodules  may 
be  felt  upon  rectal  examination  in  the  seminal  vesicles  or  prostate,  or  there  may  be  some 
in  the  epididymis  of  the  other  side. 

Tuberculous  disease  of  the  testicle  usually  presents  little  difficulty  in  the  diagnosis. 
In  an  early  case  the  occurrence  of  one  or  more  nodules  in  the  epididymis,  which  are  painful 
on  pressure  and  which  have  not  resulted  from  a  preceding  acute  epididymo-orchitis,  should 
always  suggest  a  tuberculous  focus,  and  a  careful  search  should  be  made  for  any  otlier 
tuberculous  lesion  in  the  body.  Should  none  be  found,  the  estimation  of  the  opsonic  index 
of  the  blood  to  tubercle,  or  one  of  the  several  clinical  tests  for  tubercle,  such  as  von  Pirquet's 
tuberculin  skin  reaction,  may  clear  up  the  diagnosis.  In  later  stages  the  diagnosis  is  less 
difficult ;  the  gradual  enlargement  of  the  nodules,  their  craggy  or  bossy  feel,  the  infection 
of  the  vas  or  other  genito-urinary  organs  with  tuberculosis,  and  above  all,  the  tendency  of 
the  focus  in  the  epididymis  to  soften  and  to  become  adherent  to  the  scrotal  coverings, 
are  points  to  be  looked  for  ;  whilst  if  it  should  have  led  to  the  formation  of  a  fistula, 
tubercle  bacilli  may  be  detected  in  the  discharge. 

Syphilitic  Disease  of  the  Testis  causes  ver>'  little  pain  in  the  organ,  but  there  is 
often  a  sense  of  dragging  or  heaviness,  and  for  this  reason  it  must  be  considered. 

Syphilis  may  attack  the  testicle  in  several  different  ways,  producing  : — 

In  Acquired  Syphilis  : —  In  Congenital  Syphilis  : — 
Diffuse  interstitial  orchitis  Interstitial  orchitis  • 

Gummatous  orchitis  Gummatous  orcliitis. 

Epididymitis. 

The  outstanding  feature  of  syphilitic  disease  of  the  testicle  is  that  it  affects  the  body 
of  the  testis  rather  than  the  epididymis,  thus  differing  in  a  marked  degree  from  tuberculous 
disease.  In  the  interstitial  form  there  is  thickening  of  the  intertubular  connective  tissue, 
with  an  infiltration  of  spindle  cells,  which,  forming  young  connective  tissue,  yield  fibrous 
tissue  when  untreated.  The  subsequent  contraction  of  this  fibrous  tissue  may  cause  atrophy 
)f  the  testis.  The  testis  may,  on  section,  show  small  gununata  in  addition  to  the  diffuse 
orchitis,  or  if  the  inflammation  is  more  localized,  gununata  may  be  the  main  feature,  these 
carj'ing  in  size  from  that  of  a  pea  to  that  of  a  walnut,  or  larger.  The  epididymis  is  affected 
jut  rarely,  though  cases  are  on  record  of  a  nodular  swelling  in  the  epididymis  during  the 
secondary  stage  of  syphilis,  which  disappeared  rapidly  under  antisyj)hilitic  treatment. 

In  congenital  syphilis,  both  the  interstitial  and  gummatous  forms  exist  ;  they  usually 
iL*cur  in  childhood  or  in  young  adult  life,  and  in  many  eases  the  affection  is  hilateral. 
syphilitic  inflammation  of  the  testicle  may  be  accompanied  in  either  the  ac(|uire(i  or  the 
."ongenital  form  bv  a  vaginal  hvdrocele. 

There  is  a  sense  of  weight  in  the  scrotum  rather  than  pain,  and  often  an  aching  or 
Iragging  feeling  in  the  inguinal  or  lumbar  region.  On  palpation,  the  body  of  the  testis 
eels  enlarged  and  nodular  with  the  gununatous  deposits,  but  the  epididymis  can  usually 
)e  distinguished  from  the  testis  and  be  found  to  be  unaffected.  The  tissues  of  the  cord 
emain  unthickened. 

The  diagnosis  of  syphilitic  disease  of  the  testis  is  usually  simple.  There  may  or  may 
lot  be  a  history  of  syphilis,  but  other  signs  of  the  disease  should  be  looked  for — thus,  in 
he  acquired  form,  any  scar  of  previous  ulceration  or  periosteal  thickening,  or  in  the  con- 
genital variety,   signs  in  the    teeth,    eyes,   or   ears.     If  any  doubt   remains,   a   positive 
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Wassermann  reaction  of  the  blood  or  the  behaviour  of  the  swelling  when  treated  with  1 
doses  of  potassium  iodide  and  mercury,  or  salvarsan,  should  be  noted.     Syphilitic 
distinguished  from  tuberculous  disease  of  the  testis  by  the  fact  that  the  epididymis  is 
free  from  infection  ;    that  the  cord,  prostate,  and  vesicles  remain  normal  ;    and  by 
comparative  absence  of  pain  in  the  testicle  upon  pressure  being  made  upon  it. 
culous  deposits  tend  to  soften  and  to  involve  the  scrotal  coverings  in  spite  of  treat 
From  chronic  orchitis  it  is  difTerentiated  by  the  history  of  injury  and  by  the  absence  dL\ 
histor>'  or  signs  of  syphilis.     From  malignant  tumours  oj  the  testis  it  is  distinguished 
the  history  of  syphilis,  the  tendency  of  syphilitic  disease  to  be  bilateral,  the  slow 
ment,  and  a  positive  Wassermann  reaction.     In  malignant  disease,  the  increase  in 
size  of  the  testicle  is  more  rapid,  whilst  the  tumour  often  shows  areas  of  varying  consis 
the  cord  is  often  enlarged  in  malignant  cases. 

Malignant  Tumours  of  the  Testis  may  give  rise  to  pain  in  the  organ,  but  as  t 
pain  is  only  experienced  in  the  later  stages  of  the  disease.  Both  carcinoma  and  sai 
may  arise  in  the  testis,  but  embryoma  is  more  common,  exhibiting  both  epithelial  sti 
and  a  combination  of  several  forms  of  connective-tissue  type — cartilaginous,  myxoi 
etc.  Clinically,  without  microscopical  examination,  a  soft  carcinoma  and  a  sarcoma 
rarely  be  difTerentiated,  and  as  their  symptoms  and  history  are  so  similar,  they  may 
convenience  be  considered  together.  A  testicle  that  is  the  seat  of  a  malignant 
enlarges  rapidly,  but  as  pain  is  at  first  absent,  there  may  be  nothing  to  arouse  the  pat 
suspicions.  As  long  as  the  tunica  albuginea  remains  intact  the  swelling  retains 
shape  of  the  testis,  but  when  perforation  of  the  fibrous  covering  takes  place 
projections  appear  and  render  the  tumour  irregular.  These  projections  are  softer 
the  remainder  of  the  growth,  and  fonn  a  valuable  point  in  the  diagnosis.  A 
growing  sarcoma  or  carcinoma  of  the  testis  may  be  so  soft  as  to  appear  to  be  a 
collection  in  the  tunica  vaginalis.  Generally,  however,  although  a  growth  may  be 
panied  by  a  small  amount  of  fluid  in  the  tunica  vaginalis,  the  more  solid  mass 
be  felt  through  the  fluid  on  careful  examination  ;  this  fluid  is  often  bloodstained, 
epididymis  may  become  incorporated  in  the  growth  so  that  it  cannot  be  disti 
and  the  tissues  of  the  cord  become  thickened.  The  coverings  of  the  testis  become  sti 
over  the  tumour  ;  the  mass  does  not  become  adherent  to  the  scrotal  skin  until  late  in 
disease.  In  both  carcinoma  and  sarcoma,  the  iliac  and  lumbar  glands  become  ei 
and  may  be  felt  in  a  thin  subject  at  the  brim  of  the  pelvis,  and  pain  due  to  the  pi 
of  these  glands  upon  nerve  structures  may  become  marked.  The  inguinal  glands  at 
usually  not  enlarged  unless  the  scrotal  skin  is  affected.  The  diagnosis  of  malignant  diseiM 
of  the  testis  may  be  quite  easy  in  the  case  of  rapidly  growing  tumours,  but  in  othfq 
especially  in  the  early  stages,  it  may  present  great  difficulty. 

Between  sarcoma  and  carcinoma  it  may  be  clinically  impossible  to  distinguish,  ll 
quite  early  life  the  tumour  is  more  likely  to  be  a  sarcoma  ;  the  cord  is  thickened  eaitifl 
in  carcinoma,  but  with  rapidly  growing  tumours  it  may  be  quite  impossible  to  say  whelkl 
it  is  a  sarcoma,  carcinoma,  or  embryoma  until  a  piece  is  examined  under  a  microscope. 

Orchitis  may  be  confused  with  the  more  slowly-growing  forms  of  sarcoma.  In  boll 
the  swelling  may  have  followed  an  injury,  and  in  both  there  may  be  a  syphilitic  history* 
Orchitis  is,  however,  either  more  acute  or  more  chronic,  it  retains  more  the  oval  shape  ol 
the  testis,  and  does  not  present  the  rounded,  slightly  raised  bosses  which  are  cominoo(f 
present  in  a  sarcomatous  testis.  In  orchitis  the  epididymis  is  usually  distinguished  moii 
easily,  and  the  cord  is  not  so  thickened  as  with  a  growth.  Finally,  the  result  of  treatnwt 
with  strapping  and  with  mercury  and  iodide  will  often  show  the  disease  to  be  of  a  noi- 
malignant  nature. 

Chronic  torsion  of  the  testicle  is  not  very  uncommon  amongst  habitual  horse-riden 
and  sometimes,  if  there  is  no  clear  history  as  to  the  relationship  between  the  swelling  lai 
a  saddle  injury,  the  nature  of  the  painful  tumour  may  be  so  uncertain  that  operation  and 
histological  examination  are  resorted  to. 

Tuberculous  disease  is  usually  diagnosed  easily  from  malignant  disease  by  the  tcndcney 
of  tuhercle  to  attack  the  epididymis,  to  caseate,  suppurate,  and  to  become  adherent  to 
the  scrotal  skin  comparatively  early.  Tuberculosis  occasionally  attacks  the  body  of  the 
testicle  first,  however,  forming  an  oval,  smooth  tumour  of  the  organ  ;  the  epididymis  and 
vas  deferens  may  be  unaffected  for  a  time,  and  if  no  deposit  is  found  in  the  prostate  oi 
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icks,  the  differential  diagnosis  between  tubercle  and  growth  may  be  far  from  easy  before 


ion. 
Htmnatocele. — ^The  diagnosis  between  a  hsematocele  and  a  malignant  tumour  of  the 
may  present  considerable  difficulty.  In  both  the  swelling  may  date  from  an 
pjniy,  whilst  the  indistinct  fluctuation  obtained  in  the  soft  areas  of  a  growth,  accompanied 
■mietimes  by  some  fluid  in  the  tunica  vaginalis,  may  simulate  a  hsematocele.  The  latter 
kdf  heavy  to  the  hand,  but  is  usually  softer  in  its  whole  mass  and  more  regular  than  a 

Erth.  Care  must  be  taken  not  to  place  too  much  reliance  upon  the  withdrawal  of  a 
drops  of  blood  from  the  tumour  by  means  of  a  trocar  and  cannula,  a  result  which  may 
len  equally  with  growth  or  haematocele.  A  hacmatoccle  may  cease  to  enlarge,  or  eveix 
■mtnish  in  size,  whereas,  in  growth,  increase  in  size  is  progressive.  The  cord  remain* 
piaffected  with  hematocele,  and  testicular  sensation  is  more  likely  to  be  lost  in  growth. 
If  any  doubt  exist,  it  is  advisable  to  make  an  exploratory  incision  rather  than  a  puncture, 
nen,  if  necessary,  a  radical  operation  can  be  proceeded  with. 

I  Hydrocele, — A  hydrocele  of  very  long  standing,  with  an  irregular,  nodular  surface. 
jind  absence  of  translucency  due  to  the  thickened  tunica  vaginalis  and  the  thick  contents- 
|f  the  sac,  may  simulate  a  new  growth,  but  the  long  history  of  the  case,  and  the  absence* 
kf  progressive  increase  in  size  of  the  swelling,  will  prevent  a  mistake  of  this  kind. 
f  Cysts  of  the  Testis  occur  most  frequently  in  connection  with  the  epididymis,  very 
ittely  with  the  body  of  the  testis.  These  cysts  are  quite  different  from  hydrocele  of  the 
kmiea  A'^ginalis,  and  are  often  spoken  of  as  encysted  hydrocele  of  the  epididymis  or  testis, 
|b  ss  a  spermatocele,  although  all  do  not  contain  spermatozoa.  They  cause  a  swelling 
IJf  varying  degree  in  the  scrotum,  and  usually  an  aching  in  the  testicle,  groin,  or  lumbar 
n.  They  may  arise  as  retention  cysts  of  the  tubules  of  the  epididymis  or  from  one 
the  foetal  remains  which  occur  about  the  globus  major  of  the  epididymis,  namely,  the 
of  Giraldes,  the  hydatid  of  Morgagni,  or  the  vas  aberrans  of  Haller.  These  cysts 
usually  placed  above  and  to  the  outer  side  of  the  testis,  occasionally  behind  it.  They 
with  the  organ,  and  can  usually  be  distinguished  from  the  latter  by  the  test  of  trans- 
Their  increase  in  size  is  very  slow,  but  they  may  cause  aching  pain  in  the  testicle 
pressure  upon,  or  stretching  of,  the  tissues  of  the  epididymis.  They  can  be  distinguished 
hydrocele  of  the  tunica  vaginalis  by  the  position  of  the  swelling  relative  to  the  testicle, 
jad  by  the  fact  that  the  fluid  contained  in  them  is  colourless  or  slightly  opalescent  from 
ilhe  omtained  spermatozoa,  in  distinction  to  the  straw-coloured  fluid  of  a  vaginal  hydrocele. 

n.  AFFECTIONS  OF  THE  COVERINGS  OF  THE  TESTIS  CAUSING  PAIN  IN  THE  ORGAN. 

The  only  common  lesions  of  the  coverings  of  the  testis  are  hydrocele  and  hcematocele  ; 
lew  growths  of  the  testicular  tunics  are  so  rare  as  to  render  them  surgical  curiosities. 

Hydroeele  may  occur  occasionally  as  an  acute  affection  accompanying  an  acute 
cpididymo-OTchitis,  injury  to  the  scrotum,  or  in  the  course  of  acute  speciflc  fevers  such 
M  smaU-pox,  rheumatism,  or  mumps.  Recently  acute  hydrocele  has  been  described  in 
aojuDction  with  acute  lesions  of  other  serous  membranes — multiple  serositis  or  poly- 
onfaomenitis.  The  more  usual  form  of  hydrocele  is  the  chronic  variety,  which  may  be 
iie  to  some  disease  of  the  testicle,  but  for  which,  in  the  majority  of  cases,  no  ascertainable 
9uae  can  be  found. 

A  hydrocele  may  cause  some  aching  in  the  testicle,  but  more  frequently  it  causes  a 
flagging  sensation  in  the  loin  from  the  mechanical  effect  of  its  weight.  It  forms  a  swelling 
oa  one  side  of  the  scrotum,  oval  with  smooth  uniform  surface  ;  it  gives  a  distinct  sense 
oi  fluctuation.  The  swelling  is  limited  distinctly  above  from  the  cord  or  external 
tbdominal  ring,  and  gives  no  sense  of  impulse  on  coughing  ;  with  a  good  light  it  can  be 
fcoiid  in  most  cases  to  be  translucent,  the  testicle  occupying  a  posterior  and  low  position 
b  the  swelling. 

The  diagnosis  of  hydrocele  is  usually  easy,  but  occasionally,  when  in  old-standing 
iases  the  walls  are  much  thickened,  difficulty  may  be  experienced.  A  hydrocele  must 
be  diagnosed  from  (1)  A  scrotal  hernia,  (2)  Ilacmatocele,  (8)  New  growth,  and  (4-)  An 
mcysted  hydrocele  of  the  testis. 

Scrotal  Hernia. — ^Usually  a  hernia  gives  an  impulse  on  coughing,  can  be  reduced  into 
Jie  abdomen  with  a  sudden  slip  or  gurgle,  and  varies  in  size  with  the  position  of  the  patient. 
I  hernia  comes  down  from  above  and  descends  into  the  scrotum.     In  a  large  irreducible 
D  31 
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hernia,  some  part  of  it  is  usually  resonant  from  the  contained  intestine,  the  swelling  is 
limited  above,  and  the  testis  can  be  distinguished  at  the  bottom  of  the  scrotum, 
hydrocele  is  distinctly  limited  above,  gives  no  impulse,  is  translucent,  and  the  spe 
cord  can  be  distinguished  easily.     The  testis  in  a  hydrocele  cannot  usually  be  disti 
in  the  scrotum  as  in  a  hernia.     Difficulty  may  arise  between  the  two  conditions  when 
hydrocele  extends  along  the  inguinal  canal,  and  thus  gives  an  impulse  on  coughing, 
if  the  translucency  is  lost  owing  to  the  thickness  of  the  walls  or  contents  of  the  sac. 
scrotal  hernia  in  an  infant  may  be  translucent. 

Hcematocele   is  distinguished   from   hydrocele   by   the  absence   of  translucency,  the 
greater  weight,  and  the  suddenness  of  the  onset,  usually  after  an  injury  or  puncture, 
any  doubt  exist,  an  incision  may  be  made  into  the  swelling,  permission  being  ob 
to  proceed  to  any  form  of  cure  that  may  be  found  desirable. 

New  Growths  of  the  Testis, — A  hydrocele  is  of  much  slower  rate  of  increase  in  size, 
smooth  surface  and  uniform  consistence,  and  is  translucent. 

Encysted  Hydrocele  of  the  Testis  (see  above). 

Hematocele  may  occur  as  the  result  of  tapping  a  hydrocele,  from  puncture  of  a 
in  the  sac  or  of  the  testicle,  or  by  the  occurrence  of  bleeding  into  a  hydrocele.  It 
occur  quite  independently  of  a  hydrocele,  usually  after  direct  injury.  As  a  rule  there 
a  rapid  onset  of  swelling  in  the  scrotum  following  the  injury,  with  ecchyniosis  of  the 
skin  ;  the  resulting  tumour  resembles  a  hydrocele  in  its  clinical  symptoms,  save  that 
is  not  translucent.  In  other  cases  the  swelling  arises  more  slowly,  when  a  pyriform 
oval  swelling  is  present  in  one  side  of  the  scrotum  covered  by  normal  skin  ;  the  surfaee 
of  the  swelling  is  smooth,  and  gives  a  sense  of  fluctuation  and  elasticity.  There  is  no  trans- 
lucency, and,  on  tapping,  dark  blood-stained  fluid  is  withdrawn.  | 

The  diagnosis  in  the  less  acute  cases  often  presents  a  difficulty,  especially  with  regaid; 
to  mcdignant  disease  of  the  testicle  (see  above).  From  hydrocele  it  is  distinguished  by  the 
absence  of  translucency  ;  from  hernia  by  the  same  points,  except  translucency,  mentioned 
above  in  the  diagnosis  between  hydrocele  and  hernia. 

III.  AFFECTIONS   OF    THE    SPERMATIC   CORD   CAUSING   TESTICULAR   PAIN. 

An    inflammatory    affection    of   the    cord    secondary    to    urethral    infection   is  not 
uncommon.     Similarly,    tuberculous   infection   of  the  cord   is   practically   never  preseflt. 
without  corresponding  infection  of  the  testis  or  epididymis.     New  growths  of  the  ooidti 
lipomata,  myxolipomata,  and  sarcomata  or  hydroceles  of  the  cord,  cause  no  pain  in  the^ 
testis.     A  varicocele,  especially  if  large,  in  a  pendulous  scrotum,  is  a  frequent  cause  of  a 
dull,  aching  pain  in  the  testicle.     The  characteristic  feel  of  the  enlarged  veins  of  the  cord 
in  the  erect  position,  and  the  slight  impulse  on  coughing,  will  readily  point  to  the  correcl 
diagnosis. 

IV.  THE   RETAINED   OR   MISPLACED   TESTIS.  j 

This,  in  its  various  situations,  may  give  rise  to  pain,  and  may  cause  some  difliculty 
in  the  diagnosis  of  the  condition  present.  A  testis  may  be  arrested  in  its  descent  at  the 
external  abdominal  ring  in  the  inguinal  canal,  may  remain  inside  the  abdomen,  or  miy 
pass  (1)  into  the  perineum  after  traversing  the  inguinal  canal,  (2)  to  the  upper  part  of  the 
thigh  via  the  crural  ring,  or  (3)  to  the  root  of  the  penis  in  front  of  the  pubes. 

In  the  various  situations  in  which  an  undescended  or  ectopic  testicle  is  placed,  it  may 
be  attacked  by  the  several  diseases  which  affect  the  normally  placed  organ,  and  thus  give 
rise  to  pain  ;  but  in  addition,  owing  to  the  effect  of  constant  muscular  strains  and  the 
comparative  inmiobility  of  the  organ,  it  is  particularly  liable  to  recurrent  attacks  of  trau- 
matic inflammation,  especially  when  the  testis  is  retained  in  the  inguinal  canal :  in  the 
intra-abdominal  position  it  remains  protected  from  muscular  injury,  whilst  ectopic  testicles 
have  a  greater  range  of  mobility  than  has  one  that  is  retained  in  the  inguinal  canal.  The 
inflammation  of  an  undescended  testicle  may  be  so  acute  as  to  lead  to  gangrene  of  the 
organ,  with  or  without  torsion  of  the  cord. 

The  pain  may  be  complained  of  first  when  the  testes  begin  to  swell  at  puberty,  at 
which  lime  an  undescended  right  testicle  may  produce  symptoms  easily  mistakeable  fbr 
appendicitis. 

The  diagnosis  of  undescended  testicle  rests  upon  the  following  points  :   the  feet  that 
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one  side  of  the  scrotum  is  empty,  the  outline  and  situation  of  a  sweUing  in  the  inguinal 
canal  or  etsewhere,  the  testicular  sensation  upon  pressure,  and  the  recurrent  attacks  of 
pain.  An  undescended  testicle  may  give  rise  to  acute  pain  from  inflammatory  lesions  or 
from  acute  torsion  of  the  organ,  and  may,  if  placed  in  the  inguinal  canal,  give  rise  to 
symptoms  suggestive  of  a  strangulated  hernia.  It  must  be  remembered  also  that  a  par- 
tially descended  testicle  is  often  accompanied  by  an  inguinal  hernia.  It  is  also  stated 
that  the  misplaced  testis  is  prone  to  become  the  seat  of  malignant  disease. 

V.  TESTICULAR   PAIN   FROM    LESIONS    OTHER   THAN    IN   THE   TESTICLE. 

It  is  necessary  to  mention  this  class  of  case,  in  which  complaint  is  made  of  testicular 
pain,  when  on  clinical  examination  the  testis  is  found  to  be  normal.  After  an  acute  inflam- 
mation of  the  organ,  even  when  no  palpable  nodule  remains,  the  resulting  cicatrization 
may  cause  an  aching  in  the  organ,  especially  after  sexual  excitement  or  prolonged  desire. 
Apart  from  former  testicular  disease,  pain  may  be  felt  in  the  organ  if  a  calculus  be  present 
in  the  pelvis  of  the  kidney  or  upper  ureter,  with  a  marked  degree  of  oxaluria,  or  from 
stimulation  of  the  peripheral  nerves  by  carcinoma  of  the  bodies  of  the  lumbar  vertebras  or  the 
pressure  of  an  aneurysm  in  this  situation.     Pain  in  the  testicle  is  occasionally  present  in 

appendical  inftammoHony  when  the  appendix  turns  down  into  the  pelvis. 

li,  II.  Jocebjn  Sivan. 

PAIN  IN  THE  THIGH.— (See  Pain  in  the  Lowkr  Extrkmitv,  p.  438.) 
PAIN  IN  THE  THROAT.— (See  Sore  Throat,  p.  613.) 


PAIN  IN  THE  UMBIUCAL  REGION.— 

Pain  associated  with  External  Swelling. — ^This  may  be  due  to  the  following  causes  : — 

Umbilical  Hernia. — ^This  is  common  in  young  infants,  and  also  in  fat,  middle-aged 
people,  particularly  women  who  have  borne  children.  Attention  is  often  called  to  the 
protrusion  first  by  the  pain.  In  the  early  stages,  while  the  hernia  is  yet  small,  it  may 
easily  be  overlooked,  especially  if  the  patient  is  obese.  The  swelling  is  usually  globular 
in  shape,  has  an  impulse  on  coughing,  and  may  or  may  not  be  reducible.  In  a  ver\'  large 
proportion  of  cases  the  hernia  is  irreducible,  and  it  nearly  always  contains  omentum. 

Sebaceous  Cyst, — ^This  is  not  uncommon  at  the  umbilicus.  It  presents  itself  as  a 
small  spherical  swelling,  which  might  be  mistaken  for  a  small  irreducible  umbilical  hernia. 
There  is,  however,  no  direct  impulse  on  coughing,  and  the  swelling  is  attached  to  the  skin. 
There  is  generally  but  little  pain  unless  the  cyst  has  become  injured  or  inflamed. 

New  Growth. — Occasionallv  the  umbilicus  is  the  seat  of  a  small  secondary  nodule  of 
growth  which  has* been  brought  by  the  vessels  in  the  round  ligament  from  the  neighbour- 
hood of  the  liver.  It  may  furnish  a  clue  in  making  the  diagnosis  of  an  obscure  abdominal 
ailment.  Epithelioma  is  the  only  likely  primary  growth  here  ;  it  has  to  be  distinguished 
from  a  mass  of  simple  granulation  tissue  here,  and  from  iuberculous  nice  rat  ion  of  the  skin 
at  the  umbilicus  ;  all  three  are  uncommon  ;  in  some  cases  the  diagnosis  between  them 
may  be  obvious  almost  at  sight ;  in  others  the  distinction  may  be  so  difficult  that  micro- 
scopical examination  of  a  portion  of  the  mass  has  to  be  resorted  to. 

Eczema  Intertrigo. — Very  obese  people  of  uncleanly  habits  may  suffer  from  this  trouble 
at  the  umbilicus. 

Divarication  of  the  Recti  Muscles. — A  patient  \\'\v\fi  in  the  recumbent  position  may 
show  no  evidence  of  this  condition.  Diffuse  pain  is  complained  of  about  the  umbilicus, 
and  the  divarication  is  made  evident  at  once  if  the  patient  is  asked  to  lift  the  head. 

Cyst  of  the  Omphalo-mescnteric  Duct,  a  rare  condition,  may  be  found  at  birth. 

Pain  associated  with  Internal  Swelling. 

Tuberculous  Peritonitis  with  formation  of  a  localized  abscess  is  the  commonest  cause 
of  pain  and  a  swelling  situated  inside  the  abdomen  at  the  umbilicus.  The  patient  is 
usually  a  child,  and  presents  well-marked  signs  of  chronic  abdominal  disease. 

Carcinoma  of  the  Pylorus  or  Carcinoma  of  the  Colon  may  present  as  an  umbilical  tumour, 
especially  if  it  has  become  fixed  by  adhesions,  but  it  can  usually  be  diagnosed  without 
difficulty  on  account  of  the  special  symptoms  arising  in  each  ease. 

Pain  without  Swelling  or  other  Localizing  Symptoms. 

The  causes  of  umbilical  pain  are  so  numerous  and  varied,  that  in  order  to  mention 
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all  it  would  be  necessary  to  enumerate  nearly  all  abdominal  complaints.  This  cannot 
be  done  here,  but  one  should  bear  in  mind  the  following  as  possible  causes  in  patients  in 
whom  no  trace  of  abdominal  disease  can  be  found,  and  who  still  complain  of  pain  at  or 
about  the  umbilicus. 

Tabes  Dorsalis. — The  only  complaint  of  the  patient  may  be  of  abdominal  pain,  often 
referred  to  the  region  of  the  umbilicus.  The  typical  gastric  crises  may  be  replaced  by  a 
much  more  diffuse  pain,  and  more  than  one  person  has  been  operated  on,  and  a  gastro- 
enterostomy performed,  under  a  mistaken  diagnosis.  A  systematic  examination  of  the 
knee-jerks,  pupil-reflexes,  etc.,  should  be  made  in  all  cases. 

Lead  Poisoning. — Severe  attacks  of  cramp-like  abdominal  pains  referred  to  the 
umbilicus  may  be  the  chief,  or  even  the  only,  symptom  of  plunibism.  The  patient's 
occupation  may  suggest  the  diagnosis,  or  other  characteristic  signs  of  lead  poisoning  may 
be  found  (p.  34.) 

Tumour  of  the  Spinal  Column  or  Cord^  Spinal  Caries,  and  Compression  Myelitis. — 
Though  a  less  common  source  of  error,  these  must  be  borne  in  mind.  Owing  to  its  situation, 
a  growth  in  the  spine  may  be  very  hard  to  locate  ;   a  skiagram  may  be  of  service. 

Phthisis. — In  this  disease  gastric  pains  are  a  common  symptom,  and  the  pains  may 
even  be  referred  to  the  umbilicus.  George  E.  Gask. 

PAINFUL  COITUS.— (See  Dyspareunia,  p.  193.) 

PAINFUL  MICTURrnON.— (See  Micturition,  Abnormalities  of,  p.  393.) 

PAINFUL  SWALLOWING.— (See  Dysphagia,  p.  194.) 

PALLOR. — (See  An^kmia,  p.  21.) 

PALPITATION  signifles  the  sensation  experienced  by  a  person  who  is  conscious  of  his 
heart  beats.  It  is  not  necessarily  associated  with  pain.  It  may  be  due  to  many  different 
causes,  of  which  the  foUowing  are  the  chief : — 


1.  Valvular  Heart  Disease,  especially  :— 

Mitral  stenosis  Aortic  stenosis 

Mitral  regurgitation  Aortic  regurgitation 

Mitral    stenosis    and  Aortic  stenosis  and  regurgita- 

regurgitation  I        tion 


Pulmonary  stenosis. 


2.  Heart  Affections  associated  with  very  High  Blood-pressnre  : — 

Arteriosclerosis.  |  Granular  kidney. 

3.  Myocardial  Affections  : — 

'  Blacksmith  '  heart  i  Senile  changes  with    atheroma 


Fatty  heart 
Fibroid  heart 
Primary     alcoholic 
heart 


Cloudy  swelling  |  Congenital  deformity. 

Pericarditis 

Adherent  |)ericardium 


4.  Lung  Affections  leading  to  Failure  of  the  Right  Side  of  the  Heart : — 

Chronic   bronchitis  <  Fibroid  lung 

Emphysema  Large     pleural      or      pleuritic 

I  effusions 

5.  The  Effect  upon  the  Heart  of  certain  Drugs,  etc : — 

Tobacco  Alcohol  Cocaine 

Tea  Absinthe  Digitalis 

Coffee  Moq>hia  Thyroid  extract 

6.  Heredity,  Nervousness,  and  Allied  Causes : — 

Fright  or  other  emo-  i       Paroxysmal  tachycardia  i        Epilepsy 

tion  Neurasthenia  Tabes  dorsalis. 

Graves's   disease  Hysteria 

7.  Anaemia  from  wliatever  cause,  but  particularly 

Chlorosis  I  Pernicious  anaemia. 


PALPITATION  485 


8.  Mechanical  Interference  with  the  Heart  by  : — 


Mediastinal  new  growth 
Chronic  mediastinal  fibrosis 
Thoracic  aneurysm  of  large  size 
T3rmi>anites 


Ascites 
Pregnancy 

Ovarian  cyst  or  other  large  intra- 
abdominal tumour. 


9.  Dyspepsia  :  especially  that  which  is  associated  with  flatulence  and  with  stout- 
ness from  lack  of  exercise. 

The  major^y  of  patients  who  complain  of  palpitation  jump  to  the  conclusion  that 
they  have  something  the  matter  with  the  heart,  and,  although  the  above  list  is  a  long  one, 
the  diagnosis  resolves  itself  in  all  but  a  few  cases  into  deciding  whether  the  palpitations 
are  cardiac  or  gastric  in  origin.  A  routine  examination  of  the  various  systems  will  very 
often  indicate  the  correct  diagnosis  at  once. 

Vahmlar  heart  disease  will  be  indicated  by  the  history  of  rheumatic  fever,  scarlet  fever, 
chorea,  syphilis,  or  the  like,  and  by  the  alteration  in  the  size  of  the  heart,  together  with 
the  various  bruits.  Mitral  stenosis  is  sometimes  more  difficult  than  the  others  to  diagnose 
on  account  of  the  possible  absence  of  a  bruit  or  of  enlargement  of  the  left  ventricle,  but 
it  may  be  suggested  by  the  patient's  malar  flush,  by  the  history  of  acute  rheumatism,  and 
by  the  loud,  sharp,  slapping  character  of  the  flrst  sound  at  the  impulse.  Aortic  regur- 
gitation is  sometimes  present  without  a  bruit,  but  it  can  generally  be  detected  in  these 
cases  by  the  typical  collapsing  character  of  the  pulse  ;  if  there  is  still  doubt,  and  the  patient 
is  able  to  take  exercise,  it  is  frequently  possible  to  bring  out  an  aortic  regurgitant  bruit 
by  asking  him  to  take  a  few  steps  briskly. 

High  blood-pressure  conditions  are  best  detected  by  means  of  a  sphygmomanometer  ; 
the  diagnosis  will  be  confirmed  by  the  big  heart,  the  albuminuria  with  tube-casts,  and 
perhaps  by  retinitis. 

Of  the  myocardial  affections,  pericarditis  and  cloudy  swelling  are  both  acute  conditions, 
often  associated  with  fever  and  with  sufficient  general  illness  to  confine  the  patient  to  bed, 
so  that  the  palpitations  are  a  minor  part  of  the  malady.  The  diagnoses  of  fatty  or  fibroid 
heart  and  of  adherent  pericardium  are  discussed  on  pp.  53,  54.  Palpitations  due  to 
heart-muscle  affection  are  sometimes  most  difficult  to  distinguish  from  similar  palpitations 
due  to  dyspepsia.  This  applies  particularly  to  fatty  changes  in  the  heart.  Not  a  few 
middle-aged  persons  suffer  from  palpitations  which,  by  some  observers,  will  l)e  attributed 
to  gastric  trouble,  whilst  by  others  both  the  palpitations  and  the  dyspepsia  will  be 
attributed  to  fatty  heart :  nor  can  the  diagnosis  be  made  by  watching  the  effect  of 
slight  exercises  upon  the  pulse-beat,  for  in  typical  dyspeptic  persons  without  fatty  heart, 
the  general  condition  is  usually  sufficiently  lacking  in  tone  for  the  pulse-rate  to  bo  increased 
readily  by  exercise.  If  material  benefit  results  from  the  giving  of  digitalis,  from  the 
adoption  of  Schott's  Nauheim  treatment,  or  some  modification  of  the  latter,  the  argument 
will  be  in  favour  of  some  myocardial  degeneration  ;  but  in  many  instances  of  flatulence 
and  palpitation  the  diagnosis  between  fatty  heart  and  mere  dyspepsia  will  remain  largely 
a  matter  of  opinion.  Electr(K*ardiograms  may  throw  light  uf)()n  the  nature  of  some  cases 
of  myocardial  disease  the  nature  of  which  is  not  obvious  to  percussion  and  steth()scoj)ic 
examination  only  ;  auricular  fibrillati(m  may  be  found,  for  example  {Fig,  19()).  though 
there  mav  be  no  valvular  disease. 

Lung  affections  causing  strain  of  the  right  ventricle,  and  thus  leading  to  palpitations, 
are  detected  as  a  rule  by  physical  examination,  but  here  again  there  may  be  so  nuich 
difliculty  in  interpreting  the  physical  signs  that  when  a  stout,  middle-aged  person,  with 
obvious  emphysema,  and  with  wheezing  and  shortness  of  breath  on  exertion,  complains 
of  dyspeptic  symptoms  and  also  of  palpitations,  it  may  be  very  difficult  indeed,  except 
by  watching  the  effect  of  different  lines  of  treatment,  to  say  whether  the  actual  cause  of 
the  palpitations  is  emphysema  with  secondary  dilatation  of  the  heart,  or  dyspepsia  with 
reflex  palpitations  or  the  result  of  fatty  changes  in  the  heart  musele  of  a  dyspeptic  person 
of  sedentary  occupation  who  is  l>oth  stout  and  emphysematous. 

Tobacco  is  a  very  important  cause  for  palpitations  in  a  patient  who  may  seem  to  be 
perfectly  healthy  :  the  degree  to  which  different  individuals  can  smoke  tobacco  with 
impunity  varies  enormously,  and  whereas  some  may  smoke  from  morning  to  night  and 
develop  no  imtoward   symptoms  at  all.  others  develop  some   ill  effects  from  what  are 
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and  netirosiSy  confining  the  word  hysteria  to  those  cases  in  which  the  symptoms  are  directly 
controUable  by  suggestion.  Locomotor  ataxia  may  give  rise  to  symptoms  referable  to 
almost  any  of  the  viscera,  and  there  seems  no  reason  why  cardiac  crises  should  not  occur 
as  much  as  laryngeal,  gastric,  or  intestinal ;  they  are,  however,  rare,  and  when  cardiac 
symptoms  develop  in  a  patient  sufTering  from  locomotor  ataxia,  syphilitic  affection  of  the 
heart  would  be  a  safer  diagnosis  than  would  cardiac  crises. 

Anannia,  when  it  produces  palpitations,  is  usually  obvious  from  the  patient's  appear- 
ance, and  it  can  be  confirmed  by  blood  examination.  As  a  rule,  palpitations  in  anaemic 
patients  are  entirely  absent  while  the  patient  is  at  rest  in  bed,  occurring  mainly  when  she 
exerts  herself  and  causes  temporary  dilatation  of  the  ansemic  heart.  The  palpitations  dis- 
appear when  the  anaemia  is  cured. 

Palpitations  due  to  mechanical  interference  with  the  heart,  by  masses  of  fluid  or  wind 
displacing  it,  can  generally  be  relegated  to  their  correct  cause  by  physical  examination  of 
the  chest  and  abdomen  ;  mediastinal  new  growth,  tympanites,  ovarian  cyst  of  large  size, 
and  the  other  conditions  referred  to  above,  generally  make  their  presence  obvious  before 
they  are  of  sufficient  size  to  produce  palpitations.  Herbert  French. 

PAPULES  may  be  defined  as  solid,  circumscribed  elevations  of  the  skin,  not  larger 
than  a  pea.  Similar  formations  exceeding  that  size  are  classed  as  nodules  or  as  tumours. 
From  Vesicles  (p.  758)  they  are  distinguished  by  their  solidity  ;  if  a  papule  is  punctured, 
nothing  but  blood  exudes  ;  but  in  many  instances  papules,  especially  those  of  an  inflam- 
matory kind,  are  transitional  lesions,  passing  into  (a)  vesicles,  (b)  pustules,  (c)  scales,  or 
(d)  breaking  down  into  ulcers,  (e)  undergoing  hypertrophy,  as  warts,  or  (/)  atrophying. 
If  the  transformation  into  pustules  or  vesicles  is  only  partial,  the  lesions  are  described 
as  papulo-pustules  or  papulo-vesicles,  and  if  this  is  characteristic  of  the  greater  number 
of  the  lesions,  the  eruption  is  said  to  be  papulo-vesicular,  vesiculo-papular,  or  papulo- 
pustular.  If  the  lesions,  originating  as  erythematous  macules,  do  not  take  on  the  full 
character  of  papules,  they  are  said  to  be  maculo-papular  or  erythemato-papular. 

In  size,  papules  may  vary  from  a  pin's  head,  as  in  lichen  scrofulosorum,  to  a  pea,  as 
in  lichen  ruber  planus.  The  most  typical  shape  is  that  of  the  papule  of  lichen  planus, 
flattened  and  with  an  irregular  base  ;  but  they  may  be  rounded  or  oval,  as  in  prurigo,  or 
cone-shaped,  as  in  pit3nriasis  rubra  pilaris,  or  triangular,  or  umbilicated,  as  in  lichen  planus. 
In  colour,  they  may  be  pink  or  rose-coloured,  as  in  the  inflammatory  papules  of  urticaria 
papulosa,  violet  or  purplish  as  in  lichen  planus,  bright  red  as  in  eczema,  dark  or  coppery 
as  in  syphilis,  yellow  as  in  xanthoma,  whitish  as  in  milium,  almost  black,  as  in  infiltration 
sometimes  met  with  in  sarcoma,  or  simply  skin-coloured,  as  in  prurigo  or  verruca  plana. 
They  may  be  discrete,  as  in  prurigo,  or  may  occur  in  patches,  as  in  lichen  scrofulosorum  ; 
sometimes  they  form  round  a  hair  follicle,  as  in  eczema  folliculorum  and  pityriasis  rubra 
pilaris  ;  they  are  also  met  with  in  connection  with  the  sebaceous  glands,  the  sweat-glands, 
or  the  papillae.  They  may  be  inflammatory,  as  in  eczema,  or  non-inflammatory,  as  in 
severe  goose-skin,  or  when  they  are  the  result  of  retained  secretion,  as  in  acne,  or  of  exces- 
sive cornification  round  the  mouths  of  hair- follicles,  l^sually,  inflammatory  papules  give 
rise  to  itching  ;  with  the  non-inflammatory  kind  there  are  seldom  marked  subjective 
symptoms. 

Papules  may  occur  in  the  epidermis,  as  in  verruca  plana,  or  in  the  derma,  when  they 
mav  be  oedematous,  as  in  urticaria,  or  infiltrated,  as  in  lichen  scrofulosorum  :  or  they  may 
affect  both  structures,  as  in  lichen  planus  and  the  strophulus  papule  of  acute  j)ruriojo.  The 
epidermic  papule  may  be  recognized  by  its  solidity,  its  hardness  and  dryness,  anfi  its  super- 
ficial elevation  ;  the  oedematous  dermic  papule  by  its  pinkish  colour  and  its  momentary 
yielding  to  pressure  ;  the  infiltrated  dermic  papule  by  its  redness,  induration,  and  elasticity  ; 
the  epidermo-dermic  papule  by  its  union  of  some  of  the  characters  of  the  other  yarieties. 

The  multiple  small  papules  which  occur  in  papular  eczema  are  usually  conical  with 
rounded  base  and  bright-red  colour  ;  owing  to  rupture  by  scratching  they  arc  eovered  with 
a  tiny  dome  of  blood-crust  ;  there  is  usually  intense  itching.  Eczema  of  this  type  may 
resemble  lichen  ruber  planus,  but  in  that  affection  the  papules,  as  a  rule,  are  flat  or  umbili- 
cated, with  an  irregular  base,  dark-red  or  violaceous  colour,  and  glistening  surface  ;  there 
is  no  discharge  or  crust- formation  ;  the  j)apules  are  not  transitional,  and  they  leave 
brownish  stains,  while  those  of  eczema  frequently  pass  into  vesicles  and  seldom  produce 
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They  mostly  affect  the  limbs,  especially  the  surfaces  where  hair  is  most  abundant  ;  if  they 
encroach  upon  the  trunk  they  are  usually  found  at  the  waist  and  the  lower  part  of  the 
abdomen.  Itching  is  sometimes  absent,  and  when  present  is  always  insignificant.  When 
the  patches  are  covered  with  mica-like  scales  and  are  met  with  in  the  situations  most  com- 
mon to  psoriasis — the  tips  of  the  elbows,  fronts  of  the  knees,  and  the  extensor  surfaces  of 
the  limbs — there  is  some  danger  of  confusion  with  that  disease  ;  but  at  the  edge  of  each 
patch  the  characteristic  conical  papule  with  its  single  hair  plugging  the  mouth  of  a  follicle 
is  always  to  be  seen.  The  best  place  to  look  for  the  papule  is  on  the  backs  of  the  fingers. 
In  psoriasis,  again,  the  lesions  grow  by  peripheral  extension  instead  of  by  the  accretion  of 
new  papules.  The  fact  that  the  general  health  is  not  affected  suffices  to  mark  off  pityriasis 
rubra  pilaris  from -other  forms  of  exfoliative  dermatitis^  in  which  also  there  is  rarely  any 
appreciable  thickening  of  the  skin,  while  the  colour  is  redder  than  in  pityriasis  and  the 
scaliness  more  marked.  From  lichen  ruber  planus,  pityriasis  rubra  pilaris  is  distinguished 
by  the  absence  of  itching  and  of  impaired  nutrition,  and  by  its  irresponsiveness  to  arsenic. 
In  lichen  planus,  too,  the  papules  are  flattened,  and  often  umbilicated. 

In  acne  vulgaris^  the  papule  forms  the  primary  lesion.  If  the  obstruction  is  at  the 
mouth  of  the  sebaceous  gland-duct,  the  plug  appears  on  the  surface  as  a  small  black  point 
— the  comedo  ;  if  it  is  in  the  gland  itself,  the  obstructing  material  is  seen  as  a  tiny  whitish 
mass  in  the  substance  of  the  skin — the  milium.  The  lesion  may  not  develop  beyond  this 
stage,  but  usually  it  grows  into  a  reddish  papule  about  the  size  of  a  pea,  and  in  many  cases 
the  papule  passes  into  a  pustule.  Acne  can  usually  be  recognized  by  the  distribution  of 
the  lesions — on  the  face,  especially  the  cheeks,  nose,  forehead  and  chin,  and  less  frequently 
the  back  of  the  neck,  the  back  between  the  shoulders,  and  the  chest — their  discrete  charac- 
ter, the  presence  of  comedones  or  of  milia,  and  the  patient^s  age,  for  the  affection  is  essen- 
tially one  of  puberty.  Usually,  too,  the  several  stages  through  which  the  lesions  pass  are 
present  at  the  same  time — the  comedo  or  milium,  the  papule,  the  pustule.  Rosacea  differs 
from  acne  in  that  it  chiefly  affects  the  flush  area  of  the  face,  is  marked  by  much  congestion, 
and  is  most  common  in  middle  life.     (See  also  Pustules,  p.  557.) 

In  erythema  multiforme,  papules,  tubercles,  vesicles,  bullae,  nodules,  macules  may  all 
be  present  at  the  same  time.  Any  one  of  these  lesions  may  be  predominant  in  a  particular 
case  or  at  a  given  time  ;  but  the  type  of  eruption  most  frequently  met  with  is  that  which 
consists  wholly  or  predominantly  of  papules — erythema  papulatum.  This,  too,  is  usually 
the  first  stage  of  the  eruption  in  cases  which  go  on  to  other  types.  The  papules  are  gener- 
ally, at  the  beginning,  no  larger  than  a  pin's  head,  bright-red  in  colour,  and  flattish,  some- 
times umbilicated.  If  grouped  closely  together  they  may  coalesce  and  form  raised  patches 
as  large  as  a  threepenny  or  a  sixpenny  piece  ;  each  patch  has  a  sharply  defined  border,  and 
is  surrounded  by  an  areola  of  congested  skin  :  the  tint  in  the  centre  soon  deepens  to  violet, 
and  afterwards  to  purple.  The  favourite  sites  are  the  dorsal  surfaces  of  the  hands  and 
forearms;  sometimes,  too,  the  legs,  feet,  and  the  face  are  involved.  Papular  erythema 
multiforme  is,  as  a  rule,  easy  of  recognition.  Urticaria  of  the  papular  variety — the  stro- 
phulus or  prurigo  simplex  aigu  of  French  dermatologists — in  which  the  wheals  are  no  larger 
than  a  lefitil,  and  leave  papules  when  they  subside,  occasionally  offers  some  resemblance  to 
it  ;  but  the  two  affections  differ  in  that  the  lesions  of  erythema  papulatum  are  much  more 
persistent,  are  not  white  in  the  centre,  do  not  give  rise  to  itching,  but  do  leave  stains.  One 
of  the  most  marked  of  these  differences  is  that  which  concerns  itching,  for  in  pai)ular  urti- 
caria this  symptom,  though  variable,  is  frequently  severe.  In  urticaria,  too,  it  is  chiefly 
the  covered  portions  of  the  body,  and  especially  the  lower  lumbar  region,  that  are  attacked, 
and  the  affection  is  met  with  mostly  in  children. 

Papules  like  those  of  urticaria  papulosa  are  often  met  with  in  prurigo,  both  in  prurigo 
ferox  of  Hebra,  the  severe  form  of  the  affection,  and  in  prurigo  mitis,  the  mild  and  ordinary- 
form.  The  characteristic  lesion  is  an  eruption  of  discrete,  firm,  very  slightly  raised  papules, 
more  or  less  hemispherical  in  shape,  with  a  roundish,  sometimes  oval  contour,  and  a  glisten- 
ing surface.  At  first  the  papule  is  of  the  same  colour  as  the  skin,  but  afterwards  it  becomes 
red,  yellowish,  or  brownish,  increases  in  size,  and  is  fre(iuently  covered  by  a  l)lood-crust. 
In  structure,  according  to  Darier,  it  is  a  localized  acanthosis.  Most  abundant  on  the 
extensor  surfaces  of  the  limbs,  and  rarely  seen  on  the  flexor  aspects,  or  on  the  face,  the 
papules  occur  not  infrequently  on  the  chest,  the  lower  part  of  the  abdomen,  the  sacral 
region,  and  the  buttocks.     The  itching  is  intense,  and  mixed  with  the  secondary  changes 
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produced  by  scratching,  there  may  be  found  others  not  unlike  those  of  eczema.    Pustules  ; 
and   sores  are  common,  often  accompanied   by  great  enlargement  of  the  axillary  and 
femoral  glands.     In  prurigo  ferox  the  papules  are  much  larger  and  more  numerous,  and  ii 
parts  the  skin  feels  to  the  touch  like  very  coarse  brown  paper  or  a  nutmeg-grater.    11»i 
changes  secondary  to  the  inflammatory  process  in  prurigo  are  summed  up  by  Freneh 
dermatologists  in  the  term   lichinisation  or  lichinificaJLion.    The  skin   is  thickened  aai 
rugose,  and  owes  its  peculiar  aspect  to  an  exaggeration  of  the  fine  striae  of  the  doiiimI 
integument,  so  that  it  becomes  quadrillated  into  a  network  of  which  the  meshes  are  squaic;  3 
lozenge-shaped,  or  polygonal,  with  a  flat  surface  which  often,  as  Darier  says,  presents  the  ^ 
aspect  of  glossy  and  brilliant  facets,  as  of  a  mosaic.     Sometimes  it  is  covered  with  fine 
scales.     The  skin  is  less  supple  than  normal  skin,  and  though  in  colour  it  may  undergo  no 
change,  it  is  more  often  greyish  or  brownish.     The  condition  has  to  be  distinguished  from 
the  lichenization  met  with  in  other  dermatoses.     In  eczema  and  psoriasis,  the  thickened 
and  rugose  skin  is  red,  has  no  glistening  facets,  and  the  margins  are  clearly  defined.    In 
lichen  planus  the  plaques  are  formed  by  confluent  papules  and  are  surrounded  by  chanie- 
teristic  papules. 

Apart  from  these  secondary  characters  of  prurigo,  the  diagnosis  is  made  by  excluding 
other  itching  affections,  such  as  scabies  and  pediculosis,  on  account  of  the  absence  of  the 
lesions  characteristic  of  those  conditions,  and  by  the  positive  characters — the  origin  of  the 
affection  in  infancy,  and  its  persistence,  the  poor  general  health,  the  preference  the  papuhr 
eniption  shows  for  the  extensor  surfaces  of  the  limbs,  the  freedom  of  the  bends  of  the 
joints,  and  the  glandular  enlargement,  especially  in  the  inguinal  region. 

In  syphilis,  papules  are  met  with  frequently  in  association  with  macules,  but  they  nuy 
occur  independently.  They  may  be  divided  into  two  main  classes  :  (1)  Miliary  papular, 
and  (2)  Flat  papular  syphiloderms, 

1.  Miliary,  or  follicular,  papular  syphilides  are  the  result  of  inflltration  around  and 
beneath  the  pilo-sebaceous  follicles  ;  they  are  rough  to  the  touch,  and  feel  like  small  shot : 
they  vary  in  size,  from  a  pin-head  upward,  and  may  be  either  acuminate  or  rounded. 
The  sites  of  election  are  the  trunk,  back,  shoulders,  and  loins,  but  the  limbs  may  be 
invaded,  and  also  the  face.  Very  frequently  the  lesions  appear  in  groups  which  run  into 
each  other  ;  and  they  are  sometimes  disposed  in  rings.  The  characteristic  colour  is  that 
of  raw  ham,  but  at  first  they  may  be  pink  or  red.  Involution  proceeds  slowly,  the  stain 
left  behind  is  long  in  dying  away,  and  is  sometimes  succeeded  by  a  shallow  depression 
which  may  last  for  years.  There  is  often  a  slight  scale  on  the  surface  of  the  papule,  and 
not  seldom  a  tiny  vesico-pustule  or  pustule  may  be  detected  on  the  summit.  Sometimes 
there  is  overgrowth  of  the  papillae  ;  and  if  the  lesion  is  situated  in  a  moist  part  the  warty 
growth  is  covered  with  sodden  white  epithelium,  when  the  lesion  is  known  as  a  WMfOtfi 
papule,  A  more  marked  degree  of  hypertrophy  transforms  the  moist  papule  into  a  mwfiu 
tubercle  or  condyloma,  distinguishable  from  a  wart  in  that  the  overgrown  papillie  are  welded 
into  a  coherent  mass  by  swelling  of  the  intervening  tissue,  while  in  the  wart  they  are  free. 

2.  Flat,  or  lenticular,  papular  syphilides  vary  in  size  from  a  pin-head  to  a  bean,  and  the 
small  or  the  large  lesions  may  predominate  in  a  given  case.  They  may  develop  directly 
out  of  macular  syphilides.  In  contour  they  are  almost  perfectly  round,  with  a  flattened  top. 
are  but  slightly  elevated,  and  in  colour  usually  brownish-red.  The  whole  body  is  affected 
pretty  impartially  ;  there  is  little  tendency  to  agmination  ;  sometimes  the  lesions  form  a 
kind  of  circlet  on  the  brow  round  the  margin  of  the  hair  (the  corona  veneris).  In  some 
cases,  ring-like  patches  (the  circinate  or  annular  syphiloderm)  appear  on  the  chin,  around 
the  lips  or  nostrils,  or  sometimes  on  the  vulva  ;  they  are  made  up  of  small  yellowish-red 
papules,  with  fine  scales  ;  elsewhere  the  papules,  in  the  same  case,  are  of  the  ordinan* 
kind.  In  other  instances,  the  flat  lenticular  papules  of  this  group  become  seborrhceic: 
these  arc  characterized  by  their  obduracy  to  treatment.  When  there  is  marked  scale- 
formation,  the  papules  being  covered  with  a  dry,  dirty-grey  scale,  they  are  styled  papuio- 
scjuamous.  Favourite  situations  for  papulo-squamous  syphiloderms  are  the  palms  and 
the  soles,  where  they  may  be  mixed  with  maculo-papular  and  papulo-tubercular  lesions. 
Syphilides  in  these  sites  arc  often  rounded  or  irregular  in  shape,  have  but  slight  elevation, 
are  at  first  brownish-yellow  or  brownish-red,  but  presently  become  of  a  dirty  grey,  and  on 
tlie  disappearance  of  the  scales  have  the  characteristic  colour  of  raw  ham.  When  the  scales 
are  more  abundant  than  usual,  they  form  the  syphilides  comces  of  French  dermatologists. 
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The  small  papular  syphilldes  may  in  some  cases  be  difficult  to  distinguish  from  a 
widely  diffused  lichen  ruber  planus  ;  but  in  this  affection  the  rash  is  uniform,  the  papules 
generally  have  a  linear  arrangement,  and  there  is  usually  severe  itching.  The  papules  of 
syphilis  are  most  likely  to  be  confused  with  psoriasis — the  squamous  papules  with  the 
ordinary  form  of  psoriasis,  the  papules  in  rings  with  annular  psoriasis.  Attention  must 
be  paid  to  the  polymorphism  of  the  syphilitic  eruption,  the  coppery  colour,  the  enlarged 
glands,  the  sore  throat  or  tongue,  and  the  distribution  of  the  lesions,  no  such  partiality  for 
the  elbows  and  knees  being  shown  as  is  observed  in  psoriasis,  and  the  papular  syphilide 
having  a  preference  for  the  flexor  surfaces  of  the  limbs,  while  psoriasis  affects  rather  the 
extensor  aspects.  The  syphilitic  scales,  too,  are  thin  and  dirty-white,  while  those  of  psori- 
asis are  heaped  up  in  layers  and  have  a  silvery  sheen.  In  psoriasis,  the  subject  will  usually 
have  a  history  of  previous  attacks  to  relate  ;  and  often  the  affection  can  be  traced  back  to 
early  Ufe,  whereas  in  syphilis  a  particular  lesion  is  seldom  repeated.  The  palmar  and 
plantar  syphiloderms  described  above,  which  occur  symmetrically  as  secondary  and  unila- 
terally as  tertiary  lesions,  may  be  confused  with  the  dry  chronic  eczema  of  those  regions ; 
but  in  eczema  there  are  heat  and  itching,  and  usually,  in  the  case  of  the  palms,  the  fingers 
also  are  involved,  and  at  some  point  or  other  the  process  is  vesicular  or  moist.  Palmar 
syphilldes  may  be  distinguished  from  eczema  seborrhoeicum  by  the  fact  that  in  the  latter 
there  are  coincident  lesions  in  the  common  situations — the  scalp  and  eyebrows,  the 
neighbourhood  of  the  beard,  the  naso-labiaf  folds,  the  sternal  and  interscapular  regions  ; 
nor  do  they  usually  assume  the  form  of  crescents  or  segments.  Whenever  the  diagnosis 
is  doubtful,  recourse  may  be  had  to  Wassermann's  serum  test.  Malcolm  Morrin. 

PAR£STHES1A.— (See  Sensation,  Abnormalities  of,  p.  604.) 

PARALYSIS  OF  BOTH  LEGS.— ;See  Paraplegia,  p.  510.) 

PARALYSIS,  CROSSED.— (See  Hemipleuia.  {).  .302.) 

PARALYSIS,    FACIAL.— This  term  is  applied  to  complete  or  partial  paralysis  of 
the  muscles  supplied  by  the  7th  cranial  nerve.     One  or  both  sides  of  the  face  may  be 
involved,  the  unilateral  being  more  common  than  the  bilateral.     It  is  in  some  cases  the 
result  of  a  morbid  process  limited  to  the  7th  nerve,  known  as  Belt's  palxy  ;    in  other 
instances  it  is  one  of  the  signs  of  more  complex,  or  more  remote,  disease.     In  complete 
unilateral  facial  palsy,  whatever  its  origin,   the  asymmetry 
of  the  face  may  be  so  market!  that  the  diagnosis  can  be  made 
at  sight.     Less  severe  facial  weakness  may  be  overlooknl 
unless  the  means  for  its  detection  are  employed.     It  is  well, 
therefore,   to  recall  the  e\idenees  of  facial    paisy    before 
pointing  out  the  features  which   characterize    its   various 

Even  with  the  face  at  rest  there  are  certain  ap[M'ar.mrcN 
on  the  affected  side  which  attract  attention.  The  natur.il 
lines  and  wrinkles  are  less  marked,  and.  with  tlic  oblitenilion 
of  the  naso-labial  fold,  the  cheek  has  ii  somewhat  Ihittencil 
or,  in  old  persons,  baggy  aspect.  If  the  iwiticnt  is  uncon- 
scious or  asleep  the  flabbiness  of  the  tissues  may  be  empha- 
sized by  the  flapping  of  the  cheek  with  respiration,  especially 
if  breathing  is  lal>ourcd  or  stertorous.  The  i>alpebnd  llssiire 
is  wider  than  its  fellow,  and  the  corner  of  the  mouth  may  \        i    \  ■    -..ti 

When  the  facial  muscles  are  thrown  into  action  by  |i^|"i,i"i[Sara  is^^^irrin'm  t'hp'wr 
attempts  to  raise  the  eyebrows,  to  close  the  eyelids,  or  to  C'Aw"  fc>  '"■  ■■*■  -i-  «-  i'' !'■■". i 

expose  the  teeth  {Fig.  1»7),  tlie  difference  between   the   Iwii 

sides  is  rendered  more  obvious,  the  uiovenients  on  tlic  paretic  Imtf  of  the  face  beiii^  carried 
out  with  less  power  and  more  slowly  than  those  of  the  healthy  half.  The  ability  to  whistle 
or  to  move  one  nostril  may  also  l>e  impaired,  and  even  with  slight  degrees  of  paresis,  a 
person  who  has  previously  been  able  to  close  the  eye  of  the  affected  side,  the  other  eye 
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Bilateral  supranuclear  paralysis,  such  as  is  seen  in  cases  of  cerebral  diplegia  and 
pseudo-bulbar  paralysis,  is  characterized  by  a  general  impairment  of  the  natural  move- 
ments, and  tends  to  the  production  of  a  stiff,  expressionless  physiognomy  {Fig.  'iOl ).  With 
the  consequent  defective  inhibition  of  the  reflex  centre,  emotional  movements  are  often 
uncontrolled,  and  with  little  provocation  the  patient  betrays  in  his  face  degrees  of  mirth  or 
distress  which  he  is  very  far  from  feeling.  This  condition  can  be  distinguished  from  true 
bulbar  palsy  by  the  preservation  of  the  nutrition  and  the  normal  electrical  excitability 
of  the  muscles,  and  by  the  absence  of  accompanying  atrophic  paralysis  of  the  tongue, 
masseters,  etc. 

Reference  must  be  made  to  the  occurrence  of  cases,  the  result  of  mid-hrain  lesions, 
in  which  the  emotional  movements  are  lost  and  the  voluntary 
movements  are  preserved  on  one  side  of  the  face.     .Asym- 
metry is  then  only  noticeable  when   the  patient  smiles  or 

Finally,  it  must  not  be  forgotten  that  in  long-standing 
cases  of  Infantile  hemiplegia,  facial  weakness  may  be  associ- 
ated with  spontaneous  athettiid  movements  similar  to  those 
obser\'ed  in  the  arm  and  leg. 

Nodear   Paralysis. — Lesions  of  the  facial  nucleus  may 
be  slight  or  severe,  and  the   resulting  lacial  paralysis  may 
consequently    be    partial   or   complete.     As  a  rule,  all  the 
muscles  supplied   by  the  nerve   are  affected   more  or  less 
equally,  and  the  impairment  of  movements  obtains  whether 
they  are  voluntary,  emotional,  or  reflex  in  origin.     In  cases 
of  complete  nuclear  palsy  certain  additional  effects  are  pro- 
duced.    The  inability  to  close  the  eye,  and  the  drooping  of      j,^    ^^  _],i|a,,j.,]    ,^ 
the  lower  lid,  lead  to  imperfect  protection  of  the  eyeball,  and    T^i*  phoiograph  »hi>«»  niiwnrs  ai  nil 
to  the  overflow  of  tears  on  to  the   cheek  (epiphora).     Con-    ii"e  iieliih'*^'""'  "     ""  """'"  "' 
junctivitis  and  blepharitis  may  result.     Paralysis  of  the  lip 

muscles  allows  of  saliva  escaping  from  the  corner  of  the  mouth,  and  may  interfere  materially 
with  the  articulation  of  labial  consonants,  Faralysis  of  the  stapedius  muscle  disorganizes 
the  control  of  tympanic  tension,  so  that  the  patient  suffers  from  excessive  si-nsltiveness 
to  deep  tones  (hyperacusis)  and  perhaps  from  tinnitus.  Unlike  supranuclear  paralysis,  the 
nuclear  form  is  accompanied  by  atrophy  and  alteration  in  the  electric  cxeitubilltv  of  the 
thcial  muscles.  In  slow  degenerative  (usually  bilateral)  processes  affecting  the  facial 
nucleus,  the  electrical  response  shows  a  quantitative  modification  ;  In  acute  destructive 
(usually  unilateral)  lesions  of  the  nucleus,  the  facial  paralysis  is  followed  rapidly  by  the 
reaction  of  degeneration. 

Owing  to  the  situation  of  the  facial  nucleus  in  the  |>ons,  unilateral  nuclear  palsy  may 
Ik  associated  with  paralysis  of  the  external  rectus  nuis<'lc  of  the  same  side  and  paralysis 
of  the  opposite  arm  and  leg  ('  crossed  '  paralysis). 

Peripberal  Paralysis.— The  clinical  picture  of  a  peripheral  facial  jwralysls  resembles 
in  its  most  important  delalls  that  which  has  already  l>een  described  under  the  heading  of 
nuclear  paralysis.  All  the  muscles  supplied  by  the  nerve  are  affectetl  In  more  or  less  equal 
degree,  and  the  palsy  is  associated,  within  a  short  time  of  Its  onset,  with  atrojihy  and 
alterations  In  electrical  exeitabillly  of  the  muscles  ctmcerned.  The  diagnosis  between  the 
two  types  depends  chiefly  upon  the  presence  of  additional  symptoms  resulting  from  inter- 
ference with  the  function  of  nelghliouring  tissues,  and  this  varies  again  with  the  exact  site 
of  the  lesion  in  the  peripheral  cinirsc  of  the  nerve. 

A  lesion  affecting  the  fibres  within  the  pons  is  likely  to  produce,  in  addition  to  the 
facial  paralysis,  external  rectus  palsy,  together  with  other  symptoms  In  proportion  to  the 
extent  of  the  destructive  process. 

A  lesion  between  the  surface  of  the  |H)ns  and  the  Internal  audilnrv  nieatns  will 
probably  interfere  with  the  vestibular  and  cochlear  parts  of  the  8th  nerve,  and  so  give 
rise  to  vertigo  and  impairment  of  liearitig. 

At  the  level  of  the  genl<'iiliite  ganglion,  the  chonlu  tympanl  is  unlikely  to  esea|>e,  an<I 
the  taste  fibres  coming  from  the  imteriiir  two-thirds  of  the  tongue  lose  their  function.  At 
the  same  time,  irritation  of  the  ganglion  may  provoke  an  beri>ctie  eruption  on  the  auricle 
Hnd  around  the  external  auditory  meatus. 
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without  pain  or  discomfort,  the  patient  nearly  always  being  a  young  woman,  or  a  girl  over 
the  age  of  puberty,  who  complains  that  she  has  almost  suddenly  become  quite  unable  to 
speak  otherwise  than  in  a  whisper.  There  may  have  been  other  functional  nerve  symptoms, 
the  commonest  being  perhaps  difficulty  in  swallowing  owing  to  globus  hystericus. 
This  form  of  loss  of  speech  is  due  to  functional  adductor  paralysis  during  vocalization  ; 
but  when  the  patient  is  asked  to  cough  she  does  so  with  ease,  and  thus  demonstrates  that 
the  adductor  paralysis  is  not  real,  for  one  cannot  cough  properly  without  adducting  the 
vocal  cords.  If  the  larynx  is  examined  with  the  laryngoscope,  the  cords  will  be  seen  to 
move  perfectly  both  with  respiration  and  when  the  patient  retches,  though  they  may 
remain  in  the  abductor  position  if  the  patient  is  asked  to  make  any  particular  voice 
sound.  The  condition  always  gets  well ;  it  may  pass  off  almost  instantaneously  as  the 
result  of  local  electrical  application  or  of  treatment  by  suggestion. 

2.  Unilateral  Organic  Affection  of  a  Vocal  Cord  is  obvious  on  laryngoscopic 
examination.  It  is  nearly  always  the  result  of  interference  with  the  corresponding 
recurrent  laryngeal  nerve,  and  owing  to  anatomical  differences  between  the  two,  the  left 
is  affected  more  commonly  than  the  right.  It  may  be  paralyzed  by  pressure  from,  or 
infiltration  by,  an  aortic  aneurysm  ;  a  mediastinal  new  growth  ;  secondary  deposits  in  the 
deep  cervical  or  mediastinal  lymphatic  glands — for  instance,  in  a  case  of  squamous-celled 
carcinoma  of  the  oesophagus  ;  lymphadenoma  ;  gumma  ;  or  mediastinal  fibrosis,  particularly, 
though  not  very  commonly,  in  association  with  syphilis,  or  with  fibroid  phthisis  affecting 
the  upper  part  of  the  left  lung.  Two  rare  causes  are  mitral  stenosis,  in  which  the  over- 
distended  left  auricle  sometimes  compresses  and  paralyzes  the  left  recurrent  laryngeal 
nerve,  and  lobar  pneumonia  of  the  left  upper  lobe  ;  extreme  stridor  has  been  known  to 
result  during  convalescence  from  the  latter  in  consequence  of  the  cord  paralysis.  The 
differential  diagnosis  between  these  various  conditions  will  be  found  discussed  elsewhere  ; 
^-ray  examination  of  the  thorax  may  be  helpful.  In  the  absence  of  special  indications, 
paralysis  of  the  left  vocal  cord  in  a  man  of  about  forty-five  is  always  suggestive  of 
an  aneurysm  of  the  distal  portion  of  the  arch  of  the  aorta,  particularly  if  the  patient 
has  had  syphilis,  has  not  been  an  abstainer,  and  has  undergone  strenuous  physical 
exertion. 

3.  Bilateral   Affections  of   the   Vocal  Cords  are  seldom  due  to  thoracic  aneurysm, 
but  some  of  the  other  diseases  mentioned  in  the  preceding  paragraph  may  extend  far 
enough  up  into  the  root  of  the  neck  on  the  right  side  to  reach  and  involve  the  right  recurrent 
laryngeal  nerve  as  it  passes  beneath  the  right  subclavian  artery,  as  well  as  the  left  recurrent 
laryngeal  nerve  as  it  turns  round  the  arch  of  the  aorta  to  the  left  of  the  left  subclavian 
arter>\     Careful  examination  of  the  chest  for  evidence  of  new  growth  or  of  syphilitic  or 
tuberculous  fibrosis  is  necessar>%  therefore,  before  one  is  in  a  pf)sition  to  diagnose  the  more 
common  cause  for  bilateral  paralysis  of  the  vocal  cords,  namely  degeneration  of  the  nerve  cells 
in  the  vagus  centres  in  the  medulla  oblongata.     It  should  also  be  remembered  that  some 
particularly  malignant  enlargements  of  the  thyroid  glands  and  also  secondary  deposits  in  the 
deep  cervical  lymphatic  glands,  or  even  extensive  infiltration  of  the  latter  by  tuberculous 
processes,  may  involve  both  recurrent  laryngeal  nerves  as  they  lie  on  either  side  in  the 
sulcus  between  the  trachea  and  a*sophagus,  and  thus  cause  bilateral  paralysis  of  the  vocal 
cords.     When  the  paralysis  is  due  to  degeneration  in  the  vagal  nuclei  there  is  generally 
abductor    before    combined    abductor    and    adductor    paralysis  :     when    the    affection    is 
symmetrical  from  the  beginning  the  bilateral  adductor  spasm  may  result  in  acute  dyspncea 
simulating  acute  suffocative  cedema  of  the  larynx  and  requiring  immediate  tracheotomy. 
More  often,  fortunately,  one  vocal  cord  passes  through  the  stage  of  abductor  paralysis 
into  that  of  complete  paralysis  before  the  other  is  affected,  so  that  the  dangerous  condition 
of  simultaneous  abductor  paralysis  of  both  vocal  cords  is  avoided.     The  diagnosis  depends 
upon  the  alteration  in,  or  the  loss  of,  voice,  together  with  the  inability  to  cough  efliciently, 
except  with  the  sound  which  simulates  the  coughing  of  a  cow  (bovine   cough)  ;    upon 
observation  of  the  bilateral  paresis  of  the  cords  with  the  laryngoscope  ;   upon  the  exclusion 
of  gross  lesions  within  the  thorax,  or  in  the  neck  ;    and  upon    the  co-existence  of  other 
indications   of  changes    in    the   central    nervous   system.     These    in    younger   people   are 
generally  the  result  of  syphilis,  often  taking  the  form  of  strabisnuis,  or  of  locomotor  ataxy, 
or  general  paralysis  of  the  insane  ;   whilst  in  older  people  there  may  be  vascular  degenera- 
tion associated  with  evidence  of  cerebral  softening  with  or  without  albuminuria,  glycosuria, 
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thickened  arteries,  an  enlarged  heart,  and  a  high  blood-pressure.  Only  in  very  rare  _ 
is  the  symptom  due  to  haemorrhage  or  neoplasm  in  the  medulla  oblongata,  for  with  theie 
the  patient  does  not  usually  survive  to  show  signs  of  the  laryngeal  paralysis. 

Herbert  FretdL 

PARALYSIS,  OCULAR. — (See  Strabismus,  p.  649  ;  Pupil,  Abnormalities  or 
THE,  p.  551  ;   and  Diplopia,  p.  174.) 

PARALYSIS  OF  ONE  EXTREMITY  (LOWER).— The  diagnosis  of  the  condition 
in  whieh  paralysis  of  both  legs  occurs  is  dealt  with  under  Paraplegia  (p.  510) ;  the  present 
article  refers  only  to  cases  in  which  paralysis  of  one  leg  is  complained  of.  It  is,  however, 
a  common  experience  for  the  clinician  to  find  signs  pointing  to  a  bilateral  affection  when 
the  patient  is  only  aware  of  disability  affecting  one  lower  extremity.  A  notable  and 
common  example  of  this  is  afforded  by  many  cases  of  disseminated  sclerosis.  The  patient 
complains  of  weakness  in  one  leg,  and  the  physician  finds  exaggeration  of  both  knee-jerks 
as  well  as  extensor  plantar  responses  on  both  sides,  and  is  led  to  the  conclusion  that  both 
pyramidal  tracts  are  affected,  although  one  may  be  damaged  more  severely  than  the  other. 

The  various  types  of  crural  monoplegia  may  be  diWded  roughly  into  two  classes,  one 
of  which  includes  those  cases  without  muscular  atrophy,  and  the  other  those  w^iich  present 
greater  or  less  degrees  of  muscular  wasting. 

Paralysis  of  One  Leg  without  Muscular  Atrophy. — The  cases  in  this  class  may  be 
sub-divided  into  two  groups,  the  first  comprising  those  in  which  the  pyramidal  tract  if 
affected,  and  the  second  those  in  which  there  is  no  evidence  of  pyramidal  affection. 

Spastic  paralysis  of  one  leg  may  result  from  a  lesion  of  the  pyramidal  tract  in  any  part 
of  its  course,  but  for  anatomical  reasons  it  is  more  likely  that  the  paralysis  will  be  confined 
to  one  side  when  a  lesion  affects  the  opposite  cerebral  hemisphere  above  the  pons,  that  is 
to  say,  above  the  level  at  which  the  two  pyramidal  tracts  run  in  close  proximity.  Spastic 
paralysis  of  one  leg  may,  however,  result  from  a  lesion  at  any  level,  and  the  diagnosis  of 
the  level  must  be  made  from  a  consideration  of  other  symptoms.  In  all  eases  the  conditioi 
of  the  leg  is  qualitatively,  if  not  quantitatively,  the  same.  A  spastic  leg  is  characteriied 
by  a  certain  amount  of  weakness  and  rigidity,  exaggeration  of  the  knee-  and  ankle-jerin^ 
and  the  extensor  type  of  plantar  response.  It  is  useful  to  remember  that  the  weaknea 
in  a  spastic  leg  does  not  affect  all  the  movements  to  the  same  extent.  If  the  movementi 
at  the  various  joints  are  tested  against  the  observer's  resistance,  it  will  generally  be  found 
that  dorsiflexion  of  the  ankle  and  flexion  of  the  knee  are  affected  more  than  other  nxrre- 
ments.  It  is  for  this  reason  that  the  patient  tends  to  drag  his  toes  more  on  the  afTectd 
side  than  on  the  other,  and  evidence  of  this  is  often  forthcoming  in  the  fact  that  he  tends 
to  wear  away  the  toes  of  his  boot.  The  muscles  of  a  spastic  leg  show  no  localized  wastin|^ 
and  present  no  alteration  from  the  normal  in  their  response  to  electrical  stimulation. 

In  the  attempt  to  diagnose  the  level  of  the  lesion  which  gives  rise  to  spastic  paralyw 
of  one  leg  certain  considerations  are  of  particular  importance.  If  the  lesion  is  situated 
immediately  above  the  lumbar  enlargement  of  the  cord,  the  abdominal  reflexes  can  be 
obtained.  If  the  lesion  is  situated  at  the  level  of  the  10th  dorsal  segment,  the  lower 
abdominal  reflex  on  that  side  will  be  absent,  while  the  epigastric  reflex  remains  intact.  A 
lesion  of  any  of  the  upper  dorsal  segments  causes  abolition  of  all  abdominal  reflexes  oo 
the  corresponding  side.  A  lesion  above  the  cervical  enlargement  will  lead  probably  to 
some,  even  if  slight,  weakness  in  the  corresponding  upper  extremity,  in  which  the  tendoo- 
jerks  will  be  exaggerated.  A  lesion  of  the  higher  part  of  the  pons  or  of  any  level  between 
the  pons  and  the  cerebral  cortex  will  produce  some  asymmetry  in  the  facial  movements 
as  well  as  weakness  in  the  arm  and  leg. 

Disseminated  sclerosis  has  been  mentioned  already  as  a  disease  in  which  spastic  paralysis 
of  one  leg  may  result  from  a  lesion  situated  in  the  spinal  cord.  In  all  probability  evidence 
of  other  patches  of  disease  will  be  discovered  in  such  cases  if  a  careful  examination  is  made. 
Some  intention  tremor  in  one  or  both  hands,  nystagmus,  diplopia,  optic  atrophy,  and 
sphincter  troubles  are  among  the  signs  which  may  be  forthcoming.  Less  conunonly, « 
one-sided  affection  of  the  spinal  cord  above  the  lunibo-sacral  enlargement  is  due  cither 
to  some  intramedullary  disease,  such  as  a  patch  of  myelitis,  a  gummOy  or  a  new  gns^ 
When  this  occurs  there  may  arise  a  symptom-complex  to  which  the  term  Brown-Sipord 
paralysis  is  applied.     In  this  condition  there  is  spastic  paralysis  of  the  leg  on  the  same 
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nde  as  the  [eaion,  together  with  loss  of  sensibility,  especially  of  thermal  and  painful 
sensibility,  in  the  opposite  leg.  The  physical  signs  in  Brown-Sequard  paralysis  are 
represented  in  greater  detail  in  the  accompanying  diagram  : — 

Zone  of  Hypenestheaia 

T«~.i     f  Atrophic  Paratysia 

^^     I  Painful  and  Thermal  Lobb  KW^Mf^'o  Local  E:ftecta 

^''^'  Ilom  of  all  Reflexes  '    w^^ 


Spastic  Paralysis 

(Loss  of  sense    of  passive    position 

and  movement 
(Loss  of  tactile  diserimination 


(4  to  6  normal  segmental  ar«a«) 
I  No  paralysis 


Diminished  skin 


Increased  tendon  reflexes 
Ankle-clonus 
Extensor  plantar  reflex 

— DidgrBmniat&c  rftpnmiUtLDn  at  tht  mu 


sensibility  and  localization 

Normal  skin  reflexes 
Normal  tendon  reflexes 
No  clonus 
Flexor  plantar  reflex 

le^ided  lesioD  of  the  Bpina]  cord— Bro' 


Hyalerical  paralysis  of  one  leg  usually  does  not  afford  much  difltculty  in  diagnosis. 
The  affected  limb  may  be  either  rigid  or  flaccid  ;  in  either  case  there  is  no  true  muscular 
atrophy  and  no  alteration  in  the  muscular  response  to  electrical  stimulation.  The  con- 
dition of  the  reflexes  provides  the  most  important  information.  In  the  hysterical  form 
of  paralysis  the  knee  and  ankle-jerks  may  be 
exaggerated,  but  they  are  never  lost.  A  true 
ankle-clonus  is  never  obtained,  and  the  plantar 
reflex  is  either  absent  or  of  the  flexor  type.  As 
a  general  rule  the  tendon  reflexes  in  the  i>pposite 
unaffected  limb  will  be  found  to  be  equally  brisk. 
In  contradistinction  to  spastic  paralysis  resulting 
from  a  pyramidal  lesion,  in  which  it  has  already 
been  pointed  out  that  dorsiflpxion  of  the  ankle 
and  flexion  of  the  knee  are  the  movements  most 
profoundly  affected,  the  movements  of  the  leg  in 
a  case  of  hysterical  paralysis  are  fuund  to  be  more 
or  less  equally  deficient  at  all  joints  and  in  all 
directions.  Certain  attitudes  and  certain  types 
of  gait  arc  almost  characteristic  o!  hysterical 
paralysis  of  one  leg.  In  one  form  the  whole  l<%' 
is  kept  rigidly  extended,  and  the  foot  strongly 
inverted,  so  that  the  patient  walks  on  the  outer 
plantar  edge  with  a  stiff  leg.  In  another  form, 
the  leg  is  flaccid  and  is  drugged  behind  the 
opposite  limb  with  the  toes  scraping  the  floor. 
In  some  cases,  examination  of  the  limb  when  the 
jmtient  is  at  rest  in  bed  reveals  little  or  no 
jwralysis.  but  in  the  attempt  to  stand  or  walk  the  _ 

limb   aj>pears    to    be    quile    useless.       Hysterical  ""         '       '     "'""'  *" -""'■'■ 

paralysis  of  a  leg  may  of  course  be  associated  with  similar  palsies  of  the  op|>osite  leg.  or  of 
the  arm  on  the  same  side  (hysterical  paraplegia,  hysterical  hemiplegia).  Slore  often  than 
not  a  leg  which  is  the  seat  of  hysterical  paralysis  also  presents  complete  insensibility  to 
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Paralysis  of  the  main  trunk  of  the  sciatic  nerve,  which  would  include  paralysis  of  all 
the  muscles  supplied  by  the  internal  and  external  popliteal  nerves,  points  to  disease  or 
injury  affecting  the  pelvis.  It  may  be  brought  about  by  a  fracture  of  the  pelvis  or  of  the 
upper  end  of  the  femur,  or  by  injuries  to  the  hip-joint ;  on  the  other  hand,  the  sciatic  nerve 
may  be  compressed  by  tumours  or  inflammator\'  masses  within  the  pelvis.  Such  an 
extensive  palsy  has  considerable  effect  on  the  patient's  gait,  as  he  is  unable  to  flex  the  knee, 
and  consequently  has  to  use  the  leg  as  a  stiff,  extended  support ;  the  disability  is  increased 
by  the  absence  of  all  movements  at  the  ankle-joint.  The  sensory  loss  in  such  a  condition 
includes  the  outer  side  of  the  lej  and  the  whole  of  the  foot,  except  a  small  area  on  its  inner 
and  upper  aspect. 

Palsy  of  the  external  popliteal  nerve  is  the  commonest  isolated  nerve  palsy  in  the  lower 
extremity.  Not  only  is  it  particularly  exposed  to  injury  in  its  course  through  the  popliteal 
space,  and  as  it  winds  round  the  fibula,  but  a  primary  neuritis  of  it  is  by  no  means 
uncommon,  especially  in  cases  of  diabetes  mellitus  and  lead  poisoning.  Isolated  paralysis 
of  the  external  popliteal  nerve  has  been  observed  frequently  in  tabes  dorsalis.  Its  most 
obvious  result  is  the  dropped  foot  to  which  it  gives  rise,  and  the  high-stepping  gait  which  is 
necessary  if  the  patient  is  to  clear  the  ground  with  his  toes. 

Injury  to  the  internal  popliteal  nerve  is  very  much  less  common,  but  it  may  be  involved 
by  tumours  or  the  products  of  inflammation  in  the  upper  part  of  the  leg.  Paralysis  of  the 
calf  muscles  is  the  chief  consequence,  preventing  the  patient  from  extending  his  foot  and 
standing  on  tip-toe,  or  from  making  any  springing  movement  in  the  attempt  to  walk  or 
run.  The  paralysis  of  the  interossei  and  the  unopposed  contraction  of  the  long  extensors 
may  lead  to  Claw-foot  (p.  109). 

Table  showing  the  Muscles  Innervated  by  the  different  Roots  of  the  Lumbar  and 

Sacral  Plexuses.* 

L.  1,  2.  Iliopsoas,    Quadratus  lumborum.     Sartorius.     Cremaster.     Quadriceps. 

L.  3.        Quadriceps.     Sartorius.     Quadratus     lumborum.      Adductores     femoris.      Obturator 

extemus. 
L.  4.        Adductores  femoris.     Quadriceps.    Sartorius.    Tensor  fasciae  femoris.     Tibialis  anticus. 

Extensor  communis  digitorum.     Extensor  hallucis. 
L.  5.        Tibialis    anticus.     Extensor    communis     digitorum.     Extensor      hallucis.      Peronei. 

Abductors  and  external  rotators  of  the  hip.     Gastrocnemii.     Long  flexors  of 

the  toes.     Hamstrings.     Glutei. 
S.  1.        Gastrocnemii.     Hamstrings.    Lo7ig    flexors    of    the    toes.     Peronei.     Abductors    and 

external  rotators  of  the  hip.     Glutei. 
8.  2.        Glutei.     Intrinsic    muscles    of   the  foot.     Gastrocnemii.     Hamstrings.     Long    flexors 

of  the  toes. 
S.  3,  5.  The  musculature  of  the  perineum  connected  with  defcecation,  micturition. 

In  addition  to  these  peripheral  nerve  palsies  of  the  lower  limb,  we  have  to  consider 
paralysis  due  to  lesions  of  the  roots  leaving  the  lumbo-sacral  region  of  the  cord,  and  forms 
resulting  from  disease  of  that  part  of  the  spinal  cord  itself  (see  table  above) :  atrophic  palsy 
of  one  leg  is  not  commonly  the  result  of  spinal  caries,  although  it  may  occur  when  the  caries 
affects  the  lower  lumbar  or  sacral  region.  On  the  other  hand,  paralysis  of  one  leg,  generally 
associated  with  acute  pain  of  root  distribution,  is  not  a  very  rare  early  symptom  of 
malignant  disease  of  the  lower  part  of  the  vertebral  column.  In  the  absence  of  any  obvious 
deformity,  the  diagnosis  in  such  cases  is  often  difficult,  and  much  may  depend  on  the  use 
of  skiagraphy  or  upon  the  history  of  a  growth  elsewhere  which  may  have  been  removed, 
from  the  breast  for  instance,  even  years  previously.  In  some  cases  a  good  deal  may  be 
learnt  from  observing  loss  of  the  natural  spinal  lumbar  curve,  and  from  a  suggestion  of 
shortening  in  the  stature  of  the  patient,  and  particularly  by  noticing  the  diminished 
interval  between  the  lower  ribs  and  the  iliac  crests.  These  are  signs  of  collapse  on  the 
part  of  the  softened  vertebne,  and  constitute  a  condition  to  which  the  name  *  entassement ' 
is  applied. 

Syphilitic  meningitis,  involving  the  roots  of  the  lumbo-sacral  cord,  is  another  not  very 
uncommon  source  of  crural  monoplegia.  The  diagnosis  depends  upon  the  history  of 
syphilis,  a  positive  Wassermann  serum  reaction,  the  results  of  an  examination  of  the 
cerebrospinal  fluid,  and  the  fact  that  both  the  motor  palsy  and  the  sensor\'  loss  follow  a 
root  distribution. 

%The  muacles  which  afford  the  most  useful  landmarks  are  printed  iu  italics. 
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difficulty  in  carrying  out  delicate  movements  if  there  is  loss  of  cutaneous  sensibility.  With- 
out tactile  sense  it  is  impossible  to  handle  a  pen  in  a  proper  manner.  Sometimes  a  patient 
will  complain  of  loss  of  power,  when  investigation  shows  that  the  ability  to  execute  move- 
ments is  inhibited  by  the  pain  in  a  muscle  or  joint  evoked  by  the  attempt.  In  other 
instances,  mechanical  limitation  of  movement  by  arthritic  changes,  without  pain,  may 
lead  the  patient  to  believe  that  there  is  loss  of  power.  He  finds  he  cannot  lift  his  arm, 
and  ascribes  the  disability  to  paralysis  instead  of  to  ankylosis  of  the  shoulder-joint.  On 
the  other  hand,  it  must  be  remembered  that  pain  and  loss  of  power  may  be  associated  in 
some  forms  of  neuritis.  If  the  patient  says,  "  My  arm  is  so  painful  that  I  cannot  lift  it," 
examination  must  be  directed  to  ascertain  whether  the  inability  is  due  only  to  painfiil 
inhibition  or  to  real  paralysis  in  addition. 

Stress  must  be  laid  upon  the  necessity  for  obtaining  a  careful  history,  and  especially 
an  accurate  account  of  the  duration  of  the  trouble,  whether  its  onset  was  sudden,  rapid, 
or  slow  and  progressive,  and  whether  the  loss  of  power  was  accompanied  or  preceded  by 
pain,  numbness,  or  tingling.  The  family  and  previous  history  must  not  be  neglected.  In 
examining  the  paralyzed  arm,  care  should  be  taken  that  the  whole  of  both  upper  limbs,  as 
well  as  the  neck,  upper  part  of  thorax,  and  shoulders  are  stripped,  so  as  to  be  inspected 
easily  and  the  two  sides  compared.  It  will  also  be  necessary,  in  the  large  majority  of 
instances,  to  investigate  the  functions  of  the  cranial  nerves  and  the  reflexes,  etc.,  of  the 
trunk  and  lower  extremities.  This  is  often  imperative  even  when  no  complaint  is  made 
of  loss  of  power  or  other  symptoms  in  any  part  of  the  body  except  one  upper  limb.  The 
importance  of  this  full  examination  is  perhaps  obvious,  but  it  may  be  illustrated  by 
reference  to  two  points.  A  lesion  of  one  internal  capsule  may  give  rise  to  paralysis  of  the 
opposite  arm,  but  it  will  be  likely  to  cause,  in  addition,  some  alteration  in  the  abdominal 
and  leg  reflexes  of  the  corresponding  side.  Similarly,  a  lesion  of  the  8th  cervical  or  1st 
dorsal  spinal  segments,  or  of  their  corresponding  spinal  roots,  will  also  afTect  the  flbres 
leaving  the  cord  at  that  level  and  passing,  via  the  cervical  sympathetic,  to  the  eye  of  the 
same  side.  In  this  way  atrophic  paralysis  of  the  muscles  of  one  hand  may  be  associated 
with  a  small  pupil  and  a  small  palpebral  Assure  on  the  same  side,  a  coincidence  which  at 
once  points  to  the  cord  or  roots  as  the  site  of  the  lesion,  and  acquits  the  peripheral  nerves 
of  being  concerned  in  the  production  of  the  palsy.  In  such  a  case  the  further  investiga- 
tion of  the  abdominal  reflexes,  the  knee-jerks,  and  plantar  responses,  will  help  to  decide 
whether  the  lesion  is  intramedullary  or  extramedullary  ;  in  the  former  event  the  abdominal 
reflex  on  the  same  side  would  be  absent,  the  knee-jerk  would  be  increased,  and  the  plantar 
response  would  be  of  the  extensor  tyi>e,  while  in  the  latter,  unless  the  lesion  exerted  con- 
siderable pressure  on  the  cord,  the  reflexes  below  the  arm  would  be  normal. 

Any  attempt  to  enumerate,  let  alone  discuss,  all  the  possible  lesions  which  can  give 
rise  to  paralysis  in  the  upper  extremity,  is  out  of  the  question,  and  we  must  be  content 
to  consider  the  broad  principles  of  diagnosis  in  connection  with  the  more  familiar  instances 
of  brachial  palsy.  For  this  purpose  a  classification  based  chiefly  on  the  presence  or  absence 
of  muscular  atrophy  will  be  adopted.  This  will  be  of  practical  use  because  the  mere 
inspection  of  a  paralyzed  limb  generally  enables  the  observer  to  detect  whether  a  case 
belongs  to  the  one  category  or  the  other. 

PARALYSIS  WITHOUT  MUSCULAR  ATROPHY. 

This  heading  embraces  cases  in  which  there  may  be  general  impairment  of  nutrition, 
and  perhaps  muscular  wasting,  due  to  disuse,  but  in  which  there  is  no  localized  muscular 
atrophy  and  no  alteration  in  the  response  of  the  muscles  to  electrical  stimulation.  The 
cases  may  be  divided  into  two  groups  :  (1)  Those  in  which  there  is  some  affection  of  the 
upper  motor  neuronic  system  (pyramidal  lesions),  and  (2)  Cases  without  lesion  of  the 
pyramidal  tract. 

Paralysis  due  to  Pyramidal  Tract  Lesions. — The  most  familiar  example  of  this 
group  is  afforded  by  cases  of  brachial  monoplegia  due  to  a  vascular  lesion  {thrombosis,  hcemor- 
rhage,  or  embolism)  in  the  internal  capsule  or  other  part  of  the  pyramidal  tract  in  its  course 
through  the  brain.  In  the  diagnosis  of  this  condition  the  points  of  importance  are  :  The 
presence  of  some  cardiovascular  condition  capable  of  producing  the  lesion,  such  as  disease 
of  the  heart,  kidneys,  or  arteries  ;  the  sudden  or  rapid  onset  of  the  symptoms,  with  or 
without  loss  of  consciousness  or  other  cerebral  disturbance.     The  arm  retains  its  natural 
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contours,  and  the  muscles  are  not  atrophied,  although  they  may  appear,  after  some  time 
has  elapsed,  to  be  smaller  than  those  of  the  other  arm.  The  paralysis  may  s,ftect  the  whole 
limb  and  include  inability  to  shrug  the  shoulder  ;  or  the  movements  of  the  hand  and 
fingers  may  be  more  impaired  than  those  of  the  elbow  and  shoulder.  There  is  a  tendenq 
for  the  arm  to  exhibit  more  and  more  resistance  to  passive  movement,  that  is  to  say,  tl 
develop  spasticity.  At  the  same  time,  if  left  to  itself,  the  limb  will  adopt  a  fixed  positiot, 
which  includes  adduction  of  the  upper  arm  to  the  trunk,  flexion  and  pronation  of  the  fore- 
arm, and  flexion  of  the  wrist  and  fingers.  If  any  movements  are  possible,  they  will  be 
those  of  flexion  rather  than  of  extension  at  the  various  joints.  The  muscle  tone  ii 
increased,  and  the  tendon-jerks,  such  as  the  ulnar  and  radial  wrist-jerks,  the  triceps,  bioepi 
and  supinator  jerks,  are  exaggerated  when  compared  with  those  of  the  opposite  limb. 
Eventually  contractures  may  develop,  and  it  will  be  found  impossible  to  extend  the  upper 
arm,  forearm,  hand,  and  fingers  into  one  straight  line. 

Such  is  the  clinical  picture  afforded  by  spastic  paralysis  of  the  arm.  and  one  case  wffl 
differ  from  another  only  in  the  degree  of  spasm  and  the  degree  of  paralysis  ;  but  the  amount 
of  spasticity  and  the  paresis  do  not  always  correspond.  In  one  patient  the  rigidity  form 
the  chief  olastacle  to  voluntary  movement  ;  in  another  the  arm,  though  powerless,  sboin 
comparatively  little  increase  in  tone. 

The  fact  that  the  pyramidal  fibres  destined  for  the  face,  trunk,  and  leg  run  in  ck»e 
proximity  to  those  for  the  arm,  is  sufficient  reason  for  suspecting  that,  even  if  no  other 
paralysis  is  complained  of,  there  may  be  signs  of  disturbed  function  in  other  parts.  The 
side  of  the  face  corresponding  to  the  paralyzed  arm  may  not  move  so  quickly  or  so  poww^ 
fully  as  the  other  side  in  a  voluntary  effort  to  show  the  teeth,  although  no  difference  may 
be  detected  when  the  patient  smiles.  The  corresponding  abdominal  reflexes  may  be  found 
wanting.  The  knee-jerk  may  be  increased  ;  ankle-clonus  and  an  extensor  plantar  response 
may  be  elicited  ;   all  on  the  same  side. 

This  spastic  arm,  in  all  degrees  of  severity,  may  result  not  only  from  a  vascular  Icskm 
in  the  brain,  but  also  from  a  cerebral  abscess,  a  cerebral  tumour,  or  cerebral  inflamma^ 
(encephalitis).     The  arm  will  present  identical  features,  so  that  the  diagnosis  must  be 
made  from  a  consideration  of  other  data.     Thus  a  cerebral  abscess  only  becomes  likely  when    ^ 
there  is  some  infective  process  either  in  the  bones  of  the  skull  (mastoid  or  frontal  sinus 
disease)  or  in  a  distant  part  such  as  the  heart  or  lungs  (ulcerative  endocarditis  or  bronchi- 
ectasis).    Headache,  vomiting,  and  optic  neuritis,  with  a  slow  pulse,   slow  respiratioo, 
and  subnormal  temperature,  may  help  in  the  diagnosis.     In  cases  of  cerebral  tumour  the 
development  of  the  brachial  palsy  is  nearly  always  slow  and  progressive,  spreading  from  •■ 
one  part  of  the  limb  to  another,  and  again  there  may  be  headache,  vomiting,  and  optic     \ 
neuritis.     It  should  be  remembered,  however,  that  these  signs  of  increased  intracranial     < 
pressure  are  not  always  present,  and  that  the  presence  of  a  tumour  is  always  to  be  suspected    J 
when  a  spastic  paralysis  of  one  limb  comes  on  in  a  slow  and  progressive  manner.    Some 
tumours  grow  at  the  expense  of  neighbouring  tissues  in  such  a  way  that  pressure  is  raised 
but  little  or  not  at  all.     Encephalitis  will  need  to  be  considered  when  there  is  a  history  of    \ 
acute  constitutional  disturbance  with  fever,  vomiting,  headache,  and  perhaps  convulsions 
preceding  or  attending  the  onset  of  the  paralysis.     The  latter,  however,  is  not  progressive. 
It  reaches  its  maximum  within  a  few  hours,  and  shows  a  general   tendency  to  improve 
after  the  acute  symptoms  have  passed  off. 

Disseminated  sclerosis  is  another  disease  in  which  a  spastic  monoplegia  is  not  uncommon. 
The  diagnosis  is  easy  if  it  occurs  late  in  the  disease,  when  nystagmus,  optic  atrophy,  spastic 
paraplegia,  and  sphincter  trouble  are  already  present,  or  if  there  is  a  history  of  previous 
transient  palsies  affecting  other  limbs.  When,  however,  paralysis  of  one  arm  is  the  first 
symptom,  as  it  may  be,  the  diagnosis  may  be  difficult.  The  rapid  onset  of  the  palsy  in  a 
healthy  young  adult  without  constitutional  disturbance,  severe  headache,  or  vomiting,  and 
perhaps  the  discovery  of  absent  abdominal  reflexes  and  an  extensor  plantar  response, 
should  direct  suspicion  to  the  possibility  of  a  patch  of  disseminated  sclerosis  being  responsible 
for  the  trouble. 

Diseases  of  the  pons,  medulla,  and  that  part  of  the  spinal  cord  which  lies  above  the  cenncal 
enlargement,  whether  vascular,  inflammator\%  or  neoplastic,  may  cause  spastic  palsy  o( 
the  upper  limb,  but  it  is  rarely  a  monoplegia.  The  arm  and  leg  on  one  side,  or  both  anns 
and  both  legs  (double  hemiplegia),  are  much  more  likely  to  be  involved  simultaneously, 
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and  the  site  of  the  lesion  is  inferred  from  the  knowledge  that  the  two  pyramidal  tracts 
are  in  close  proximity  in  those  regions. 

Paralysis  without  Lesions  of  tlie  Pyramidal  Tract — It  is  not  uncommon  for  a 
patient  in  the  earliest  stage  of  paralysis  agitans  to  complain  of  loss  of  power  in  one  arm. 
This  sometimes  leads  to  a  wrong  diagnosis,  the  trouble  being  described  vaguely  as  due  to 
neuritis,  or  even  hysteria.  This  mistake  will  be  avoided  if  notice  is  taken  of  the  fact  that 
the  limb  is  not  only  weaker  than  its  fellow,  but  that  it  is  somewhat  stiff  and  conspicuously 
slow  in  carrying  out  movements.  A  lack  of  expression  in  the  fJewe,  or  tendency  to  carry  the 
arm  in  a  flexed  position  across  the  trunk,  and  perhaps  some  hesitancy  in  the  gait,  should 
guide  the  observer  to  a  correct  diagnosis  even  if  trem6r  is  absent,  as  it  often  is  at  this  stage 
of  the  malady,     lliis  form  of  paralysis  is  unattended  by  changes  in  the  reflexes. 

Children  suffering  fiwm  chorea^  and  especially  hemichorea,  are  often  brought  to  a 
doctor  with  the  complaint  that  he  or  she  has  lost  the  use  of  an  arm.  Examination  will 
show  that  there  is  really  some  weakness  of  the  affected  limb,  which  is  demonstrated,  not 
so  much  by  the  poorness  of  the  grasp,  as  by  the  fact  that  the  child  is  unable  to  maintain  a 
steady  pressure.  He  will  grasp  the  observer's  Angers,  but  quickly  release  the  pressure, 
although  urged  to  continue  the  squeeze.  In  the  same  way,  when  asked  to  put  out  his 
tongue  he  will  do  so,  but  withdraw  it  at  once.  When  required  to  extend  his  arm  in  front 
of  him  with  the  palm  of  the  hand  facing  downwards,  it  will  generally  be  noticed  that  the 
wrist  is  slightly  flexed  although  the  Angers  are  extended.  These  are  points  which  may  be 
useful  in  coming  to  a  right  conclusion  when  choreic  movements  are  not  conspicuous  ;  but 
attention  must  also  be  paid  to  the  condition  of  the  heart  and  to  any  history  of  rheumatism. 
No  information  of  value  can  be  obtained  from  the  reflexes  unless  perhaps  the  choreic  form 
of  knee-jerk  is  present  (p.  359). 

Hysterical  brachial  palsy  may  resemble  one  due  to  a  pyramidal  lesion  in  presenting  a 
marked  amount  of  rigidity,  or,  on  the  other  hand,  the  whole  limb  may  be  flaccid  and  limp. 
Some  general  wasting  of  the  muscles  may  be  present,  but  there  is  no  alteration  in  their 
electrical  reactions.  Organic  pyramidal  lesions  must  be  excluded  by  an  examination  of 
the  reflexes.  The  supinator,  biceps,  and  triceps  jerks  may  be  tried,  but  they  will  not  be 
appreciably  more  brisk  than  those  of  the  opposite  limb.  The  abdominal  and  leg  reflexes 
will  be  natural.  If  the  limb  is  rigid  the  observer  will  probably  be  able  to  overcome  the 
rigidity  by  steady  pressure,  and  to  extend  the  arm,  forearm,  hand,  and  Angers  into  one 
straight  line.  When  the  patient  is  asked  to  perform  a  certain  movement,  the  observer 
can  often  see  that  in  the  effort  to  carry  it  out  the  antagonistic  muscles  are  put  into  action 
rather  than,  or  as  well  as,  those  which  are  necessary  for  its  execution.  Thus  the  triceps 
will  contract  as  well  as  the  biceps  when  the  patient  is  requested  to  flex  the  elbow,  with 
the  result  that  the  forearm  is  moved  verv  little  or  not  at  all.  This  mav  also  be  demon- 
strated  when  the  obser\^er  resists  the  movement  of  flexion  by  grasping  the  wrist  and  then 
unexpectedly  relaxes  his  resistance  ;  in  an  organic  palsy  this  will  be  followed  by  further 
uncontrolled  flexion  at  the  elbow,  whereas  in  a  hysterical  patient  the  contraction  of  the 
triceps  maintains  the  forearm  in  its  former  position.  Another  important  point  in  dis- 
tinguishing a  palsy  of  cerebral  origin  from  one  which  is  hysterical  is  that  in  the  organic  case, 
even  when  no  voluntary  movement  whatever  can  be  carried  out  by  the  fingers,  the  latter 
may  move  involuntarily  in  association  with  energetic  movements  in  the  ()[)posite  limb. 
Thus,  when  the  patient  is  asked  to  grasp  some  object  as  tightly  as  he  can  with  the  sound 
hand,  flexion  of  the  fingers  may  be  detected  in  the  paralyzed  side.  The  same  phenomenon 
is  seen  in  connection  with  involuntary  movements,  such  as  yawning.  The  writer  remembers 
being  requested  to  see  a  case  in  which  there  was  paralysis  of  one  arm,  and  in  which  the 
diagnosis  between  organic  and  functional  disease  was  in  doubt.  The  first  question  he 
asked  the  patient  was  whether  he  could  open  his  hand  and  extend  his  fingers  ;  the  patient 
replied  in  the  negative,  but  immediately  volunteered  the  statement  that  the  fingers  became 
extended  whenever  he  yawned.  This  settled  the  point  in  dispute  at  once,  because  such 
associated  movements  do  not  occur  in  hysterical  palsies.  In  many,  if  not  most,  cases  of 
hysterical  palsy  of  an  arm,  the  limb  is  also  anaesthetic,  and  this  anaesthesia  can  generally 
be  recognized  as  hysterical  on  account  of  its  complete  character.  In  a  cerebral  palsy  there 
may  be  some  loss  of  sensibility  to  light  touches  and  some  impairment  of  pain  sense,  but 
the  hysterical  patient  is  usually  insensitive  to  all  forms  of  stimulation,  even  pinching  or  a 
strong  faradic  current.     Morover,  the  distribution  of  the  anaesthesia  does  not  correspond 
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to  any  form  seen  in  organic  disease,  and  is  frequently  of  a  glove  or  sleeve  type  with  a  vwy 
sharp  line  of  demarcation. 

PARALYSIS    WITH    MUSCULAR   ATROPHY   (OR   ATROPHIC    PALSY). 

In  this  category  are  included  all  cases  of  brachial  palsy  in  which  there  is  true  muscubr 
atrophy  associated  with  some  alteration  in  electrical  reactions,  either  the  typical  reactiot 
of  degeneration  or  quantitative  diminution  of  excitability  to  galvanic  and  faradic  currents. 
In  all  such  cases  there  is  some  organic  lesion  affecting  some  part  of  the  lower  motor  neurons; 
there  must  be  some  disease  involving  (1)  the  spinal  segments  from  the  5th  cervical  to  the 
1st  dorsal,  (2)  the  corresponding  aftterior  spinal  roots,  (8)  the  brachial  plexus,  (4)  the 
peripheral  nerves  of  the  arm,  or  (5)  the  muscles  themselves. 

In  addition  to  atrophy  and  alteration  in  electrical  response,  each  paralyzed  muade 
tends  to  lose  its  tendon- jerk.  For  instance,  the  tendon-jerk  of  an  atrophied  biceps  cannot 
be  obtained,  and  in  all  probability  direct  percussion  of  the  muscle  itself  will  also  foil  ti 
elicit  a  contraction,  or  will  give  rise  only  to  an  abnormally  slow  contraction.  Muscki 
which  are  undergoing  atrophy  may  also  exhibit  fine  fibrillary  contractions  of  a  spontaneooi 
kind,  but  these  arc  seen  onlv  when  the  disease  affects  the  ner\'e  fibres,  and  not  when  the 
muscles  themselves  are  affected  primarily.  These  fibrillations  are  very  rarely  seen  in  the 
group  of  muscular  atrophies  to  which  the  name  of  '  myopathy  '  is  given. 

When  making  a  diagnosis  of  the  site  of  the  lesion  in  cases  of  atrophic  brachial  paralyaik 
it  is  essential  to  analyze  carefully  the  distribution  of  the  atrophied  muscles.  This  mint 
be  done  in  order  to  answer  the  questions  :  Are  all  the  atrophied  muscles  supplied  by  one 
peripheral  nerve,  or  arc  they  innervated  by  one  or  more  spinal  segments,  or  by  one  or  moie 
anterior  spinal  roots  ?  The  diagnosis  will  be  comparatively  simple  when  it  is  found,  for 
instance,  that  all  the  atrophied  muscles  are  supplied  by  the  musculospiral  nerve,  and  that 
all  the  muscles  supplied  by  that  ner\'e  are  atrophied  and  paralyzed.  A  lesion  of  that  nerve 
can  then  be  diagnosed  and  its  nature  inferred  from  other  data,  such  as  the  use  of  a  crutdi 
or  the  history  of  a  fractured  humerus,  with  the  detection  of  callus  involving  the  ner\T  at 
the  site  of  the  fracture. 

Let  us  now  consider  briefly  some  of  the  various  conditions  giving  rise  to  atrophk  palsy 
of  the  upper  extremity,  and  the  features  which  are  most  characteristic  for  the  purpose 
of  their  diagnosis. 

In  cases  of  neuritis  there  may  be  paralysis  of  the  muscles  supplied  by  one  ner\'e  only, 
or  of  muscles  supplied  by  several  nerves  (multiple  neuritis).  In  the  former  case  the  correcl 
diagnosis  of  the  lesion  depends  on  a  knowledge  of  the  muscles  inner\'^ated  by  each  of  the 
chief  brachial  nerves,  and  this  may  be  gleaned  from  the  following  list  : — 


Nerve,  Muscles. 

rosterior  scanular  iC  5)   '  levator  anguli  scapulae 
1  osterior  scapular  (C.  o)  ^  i||,on^i,oideus  minor 

Long  thoracic (C.  5,6,  7)     Serratus  magnus 

Suprascapular  (C.  5,  6)     Supraspinatus 

Anterior  thoracic  in*       v 

(C.  5,  0,  7,  8,D.l)  .P*^^^«"^**'"^^J«^ 

MuscuIocutaneous(C.5,6)'S*^P*!  ,. 

^  '  I  Hrachiahs  anticus 

y  Pronator  radii  teres 
Median  (C.  0,  7,  8,  I).  1)   '  Flexor  carpi  radialis 
forearm        i  Pahnaris  longus 


hand 


Ulnar  (C.  8,  I).  1) 

forearm 


hand 


r 

^  Flexor  sublimis  digitorum 

'  Abductor  pollicis 
I  Opponens  pollicis 

^  Flexor  carpi  ulnaris 

I  Palmaris  brevis 

'  Flexor  brevis  minimi  digit  i 

-  Abductor  minimi  digiti 

Opi)onens  minimi  digiti 

Interossci 


i 


Rhomboideus  major 

Infraspinatus 
Pectoralis  minor 
Coraco-brachialis 


Flexor  longus  pollicis 
Pronator  quadratus 
Flexor  profundus  digitorum  (outer 
halO 

Flexor   brevis     pollicis    (supeificiai 

head) 
Two  outer  lumbricals 

Flexor    profundus   digitorum  (ino^ 
half) 

Two  inner  lumbricals 
Adductor  obliquus  pollicis 
Adductor  transversus  pollicis 
Flexor  brevis  pollicis  (deep) 
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Ntme.  MutcUt. 

CiTCumflox  (C.  5,  e)  Dettoid  Tere*  minor 


/Extensor  carpi  radialia  brevior  ExIeitMr  ossis  metacarpJ   pollida 

foMann  Supinator  brevii  Extensor  longiu  polticis 

(posterior  inter-         -I  Elxtensor  communis  di^torum  Extensor  brevis  pollicii 

OBSeiu  branch)  Extensor  minimi  digiti  Extensor  indicia 

I  Extensor  carpi  ulnaris 

Latisaimus  doni 

When  several  nerves  are  involved  in  neuritis,  tiie  condition  is  one  ot  multiple  rteuritU 
and,  being  generally  due  to  some  toxic  cause,  tends  to  be  bilateral  and  symmetrical. 
Multiple  neuritis  is  further  characterized  by  the  fitcts  that  the  peripheral  muscles  are  more 
affected  than  the  proximal,  that  the  extensors  of  the  wrist  and  fingers  suffer  out  of  propor- 
tion to  the  flexors,  and  that  there  are  often  pain  and  tenderness  in  the  paralyzed  musclea. 
These  features  are  present  in  idcoholie  neuritis,  the 
most   common    fbrm   (p.   BO).     In    lead  palsy    the 
extensors  of  the  wrists  and  Angers  are  particularly 
susceptible,  although  other  muscles  supplied  by  the 
musculospiral  nerve — 4uch  as  the  supinator  longus 
and   triceps — may  escape  altogether.     The  associ- 
ation  of  dropped  wrist  with    a  blue  line  on  the 
gunis.    and    other   signs   of   plumbism   (p.    iU),    is 
diagnostic  of  this  form  of  brachial  palsy.     In  some 
cases  of  multiple  neuritis  it  is  impossible  to  identify 
the  causative  toxin,  but  glycosuria,  mercury,  and 
arsenic,    in   addition  to  alcohol  and  lead,  must  be 
remembered  in  this  connection.     Leprosy  may  pro- 
duce a    precisely  similar  condition  (Fig.  306),  but 
it    ix   rarely   met  with  in  Great  Britain.     (See  also 
.Atrophy,  Mlscllab.  p.  59.) 

In  most  cases  of  single  nerve  palsy  the  dia- 
gnosis, based  on  the  distribution  of  the  muscular 
atrophy  and  paralysis  with  altered  electrical  re- 
actions, can  be  confirmed  by  the  detection  of 
sensory  Ions  in  the  cutaneous  area  supplied  by  the 
same  ner\'e.  In  other  cases  the  sensory  fibres  appear 
to  o^er  more  resistance  than  the  motor  to  the  excit- 
ing cause  of  the  neuritis,  and  little  or  no  disturbance 
of  sensibility  can  be  found.  (For  areas  supplied  by 
the  peripheral  ner\es,  see  Plate  XXV,  p.  608,  and         ,     „_,    „  ,.,„,,       ,  ,    „, 

Sensation,  some  ABNOaMALITlE»  op,  p.  604).  neurtlw  in  m  ormifj  viwe  nf  l.^pr..  iiiiimlo-aiuw- 

Reference  may  be  made  to  one  or  two  of  the     )i^'hitDr.H<uam,'ilup^ar'ti'tavJ'oiLi'f^^ 
kindle  nerve  palsies  which  present  si>ecial  points  in     -Vu"™».| 
relation  tu  diagnosis. 

In  paralysis  of  the  aerratua  magiiua  [Fig.  '207)  due  to  injury  or  neuritis  of  the 
bng  thoracic  nerve,  the  patient  may  complain  of  general  weakness  of  the  am),  and 
particularly  of  inability  to  raise  it  above  the  horizontal  position.  The  trouble  arises  from 
llie  fact  that  the  sca]>ula  is  no  longer  held  against  the  thoracic  wall,  and  cannot  be  rotated 
with  the  movements  of  the  linib.  The  origin  of  this  disability  may  be  overlooked  if  the 
xnn  only  is  examined.  If,  however,  the  position  of  the  scapula  is  observed  when  the  arm 
is  mo^'ed  in  different  directions,  the  correct  diagnosis  can  be  arrived  at.  When  the  arm 
hangs  at  rest  by  the  side,  the  scapula  is  seen  to  be  slightly  raised  and  dis)>hiced  outwards, 
with  the  inferior  angle  inclining  towards  the  vertebral  colunm  and  itcrhaps  somewhat 
separated  from  the  chest  wall  (Fig.  207).  When  the  arm  is  raised  forwani  to  the  horizontal 
position  and  pressed  against  some  resistance,  the  inner  border  of  the  scapula  projects 
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In  addition  to  a  lesion  of  the  brachial  plexus  as  a  whole,  two  forms  of  ])artial  palsy 
not  unconunon,  and  have  received  special  names.  The  first  is  known  as  Erb's  palsy, 
is  due  to  a  lesion  of  the  upper  trunk  of  the  brachial  {)lexus,  composed  of  fibres  from 
5th  and  6th  cervical  rdots.  The  paralyzed  muscles  include  the  spinati.  deltoid,  biceps, 
inator  longus,  and  to  a  less  extent  the  extensors  of  the  wrist  and  fingers.  Tlie  arm 
gs  by  the  side,  and  the  forearm  remains  pronated  owing  to  weakness  of  the  supinator 
uscles.  and  especially  of  the  biceps.  There  is  sometimes,  but  not  always,  anu^sthesia 
the  outer  aspect  of  the  forearm  and  hand.  This  form  of  palsy  is  usually  produced  by 
Call  on  the  shoulder  of  such  a  kind  as  to  separate  the  latter  forcibly  fnmi  the  head,  and  so 
exert  sudden  and  severe  traction  on  the  upper  part  of  the  brachial  plexus.  A  similar 
is  often  seen  in  infants  as  a  result  of  injury  during  birth,  and  has  been  called 
hentie^s  palsy ^  after  the  observer  who  first  described  it.  In  both  Erb's  and  Duchenne's 
P^lsj-,  the  grouping  of  the  paralyzed  muscles  resembles  tliat  which  may  follow  an  injury 
^  the  5th  and  6th  cervical  segments  of  the  spinal  cord,  but  in  the  latter  case  bilateral 
Q^^nptoms  are  practically  certain  to  be  present,  as  well  as  more  extensive  disturbances  of 

sensation  of  the  trunk  and  limb,  probably  of 
the  dissociative  tyi)e.  (See  Skn'sation,  .Some 
-Abn'ormalitiks  of,  p.  604.)  In  si)inal  cord 
lesions,  moreover,  we  may  see  an  atrophic 
paralysis  of  the  muscles  supplied  by  the  5th 
and  6th  cervical  segments,  together  with  a 
spastic  paralysis  of  the  remaining  nuiseles  in 
the  arm — that  is  to  sav,  of  the  muscles  inner- 
vated  from  the  7th  and  8th  cervical  and  1st 
dorsal  segments.  This  mixture  of  atrophic 
and  spastic  paralysis  in  the  upper  limb  can 
only  be  brought  about  by  some  injury  or 
disease  of  the  spinal  cord. 
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Fig.  308. — Diutmim  to  illustr.ite  the  ccrvii'o-l>r.k.'bi;il  iilexu.s  uml  its  hnuu'lies  (ajiir  Knchrr). 


The  Other  form  of  partial  bnichial  plexus  palsy,  Klinupkc's  pnlsy,  depends  on  a  lesion 
of  the  trunk  formed  bv  the  8th  cervical  and  1st  dorsal  roots.  The  flexors  of  the  wrist  and 
fingers,  and  the  intrinsic  muscles  of  the  hand,  undergo  atrophy,  and  althougli  tlie  patient 
can  carrv  out  all  movements  at  the  shoulder  and  elbow,  he  is  unable  to  use  his  liiiirers. 
Tlie  area  of  anaesthesia  in  this  form  involves  the  ulnar  border  of  the  forearm  and  hand 
from  the  elbow  downwards.  This  condition  may  be  distinguished  from  a  spinal-cord 
lesion  affecting  the  8th  cervical  and  1st  dorsal  segments,  not  only  by  its  limitation  to  one 
upper  extremity,  but  also  by  the  absence  of  the  oculo-pupillary  symptoms  which  are  nearly 
always  present  in  spinal  lesions  of  that  level  ;  a  lesion  of  the  spinal  segments  in  that  region, 
or  of  the  corresponding  spinal  roots  in  their  intravertebral  course,  ])roduees  a  diminution 
in  the  size  of  the  pupil  and  a  narrowing  of  the  palpebral  aperture  on  the  same  side.  Such 
a  pupil  does  not  dilate  to  shade,  nor  when  the  skin  of  the  neck  is  pinched,  nor  when  a 
cocaine  solution  is  dropped  into  the  eye.  Although  the  presence  or  absence  ot*  oeulo- 
pupillar\'  symptoms  affords  a  point  of  differentiation  between  lesions  of  the  8th  cervical 
and  1st  dorsal  segments  of  the  spinal  cord,  or  of  their  corresponding  roots  on  the  one  hand, 
and  a  lesion  of  the  lower  trunk  of  the  brachial  plexus  on  the  other,  in  the  majority  of  cases, 
in  verj^  severe  injuries  to  the  neck  the  lower  roots  of  the  plexus  may  be  actually  torn  away 


PARALYSIS    OP    ONE    UPPKR    EXTREMITY  509 

Another  disease  in  which  atrophic  palsy  of  the  intrinsic  hand  muscles  is  a  prominent 
ure  is  peroneal  atrophy.  As  the  name  suggests,  the  muscular  atrophy  and  paralysis 
rrally  be^n  in  the  lower,  before  they  affect  the  upper,  extremities,  and  further  details 
Deming  the  condition  may  be  found  under  Paralysis  of  Onk  Kxtremffy,  Lowkr, 
IM  ;   and  Atrophy.  Muscl^x^vu  {Figs,  20  and  21,  p.  GO). 

The  diagnosis  of  mascular  atrophy  in  the  arm  dependent  on  a  preceding  acute  polio- 
sKftx  {Fig-  19,  p.  50)  is  not  difficult  if  an  accurate  history  can  be  obtained.  The  onset 
I  acute,  with  constitutional  disturbance,  varj-ing  from  a  transient  and  perhaps  over- 
toed  nialaise  to  a  pyrexia  up  to  104"  F..  with  generalized  pains  all  over  the  body, 
uting.  and  convulsions.  It  is  almost  invariable  that  the  initial  paralysis  was  more 
ensive  than  that  which  remained  permanent.  Attention  to  the  distribution  of  the 
■lysis  shows  that  it  is  irregular  and  different  in  every  case,  but  there  is  more  liability 
the  part  of  the  shoulder  and  upper  arm  nmscles  to  suffer  than  those  of  the  forearm  and 
hd.  If  botli  anns  are  affected  there  is  little  likelihood  of  any  great  degree  of  symmetry 
the  distribution  of  the  atrophy.  With  regard  to  the  electrical  reactions,  much  will 
Knd  on  the  stage  at  which  the  c*ase  c(»mes  under  observation.     Some  nuiscles  may  show 

reaction  of  degeneration,  others  may  respond  fairly  well,  and  others  show  no  response 
Btever  to  either  faradism  or  galvanism.  Vasomotor  changes,  general  defects  in  the 
nth  of  the  limb,  deformities,  and  contractures  are  common,  but  no  sensory  changes  and 
oculo-piipillar\'  phenomena  are  to  be  observed.  Only  those  reflexes  are  altered  or  lost 
Idi  are  concerned  with  atrophied  muscles. 

Hemorrhage  into  the  spinal  cord,  or  hcematomyelia,  due  to  injury,  <)ccurs  more  often 
die  level  of  the  8th  cervical  and  1st  dorsal  segments  than  at  any  other.  The  resulting 
■hrsis  has  much  the  same  distribution  as  that  described  in  Klumpke's  palsy  (p.  507), 
;the  diagnosis  may  be  made  from  the  fact  that  the  former  also  produces  spastic  paralysis 
9ie  trunk  and  legs,  and  frequently  gives  rise  to  areas  of  dissociated  anaesthesia.  Ooulo- 
)flhiT\'  phenomena  are  usual  as  well  in  cases  of  hoematomyelia  at  this  level.  Injuries 
the  cord  result  in  bilateral  symptoms,  whereas  Klumpke's  palsy  is  confined  to  one  arm. 

Various  forms  of  root  palsies  may  be  caused  by  tuberculous  or  malignant  disease  of  the 
lebfvr,  and  also  by  pachynieningitiJt,  fre(|uently  syphilitic.  The  diagnosis  of  the  nature 
Hieh  lesions  depends  on  examination  of  the  vertebral  column  and  of  the  cerebrosj)inal 
d.  The  symptoms  are  more  often  bilateral  than  unilateral,  and  may  be  complicated 
the  nrsults  of  pressure  on  the  spinal  cord,  leading  to  s[)astic  j)anilysis  of  parts  helow  the 
d  of  the  disc^ase. 

TufnouT8  originating  in  the  meninges  or  in  the  spinal  cord  at  the  level  of  the  cervical 
ugement  are  rare,  but  they  may  produce  atrophic  paralysis  of  the  arm  muscles,  with 
Htic  paralysis  of  the  tnink  and  lower  extremities.  These  phenomena  may  be  more 
irked  on  one  side  at  first,  but  they  tend  to  become  bilateral  with  the  gnidual  growth  of 
t  tumour. 

In  the  group  of  diseases  to  which  the  name  myopathy  or  muscular  dystrophy  is  applied, 
t  arm  is  often  more  or  less  completely  paralyzed.  The  diagnosis  of  this  condition 
pends  on  a  consideration  of  various  factors.  The  gradual  onset  and  the  bilateral  sym- 
stiy  of  the  affection,  the  marked  involvement  of  the  shoulder  and  upper  arm  as  coini)ared 
th  the  forearm  and  hand,  are  important  characteristics.  The  absence  of  fibrillary  con- 
letion  and  of  the  reaction  of  degeneration  are  also  to  be  noted,  while  the  history  of  a 
nilar  affection  in  other  members  of  the  family,  and  the  presence  of  muscular  atrophy 
muscular  pseudo-hypertrophy  in  other  parts  of  the  body,  serve  to  confirm  the  diagnosis. 

Tabi^e  Showing  the  ^Iisci  i.au  Distribition  or  tiik  \'Aitiors  Nerve  Hoots  of  the 

Brachial  Flexis.* 

Deltoid.  Spinati.  Teres  minor.  Uhomhoids.  Diaphragm.   Hieeps.  Supinator  loi)<;us. 

Serratiis  magnus.    Peot oralis  major.    Brachialis  aiiticus.     Coraco-bracliialis. 
Biceps.  Coraco-brachial is.  Brachialis  Anticus.   Supinator  longus.  Deltoid.  Spinati. 

Teres  major.    Serratiis  magnus.   Peetoralis  major.   Suhscapularis.  Pronators 

of  forearm.     Extensors  of  wrist. 
Triceps.     Extensors  of  ivrisl  and  Jingers.    Pninators  of  forearm.    Peetoralis  major. 

Subscapularis.     J^atissiiiius  dorsi.     Teres  major. 
Flexors  of  wrist  and  long  flcjrors  of  fingers.     Inlerossei  and  luinbrieales.     Museles 

of  thenar  and  h\'])othenar  eminences. 
Muscles  of  the  thenar  and  hypothenar  eminences.   Interossei  and  lumbricales,  Flexcr 

carpi  ulnaris.     Oculo-pupillary  fibres. 
Tboie  maacWti  which  are  the  mosc  iisoful  *  Uiulmurks  '  for  iiiiilvi  luiU  s-x-m -nt^  are  printed  in  italics. 
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a  case  is  time,  for,  until  with  the  lapse  of  time  the  little  patient  begins  to  walk,  it  may 
sometimes  be  difficult  to  exclude  organic  paraplegia.  If  there  are  definite  signs  of  rickets, 
or  if  the  patient  is  a  cretin  or  an  idiot,  the  diagnosis  is  more  obvious.  The  good  effects  of 
giving  thyroid  extract  over  a  prolonged  period  may  be  the  only  conclusive  means  of  dis- 
tinguishing cretinism  from  idiocy,  and  this  remedy  should  be  employed  in  all  such  cases, 
liowever  hopelessly  idiotic  the  infant  may  seem  to  be.  If  there  is  congenital  optic  nerve 
blindness,  the  case  is  one  of  idiocy  and  not  cretinism.  •'! 

Having  excluded  the  above,  the  next  thing  to  consider  is  whether  there  is  any  con- 
genital malformation  of  the  brain  or  cord.  Cases  of  meningocele,  myelocele,  or  spina  bifida 
will  generally  be  obvious  enough  ;  even  spina  bifida  occulta  will  often  suggest  itself  from 
the  presence  of  a  pigmented  or  hairy  mole  over  the  lower  part  of  the  lumbar  spinal  region, 
and  the  diagnosis  may  be  confirmed  by  careful  palpation  there.  Congenital  hydrocephalus 
makes  itself  evident  from  the  characteristic  enlargement  of  the  head,  which  in  extreme 
cases  can  be  mistaken  for  nothing  else,  and  which  in  lesser  degrees  can  be  distinguished 
from  the  enlargement  due  to  rickets  or  to  congenital  syphilis  by  the  fact  that  it  is  more 
imiform,  and  that  the  bones  are  fragile  and  thin,  and  separated  at  the  sutures.  The  only 
doubt  that  arises  in  a  case  of  infantile  hydrocephalus  is  as  to  whether  it  is  truly  congenital 
or  was  caused  by  an  early  but  post-natal  posterior  basal  meningitis.  There  is  increasing 
evidence  to  show  that  the  majority  of  these  cases  are  not  really  congenital,  that  the  head 
is  not  large  at  birth,  and  that  the  enlargement  follows  some  febrile  illness,  with  or  without 
convulsions — really  a  meningococcal  meningitis. 

Congenital  defect  of  the  cortex  would  suggest  itself  as  the  cause  of  infantile  diplegia  in 
a  case  in  which  delivery  had  taken  place  without  difficulty  and  without  the  use  of  forceps, 
the  head  and  spine  not  being  hydrocephalic  or  deformed,  and  yet  the  limbs  being  paralyzed 
from  birth  ;  they  may  be  flaccid  or  they  may  be  spastic,  and  there  is  no  constant  type  of 
reflex,  though  there  is  a  tendency  to  increased  knee-jerk,  ankle-clonus,  and  extensor  plantar 
reflex.  Intelligence  will  very  likely  be  defective  at  the  same  time.  In  rare  cases  the 
kidneys  may  be  so  large  and  cystic  that  they  can  be  palpated,  and  the  brain  may  then 
be  cystic  also — porencephalus. 

Paraplegia  due  to  injury  at  birth,  either  by  the  use  of  forceps  or  by  excessive  com- 
pression in  a  contracted  maternal  pelvis,  is  a  diagnosis  that  can  only  be  made  when  there 
has  been  an  unusual  amount  of  difficulty  at  birth,  for  it  is  remarkable  to  what  extreme 
degrees  the  child's  head  may  be  squeezed  and  altered  in  shape  without  apparent  detriment. 
Seeinp  that  it  is  the  lateral  aspects,  especially  the  arm  areas  of  the  Rolandic  cortex,  that 
will  be  most  affected  by  forceps,  these  instruments  are  more  likely  to  cause  bilateral  arm 
paralysis  than  ordinary  paraplegia.  Just  the  converse  of  this  is  true  of  superior  longitudinal 
sinus  thrombosis,  for  the  leg  areas  of  the  brain  lie  close  up  against  either  side  of  this  sinus, 
whilst  the  arm  areas,  being  more  distant  from  it,  are  likely  to  be  less  affected.  The 
symptoms  of  superior  longitudinal  sinus  thrombosis,  of  acute  encephalitis,  and  of  menin- 
gitis, may  be  so  similar — pyrexia,  general  head  symptoms,  vomiting,  and  convulsions — 
that  it  is  aln.ost  a  matter  of  guess-work  to  choose  between  them  when  thev  are  actuallv 
in  progress  ;  if  death  occurs  in  a  few  days,  suppurative  meningitis  is  likely  ;  if  in  a  few 
weeks,  tuberculous  meningitis  ;  if  the  patient  lingers  for  many  weeks  before  dying,  or  if 
recovery  occurs  with  hydrocephalus,  posterior  basal  or  cerebrospinal  meningitis  ;  if 
recovery  occurs  without  hydrocephalus,  it  may  be  almost  impossible  to  decide  between 
meningococcal  meningitis,  acute  encephalitis,  and  superior  longitudinal  sinus  thrombosis  ; 
nor  is  the  distinction  material,  except  in  so  far  that  it  is  important  to  remember  always  that 
a  favourable  issue  may  occur  even  in  a  case  that  seems  to  be  hopelessly  comatose  and 
<iying — a  diagnosis  of  meningitis  may  have  been  made  erroneously  when  the  condition 
was  really  one  of  acute  encephalitis  only.  If  it  seems  to  be  of  great  importance  to  arrive 
'M  the  accurate  diagnosis  in  the  acute  stages,  it  may  be  justiflable  to  perform  lumbar 
puncture.  A  cytological  examination  of  the  cerebrospinal  fluid  may  show  many  poly- 
morphonuclear cells  in  a  suppurative  case,  or  many  lymphocytes  in  a  tuberculous  case. 
Of  more  value  than  the  cytological  examination,  however,  is  the  bacteriological  test,  which 
may  succeed  in  isolating  the  causal  organism. 

If  one  is  able  to  exclude  the  infantile  diplegias,  and  the  conditions  which  simulate 
them,  the  probability  is  that  the  patient  will  have  shown  obvious  signs  of  being  able  to 
use  the  legs,  or  may  even  have  been  able  to  walk  before  the  paraplegia  set  in.     In  that 
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case,  if  the  paralysis  is  of  the  upper  neuron  type,  with  spasticity,  no  wasting  except 
as  may  be  due  to  disuse  and  non-developraent,  no  reaction  of  degeneration,  increased  kn» 
jerks,  extensor  plantar  reflexes,  ankle-clonus,  and  probably  bladder  and  rectal  trouble—! 
especially  if  there  is  anaesthesia  in  the  legs  at  the  same  time — by  far  the  commonest  caar^ 
for  the  condition  is  spinal  caries  with  compression  of  the  cord. 

If,  on  the  other  hand,  the  patient  develops  a  lower  neuron  type  of  paralysis,  iritl- 
wasting  of  the  affected  muscles  and  reaction  of  degeneration,  the  chances  will  be  greittf 
in  favour  of  acuie  anterior  poliomyelitis  followed  by  infantile  paralysis,  particularly 
diphtheria  can  be  excluded,  and  if  a  clear  historj*^  can  be  obtained  that  the  child  m' 
perfectly  well  until  he  developed  an  obscure  febrile  complaint,  which  may  at  first  haie 
been  regarded  as  of  gastric  origin,  but  which,  in  a  day  or  two,  led  to  one  or  more  limbic 
possibly  all  four,  becoming  limp  and  paralyzed,  with  rapid  subsidence  of  the  fever  lol 
great  improvement  in  the  paralysis  during  the  next  few  weeks.  It  is  possible  for  a  chiM 
to  have  had  absolute  paralysis  of  all  four  limbs  from  acute  anterior  poliomyelitis,  and  yet 
for  complete  recovery  to  occur  ;  more  often,  however,  one  or  another  group  of  musds 
remains  weak  ;  in  a  typical  case,  the  extensors  of  the  toes  and  ankle  are  affected  pemii*' 
nently,  the  consequent  contraction  of  the  unparalyzed  calf  muscles  leading  to  taliptt 
equinus  or  equino-varus.  Weakness  of  other  groups  of  calf  muscles  leads  in  a  similar  ny 
to  other  forms  of  club-foot,  such  as  T.  calcaneus,  T.  valgus,  and  so  on.  In  other  casci, 
the  muscles  below  the  knee  recover  completely,  but  some  other  group  is  involved— tfcr 
quadriceps  extensor  femoris  for  instance,  or  the  adductors  of  the  thigh.  It  is  of  counr^ 
possible  for  the  legs  to  recover  completely,  whilst  paresis  of  some  group  of  muscles  in  tk 
shoulder,  arm,  or  forearm  persists.  The  infantile  paralysis  which  follows  acute  anterior 
poliomyelitis  is  nearly  always  asymmetrical,  but  it  is  by  no  means  necessarily  so,  and  it ' 
may  cause  persistent  partial  paraplegia.  It  is  important  to  remember  that  the  knee-jeik 
is  deficient  or  absent  only  when  the  quadriceps  extensor  femoris  muscle  is  affected :  aad 
also  that  reaction  of  degeneration  is  no  longer  obtainable  in  the  muscles  when  the  disetie 
is  of  sufficiently  long  standing  for  all  the  degenerate  fibres  to  have  become  fibrous,  by  whick 
time  the  only  muscle  and  nerve  fibres  that  remain  are  normal,  though  they  are  fewer  i« 
number  than  thev  should  be. 

Peripheral  neuritis  in  a  child  is  decidedly  uncommon,  except  as  the  result  of  diphthem; 
it  should  not  be  diagnosed  lightly.  Being  an  affection  of  the  lower  neuron  type,  with 
wasting  of  the  muscles,  flaccidity,  reaction  of  degeneration,  and  deficiency  in  the  tendon 
reflexes,  it  may  be  difficult  to  distinguish  between  it  and  acute  anterior  poliomyelitis.  It 
might  be  urged  that  the  occurrence  of  pain  or  other  sensory  symptoms  is  in  fevourof 
peripheral  neuritis  and  against  poliomyelitis,  but  this  is  not  really  the  case  ;  the  inflammir 
tion  in  poliomyelitis  is  by  no  means  necessarily  restricted  to  the  grey  matter  of  the  anterior 
comua,  and  the  acute  stage  of  the  disease  is  often  accompanied  by  severe  pains  referred  t«^ 
the  peripheral  parts.  There  may,  however,  be  bacteriological  or  other  e\idence  of  the 
patients  having  had  diphtheria  during  the  preceding  few  weeks,  in  which  case  peripheral 
neuritis  would  be  diagnosed  ;  if  there  is  paresis  of  the  soft  palate,  as  evidenced  by  the 
regurgitation  of  fluids  through  the  nose  when  the  patient  tries  to  swallow  them,  or  by  the 
nasal  character  of  the  voice,  diphtheritic  neuritis  would  be  very  probable. 

There  remains  for  discussion  the  following  causes  of  paraplegia  in  children :  Fried- 
reich's ataxy.  Tooth's  peroneal  type  of  progressive  muscular  atrophy,  and  the  prinuify 
muscular  dystrophies,  particularly  pseudo-hypertrophic  muscular  paralysis.  There  9XC 
two  points  common  to  all  these,  namely,  that  they  all  are  insidious  in  onset,  slowly  prt>" 
gressive  for  years  before  the  end  comes  as  the  result  of  an  intercurrent  malady  ;  and  that 
they  are  familial  diseases,  the  family  history  having  an  important  bearing  upon  their 
diagnosis. 

Friedreich's  ataxy  is  characterized  by  paraplegia,  often  associated  with  deformity* 
such  as  talipes  and  scoliosis,  owing  to  persistent  error  of  posture,  without  wasting  except 
such  as  may  be  due  to  disuse  or  non-development ;  the  knee-jerks  are  absent,  but  the  pup"^ 
react  normally  ;  there  is  no  sphincter  trouble  unless  quite  late  ;  ankle-clonus  is  absent* 
but  there  is  generally  a  remarkable  condition  of  hallux  erectus,  which  amounts  to  a  sort 
of  permanent  extensor  plantar  reflex  ;  there  are  no  sensory  disturbances  ;  the  arms  n|*y 
not  be  affected  at  all,  or  they  may  present  some  degree  of  ataxy,  with  or  without  intention 
tremors-  that  is  to  say,  tremors  which  are  increased  when  the  patient  tries  to  perforn* 


PARAPLEGIA  513 

vohmtaiy  movements — sometimes  even  choreiform  movements  are  present ;  speech  is 
monotonous,  nystagmus  is  sometimes  present,  and  occasionally  there  is  optic  atrophy.  If 
progressive  paraplegia  develops  at  about  8  or  9  years  of  age  in  a  child  with  a  family  history 
of  similar  trouble  ;  if  the  knee-jerks  are  absent,  whilst  the  big  toes  are  permanently  erect, 
and  if  there  is  neither  atrophy  nor  pseudo-hypertrophy  of  the  muscles,  the  diagnosis  is  in 
all  probability  Friedreich's  ataxy.  The  patient  may  survive  to  puberty  or  even  longer, 
but  is  liable  to  death  from  phthisis,  pneumonia,  or  other  intercurrent  malady — the  same 
applying  to  all  the  fomilial  diseases  now  under  discussion. 

Tooth^s  peroneal  type  of  progressive  muscular  atrophy  is  apt  to  develop  after  some  simple 
ipecific  fever,  such  as  whooping-cough  or  measles.  The  first  point  the  mother  notices  is 
that  the  child — thitherto  normal — is  unable  to  bend  the  big  toes  upwards  ;  a  condition 
of  permanent  plantar  flexion  of  the  big  toes  ensues  ;  inability  to  extend  the  other  toes 
follows :  and  presently  the  patient  cannot  dorsiflex  the  ankles.  It  is  chiefly  the  muscles 
supplied  by  the  external  popliteal  nerve,  formerly  called  the  peroneal  nerve,  that  are 
affected  ;  hence  the  name  of  the  disease.  Talipes  may  result.  The  lesion  is  not  primarily 
in  the  muscles,  but  in  the  anterior  comual  cells  of  the  lumbo-sacral  part  of  the  cord,  so 
that  reaction  of  degeneration  is  obtainable  in  the  wasted  muscles.  The  knee-jerks  remain 
Bornial  so  long  as  the  quadriceps  extensor  femoris  is  unaffected,  there  is  no  ankle-clonus, 
and  the  big  toe  may  not  move  at  all  when  the  sole  is  stimulated.  A  brother  or  a  sister  is 
very  likely  to  have  suffered  from  the  same  complaint  (see  Figs.  20,  21,  p.  60). 

In  the  primary  muscular  dystrophies  the  nerves  are  normal,  so  that  there  is  no  reaction 
of  degeneration  ;  if  a  muscle  has  become  entirely  atrophied,  there  will  be  no  reaction  in 
it  at  all ;  but  as  long  as  any  reaction  is  obtainable  it  is  of  the  normal  type.  The  same  applies 
to  the  reflexes.  The  most  easily  recognized  of  all  the  primary  muscular  dystrophies 
if  pseudo-hypertrophic  muscular  paralysis,  the  only  difficulty  being  when  no  family  history 
is  obtainable,  and  when  the  case  is  still  in  too  early  a  stage  to  be  typical.  Hoys  arc 
affected  more  often  than  girls,  but  it  is  generally  inherited  from  the  mother's  side.  It  is 
pofisible  for  some  members  to  have  presented  atrophic  myopathy,  whilst  others  suffer 
frora  the  pseudo-hypertrophic  form.  Wlien  fully  developed,  the  most  striking  feature  of 
the  case  is  the  marked  weakness  of  the  legs,  notwithstanding  the  apparent  firmness  and 
great  size  of  the  calves.  The  muscles  are  really  atrophied,  their  apparent  enlargement 
being  due  to  extensive  deposition  of  intramuscular  interstitial  fat.  Ultimately,  if  the 
patient  survives,  all  the  muscles  in  the  body  become  wasted  and  fibrous  ;  but  whereas 
some  of  them  atrophy  from  the  first,  others  exhibit  marked  pseudo-hypertrophy  before 
they  atrophy — particularly  the  gastrocnemii,  the  solei,  the  glutei,  the  deltoids,  the  supra- 
ud  infra-spinati,  and  portions  of  the  triceps.  The  muscles  of  the  hands  and  feet  arc 
generally  unaffected.  The  muscles  most  frequently  atrophied  are  the  lower  half  of  the 
ptctoralis  major,  the  latissimus  dorsi,  the  scrratus  magnus,  the  biceps,  and  the  flexors  of 
the  knee.  There  are  no  sensory  or  sphincter  troubles.  When  the  case  is  well  advanced, 
the  way  in  which  the  patient  gets  up  from  a  lying  posture  is  verj'  characteristic  ;  it  is 
gttierally  described  as  ^climbing  up  himself.'  He  first  rolls  over  and  rests  on  his  hands 
vkI  knees  ;  then  puts  his  head  between  his  arms  and  raises  the  knees  from  the  ground,  so 
that  he  is  now  supported  on  his  hands  and  feet ;  he  next  brings  one  hand  nearer  to  his 
toes,  and  then,  swinging  his  body  over  first  to  one  side,  places  his  opposite  hand  on  the 
corresponding  knee,  straightens  that  leg,  and  repeats  the  performance  on  the  other  side, 
80  that  he  now  stands  with  his  legs  widely  separated  and  with  a  hand  resting  on  each  knee  ; 
be  then  works  each  hand  alternately  higher  up  his  thighs,  until  finally,  by  a  sudden  back- 
'wuti  movement  of  his  shoulders,  he  attains  the  erect  attitude.  Another  feature  of  the 
Qtee  is,  that  if  one  tries  to  lift  the  boy  up  by  putting  one's  hands  under  his  armpits,  his 
Moulders  rise  right  up  to  his  ears,  and  he  ver>'  easily  slips  through  one's  hands.  He  is 
^  unable  to  stand  on  tip-toe,  and  the  gait  is  waddling. 

The  two  other  types  of  muscular  dystrophy  mentioned  above- -the  infantile  and  the 
juvenile — are  but  different  varieties  of  the  same  maladv  ;  both  are  charaetcri/ed  hv 
Progressive  wasting  of  the  muscles  without  pseudo-hypertrophy  ;  in  the  infantile  form 
^c  muscles  have  been  atrophic  from  the  first,  whereas  in  the  juvenile  form  the  mus.^Ies 
'^velop  in  what  seems  to  be  a  normal  way  up  to  a  certain  j)oint,  and  then  gradually 
^te  away.  The  disease  is  distinguished  from  peripheral  neuritis,  (1)  by  the  absence 
*  Reaction  of  degeneration  ;   (2)  by  the  persistence  of  the  rellexes  as  long  as  any  muscle 
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tissue  is  left  to  respond  ;  (t3)  by  the  family  history  as  mentioned  above  ;  (4)  by  the 
absence  of  sensory  changes  ;  and  (5)  by  the  absence  of  improvement  with  time.  Aa 
attempt  is  sometimes  made  to  classify  the  primary  muscular  dystrophies  into  different 
kinds,  according  to  the  groups  of  muscles  first  affected.  In  the  Landouzy-Dejerine  type, 
for  instance,  the  face  muscles  are  first  attacked,  the  trouble  slowly  spreading  to  the 
shoulder  and  upper  arm.  It  is  probable,  however,  that  whatever  groups  of  muscles  may 
be  the  first  affected,  the  differences  are  those  of  degree  and  type  rather  than  of  kind,  and 
that  the  muscular  wasting,  wherever  it  may  begin,  ultimately  becomes  widespread,  and 
finally  involves  all  the  muscles. 

II.  THE  CAUSES  OF  PARAPLEGIA  IN  ADULTS. 

We  may  now  pass  on  to  a  discussion  of  the  differential  diagnosis  of  paraplegia  in 
adults.  It  is  clear  that  a  paraplegia  that  has  arisen  during- infancy  or  childhood  niay 
persist  into  adult  life,  in  which  case  the  diagnosis  will  be  made  upon  the  lines  indicated 
above.  It  is  also  possible  for  some  of  the  causes  of  paraplegia  that  usually  affect  young 
patients  not  to  do  so  until  they  have  grown  up.  The  chief  causes,  however,  for  paraplegia 
arising  for  the  first  time  in  adult  life  are  as  follows  : — 

(A).  Causes  of  the  loiver  neuron  type  of  paraplegia  : — 

1 .  Peripheral  neuritis,  which  may  be  due  to  various  diff^erent  causes  (p.  63) 

2.  Anterior  poliomyelitis 

3.  A  pelvic  tumour  interfering  with  the  lumbo-sacral  plexus 

4.  A  tumour  affecting  the  cauda  equina 

5.  Compression  of  the  lumbar  enlargement  of  the  cord. 

(/?).  Causes  of  the  upper  neuron  type  of  paraplegia : — 

1.  Transverse  mvelitis. 

(a).  Primary 

(6).  Due  to  compression  by  :     (i)  Spinal  caries  ;    (ii)  New  growth  in    tlie 
vertebrae  or  meninges  ;    (iii)  Injury  ;    (iv)  Aortic  aneurysm 

2.  Disseminated  sclerosis 

3.  Amyotrophic  lateral  sclerosis 

4.  Primary  lateral  sclerosis 

5.  Ataxic  paraplegia 

0.  Combined  scleroses  of  the  cord 

7.  Syringomyelia 

8.  Meningitis 

9.  Haemorrhage  into  the  cord 

10.  Cerebellar  tumour  or  abscess 

11.  Bilateral  cerebral  softening  or  haemorrhage. 

(C).  Causes  not  conforming  either  to  the  lower  or  to  the  upper  neuron  type: — 

1.  Tabes  dorsalis 

2.  General  paralysis  of  the  insane 

3.  Landry's  paralysis 

4.  Functional  paraplegia 

5.  Malingering. 

The  first  points  which  call  for  attention  in  making  a  diagnosis  are  the  histor\'  and 
progress  of  the  case.  In  only  a  few  of  the  above  conditions  is  the  onset  sudden  :  these 
arc  certain  cases  of  acute  anterior  poliomyelitis,  transverse  jnyelitis,  meningeal  haemorrhage, 
Landry's  paralysis,  functional  paraplegia,  and  malingering.  If  the  paraplegia  is  of  sudden 
onset,  of  the  upper  neuron  type,  and  not  the  result  of  injury,  it  is  almost  certainly  due 
to  some  form  of  transverse  myelitis.  The  great  majority  of  cases  of  paraplegia,  however, 
have  an  onset  that  is  not  absolutely  acute,  and  generally  it  is  quite  gradual. 

There  are  certain  conditions  that  can,  as  a  rule,  be  either  diagnosed  or  excluded  at 
once.  If  the  patient  has  Argyll  Robertson  pupils  and  no  knee-jerks,  tabes  dorsalis  can  be 
diagnosed  at  once.  It  is  necessary  to  remember,  however,  that  the  pupil  may  react  neither 
to  light  nor  to  accommodation  in  some  cases  of  peripheral  neuritis,  so  that,  if  care  be  not 
exercised,  the  reaction  may  be  mistaken  for  the  Argyll  Robertson  type  of  tabes,  the  latter 
being  diagnosed  when  peripheral  neuritis  is  the  lesion  really  present.  The  converse 
mistake  is  also  possible,  especially  if  the  actual  strength  of  the  leg  muscles  be  not  tested : 
in  both  conditions  there  may  be  patches  of  impaired  sensation,  but  in  peripheral 
neuritis  with  absent  knee-jerks,  there  are  absolute  wasting,  loss  of  power,  and  reaction  of 
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degeneration,  whilst  in  tabes  there  is  no  trophic  wasting,  and  often  no  great  loss  of 
power  in  individual  muscles,  though  there  is  apparent  weakness  owing  to  the  action  of 
Apposing  muscles  being  inco-ordinate.  and  there  is  no  reaction  of  degeneration. 

Another  difficulty  in  connection  with  tabes  dorsal  is  arises  in  anomalous  cases  in  wiiich 
cither  the  pupil  reaction  has  not  yet  become  typical,  or  else  the  knee-jerks  are  not  yet 
^one.  If  the  reaction-  of  the  pupil  is  of  the  Argyll  Robertson  type,  tabes  may  sometimes 
lie  diagnosed  even  in  the  presence  of  knee-jerks,  if  there  is  an  obvious  history  of  other  con- 
comitants of  the  disease,  such  as  lightning  pains,  gastric  crises,  or  any  of  the  rarer  crises — 
laiyngeal,  rectal,  urethral,  vesical,  renal,  general  abdominal,  or  sweating — marked  ataxy, 
liistory  of  s>7>hilis,  perforating  ulcer  of  the  foot,  a  Charcot's  joint,  or  bladder  or  rectal 
trouble,  particularly  if  the  patient  be  a  male  who  has  had  much  brain  wear.  The  tendo 
Achillis  jerks  may  disappear  before  the  knee-jerks  do,  and  they  should  be  carefully  tested. 
Ttae  is  also  in  many  cases  a  remarkable  deficiency  or  even  complete  absence  of  deep 
todemess  in  such  organs  as  the  testis,  tongue,  larynx,  or  mamma.  In  certain  cases  the 
knee-jerk  may  still  be  obtainable  on  one  side  after  it  has  been  lost  upon  the  other,  so  that 
both  should  always  be  tested  and  not  one  only. 

If  the  paraplegia  is  obviously  of  the  lower  neuron  type,  with  deficiency  or  absence 
of  the  superficial  and  deep  reflexes,  atrophy  of  the  muscles,  and  reaction  of  degeneration, 
with  or  without  parsesthesia,  the  probabilities  are  that  it  is  due  to  one  of  the  many  different 
causes  of  peripheral  neuritis  that  are  discussed  on  page  63.  If  the  onset  lias  been  sudden, 
however,  and  if  the  paralysis  began  to  clear  up  again  rapidly,  except  possibly  in  one  group 
of  muscles  in  one  leg,  there  would  necessarily  be  a  suspicion  of  acute  anterior  poliomyelitis 
which  occurs  occasionally  in  adults. 

It  is  im|>ortant  in  all  cases  of  suspected  peripheral  neuritis  to  make  a  rectal  examina- 
tion, lest  there  should  be  some  pelvic  mass,  malignant  or  otherwise,  interfering  with  the 
himbo-sacral  plexus.  Peripheral  neuritis  may  also  be  simulated  closely  by  either  a  tumour 
ora  gunmia  interfering  with  the  cauda  equina,  an  uncommon  condition  that  suggests  itself 
if  there  is  s^'vere  pain  referred  to  the  lower  part  of  the  spinal  column  behind,  or  if  the 
paraplegia  comes  on  in  such  a  way  as  to  affect  one  leg  before  the  other,  the  pelvis  being 
found  free  from  growth.  It  is  also  important  to  remember  that  transverse  myelitis  due  to 
ksions  which,  if  they  are  situated  a  little  higher  up  in  the  cord,  cause  a  paraplegia  of  the 
upper  neuron  type,  produces  wasting,  reaction  of  degeneration,  and  loss  of  reflexes  when 
they  affect  the  cord  at  the  level  of  the  lumbar  enlargement. 

When  the  paraplegia  is  definitely  of  the  upper  neuron  type,  with  spasticity  of  the 
legs  without  wasting,  with  increased  knee-jerks,  extensor  plantar  reflexes,  ankle-clonus, 
tod  perhaps  retention  of  urine  with  overflow,  and  incontinence  of  faeces,  the  first  step  in 
wiving  at  the  diagnosis  is  to  determine  if  there  is  any  sensory  disturbance  at  the  same 
time.  The  only  diseases  mentioned  under  heading  B,  that  produce  obvious  sensory  dis- 
orders, are  transverse  myelitis,  syringomyelia,  haemorrhage  into  the  cord,  and  very  rarely 
ineningitis  or  bilateral  cerebral  softening.  The  latter  can  only  be  diagnosed  when  there 
has  been  an  apoplectic  seizure  associated  with  hemiplegia,  followed  after  an  interval  by 
toother  cerebral  seizure  which,  by  producing  hemiplegia  of  the  opposite  side  to  the  one 
firet  involved,  results  in  paraplegia,  or  rather  diplegia.  The  arms  and  face  are  likely  to 
be  affected  as  well  as  the  legs,  and  there  will  be  either  a  history  of  syphilis  to  account  for 
«»darteritis  and  thrombosis  in  a  young  male,  or  a  bruit,  a  history  of  acute  rheumatism, 
or  other  evidence  of  a  heart  lesion,  to  account  for  embolism  ;  or  senile  changes,  with  or 
without  albuminuria,  a  high  blood-pressure,  retinitis,  and  other  signs  of  renal  and  arterial 
degeneration,  to  account  for  haemorrhage . 

Hcnnorrhage  into  the  cord  is  hardly  ever  sjjontaneous  ;  it  may  follow  an  injury,  such 
*s  a  bullet  wound  or  a  stab  in  the  back,  and  then  the  history  will  indicate  the  diagnosis. 
<4cute  meningitis,  whether  tuberculous,  suppurative,  posterior  basal,  or  cerebrospinal, 
*ldom  causes  complete  paraplegia  until  a  late  stage  of  the  illness  is  reached,  by  which  time 
the  nature  of  the  malady  will  generally  be  indicated  by  the  cerebral  symptoms,  particularly 
headache,  vomiting,  convulsions,  strabismus,  and  ophthalmoscopic  changes  such  as  optic 
neuritis  or  choroidal  tubercles.  Bacteriological  investigations  of  the  fluid  obtained  by 
lumbar  puncture  may  assist  the  diagnosis  materially.  There  is  a  chronic  form  of  menin- 
gitis, however,  of  which  the  diagnosis  is  not  so  easy,  and  that  is  the  chronic  hypertrophic; 
hdmorrhagic  pachymeningitis  which  affects  chiefly  the  vertex  and  the  cervical  portion  of 
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the  real  cause  is  syphilis — the  kick  having  been  the  final  factor  which  led  to  thrombosis 
in  a  diseased  spinal  artery.  Transverse  myelitis  due  to  syphilis  is  exactly  comparable  in 
its  mode  of  origin  to  the  hemiplegia  which  results  from  endarteritis  obliterans  in  a  middle 
cerebral  artery.  There  is  no  pain  and  no  deformity  of  the  spine,  but  in  other  respects  the 
paraplegia  presents  the  same  features  as  does  that  which  is  due  to  compression  of  the  cord. 
Syphilis  is  by  far  the  most  important  cause  of  this  primary  transverse  softening,  but  there 
are  a  considerable  number  of  other  maladies  in  which  a  similar  result  ensues  occasionally ; 
almost  any  infective  disease  may  lead  to  it ;  one  may  perhaps  mention  typhoid  fever, 
scarlet  fever,  and  influenza  in  particular.  In  infective  endocarditis  there  may  be  an 
additional  factor,  namely  embolism  of  the  cord,  though  this  is  decidedly  rare. 

If  it  is  found  that  the  arms  are  affected  as  well  as  the  legs,  it  is  unlikely  that  the  lesion 
is  transverse  myelitis,  unless  in  rare  and  anomalous  cases  such  as  those  mentioned  on 
page  62.  If  the  onset  has  been  slow,  the  course  progressive,  and  wasting  is  present,  with 
reaction  of  degeneration  in  the  muscles  of  the  hands  or  arms,  with  increased  knee-jerks, 
ankle-clonus,  and  extensor  plantar  reflexes,  but  no  ansesthesia,  the  malady  is  almost 
certainly  amyotrophic  lateral  sclerosis. 

If  there  are  increased  knee-jerks,  extensor  plantar  reflexes,  ankle-clonus,  ataxy, 
intention  tremors  in  the  hands,  nystagmus,  and  a  hesitancy  in  the  voice,  which  may  even 
be  of  the  type  described  as  '  scanning,"  the  disease  is  either  cerebellar  abscess  or  tumour^ 
or  disseminated  sclerosis.  If  headache  and  vomiting  have  been  severe,  the  former  is  the 
more  probable,  and  the  diagnosis  may  be  clinched  by  finding  double  optic  neuritis. 
Abscess  will  be  more  likely  than  tumour  if  there  is  otorrhcea  or  pyrexia.  It  is  not 
uncommon  to  find  optic  atrophy,  with  either  concentric  diminution  in  the  fields  of  vision 
or  else  a  central  scotoma,  in  disseminated  sclerosis,  but  optic  neuritis  is  uncommon.  The 
difliculty  in  diagnosing  disseminated  sclerosis  arises  mainly  when  the  complaint  is  in  its 
early  stages  ;  the  patches  of  sclerosis  may  be  anywhere  in  the  cord,  and  before  the  affected 
fibres  atrophy  there  is  a  period  when  they  are  sometimes  able  to  conduct  impulses,  some- 
times not  ;  when  they  arc  not  able  to  conduct,  there  are  numerous  symptoms,  and  in  a 
day  or  two,  when  conducting  power  recovers,  these  symptoms  are  gone  again  ;  this  varia- 
tion from  day  to  day  nearly  always  leads  to  a  diagnosis  of  neurosis  for  months  or  years 
before  the  true  nature  of  the  malady  becomes  obvious.  In  some  patients  a  central  scotoma 
may  develop  early,  leading  to  peculiar  symptoms,  such  as  the  inability  to  distinguish  a 
sovereign  from  a  shilling  if  the  light  is  not  good,  or  the  liability  to  run  into  people  without 
seeing  them  when  cycling.  If  ataxy  is  marked,  the  staggering  gait  may  lead  to  a  suspicion 
of  alcoholism  ;  the  patient  staggers  alternately  to  either  side  in  disseminated  sclerosis, 
whereas  in  tumours  of  one  cerebellar  hemisphere  the  tendency  is  to  stagger  constantly  to 
the  same  side.  Bladder  and  rectal  troubles  are  not  common  in  either  case,  and  yet  they 
may  be  prominent.  Paraesthesia  may  also  develop  in  disseminated  sclerosis,  although  as 
a  rule  there  is  no  sensory  disturbance  at  all. 

If  a  patient  has  the  symptoms  of  spastic  paraplegia  and  ataxy,  without  ansesthesia, 
nystagmus,  or  changes  in  the  voice,  a  diagnosis  of  ataxic  paraplegia  will  usually  be  made. 
There  is  reallv  no  difference  between  this  and  what  has  been  called  combined  scleroses  of  the 
cord  ;  in  both  conditions  there  is  degeneration  of  the  posterior  colunins.  the  crossed 
pyramidal,  and  the  cerebellar  tracts.  Some  observers  use  the  term  conibiriod  scleroses 
only  for  syphilitic  cases,  reserving  ataxic  paraplegia  for  similar  non-syphilitic  cases. 

Primary  lateral  sclerosis  was  a  relatively  common  diagnosis  until  it  was  found  that 
the  more  careful  the  examination  the  greater  was  the  likelihood  that  more  than  simple 
degeneration  of  the  crossed  pyramidal  tracts  would  be  found.  Partial  e()ni|)ression  of  the 
cord  produces  spastic  paraplegia  without  anaesthesia,  and  thus  simulates  primary  lateral 
sclerosis  as  described  above.  Disseminated  sclerosis  may  do  so  likewise,  and  so  on. 
Primary  lateral  sclerosis  should  never  be  diagnosed,  therefore,  till  all  the  other  affections 
in  which  the  lateral  columns  may  be  affected  have  been  excluded.  There  is  such  a  disease 
as  primary  lateral  sclerosis,  however  ;  it  is  generally  syphilitic  in  origin,  and  it  leads  to 
typical  spastic  paresis  of  the  legs,  with  increased  knee-jerks,  ankle-clonus,  extensor  plantar 
reflexes,  no  wasting,  no  H.  D.,  no  sensory  disturbances,  and  in  the  later  stages,  retention 
of  urine  with  overflow,  and  incontinence  of  faeces  ;  the  disease  is  generally  progressive, 
but  after  reaching  a  certain  point  it  may  remain  stationary  for  years,  or  even  improve  to 
a  slight  extent  for  a  time.     When  lateral  sclerosis  is  yet  in  an  early  stage,  a  valuable  sign 
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Fig.  210. — Diagram  of 
RenHory  localization  iti  the 
spinal  cord. 


of  it  is  the  disappearance  of  the  abdominal  reflexes  ;   the  diagrams  (Figs.  210.  211)  may 
be  of  assistance  in  locating  the  level  of  the  cord  at  which  a  lesion  may  be  present. 

The  causes  of  paraplegia  that  remain  for  discussion  are  Landry^s  paralysis,  general 
paralysis  of  the  insane,  functional  paraplegia,  and  malingering. 

Landry^s  paralysis  is  probably  not  a  distinct  entity,  but  rather  a  very  acute  tj^ie  of 
perhaps  more  than  one  variety  of  paraplegia.     It  is  rare.     It  affects  young  adults,  who. 

hitherto  strong  and  well,  become  rapidhr 
affected  by  paralysis  which  starts  in  the  k^ 
and  quickly  ascends  to  the  trunk  and  anns, 
and  may  even  involve  the  neck  and  cranial 
nerves.  It  either  gets  well  quite  rapidly,  or 
else  kills  the  patients  in  a  few  hours  or  dayi 
by  affecting  the  intercostal  muscles  and  dia- 
phragm, with  consequent  asphyxia.  There 
may  1  be  slight  pains  in  the  affected  parts 
shortly  before  paralysis  sets  in,  but  sensoiy 
symptoms  are  generally  slight,  or  absent.  The 
nature  of  the  malady  is  obscure,  but  if  one 
were  to  regard  it  as  a  very  acute  and  wide- 
spread anterior  poliomyelitis,  one  could  account 
both  for  its  main  symptoms,  its  rapid  fatality 
in  some  cases,  and  its  equally  rapid  reco>'eiy 
in  others.  Moreover,  seeing  that  the  patient 
cither  dies  or  recovers  so  quickly,  it  is  not 
surprising  that  there  is  no  time  for  the  develop- 
ment of  obvious  muscular  wasting  or  reactioa 
of  degeneration. 

Paraplegia  in  cases  of  general  paraly$ia  of 
the  insane  does  not  arise  until  the  third  stage 
of  that  malady  is  reached  ;  by  that  time  the 
diagnosis  is  generally  obvious  ;  the  paraplegia 
is  part  of  a  general  and  extreme  weakness,  and 
the  patient  is  bedridden. 

Functional  paraplegia  and  malingering 
should  never  be  diagnosed  until  all  oiganie 
causes — particularly  disseminated  sclerosis  and 
spinal  caries — have  been  excluded.  Malinger- 
ing may  be  suggested  by  the  particular  circum- 
stances of  the  case — the  patient  may  be  a 
nervous,  self-conscious  girl  who  desires  to 
attract  sympathy,  or  an  out-of-work  who 
wants  to  get  a  night*s  shelter  in  a  hospital: 
careful  observation  generally  leads  to  the 
detection  of  the  fraud.  Functional  paraplegia 
is  less  easy  to  be  sure  of,  and  in  many  patients 
that  which  may  at  first  be  regarded  as  func- 
tional ultimately  turns  out  to  be  oi^nic ;  this 
is  especially  true  in  the  case  of  disseminated 
sclerosis.  The  paraplegia  is  never  of  the 
primary  muscular,  or  the  lower  neuron  tj^pe. 
there  being  no  wasting  and  no  RJ).  The 
muscles  remain  of  good  bulk  as  they  do  in 
the  upper  neuron  type  of  paraplegia,  but 
although  the  knee-jerks  may  be  unduly  brisk, 
the  plantar  reflexes  remain  flexor,  and  there  is 
no  maintained  ankle-clonus.  If  there  is  anaesthesia,  the  distribution  of  the  latter  is  some- 
times obviously  functional  ;  it  may,  for  instance,  start  sharply  at  the  knee  and  cease 
suddenly  at  the  ankle,  or  in  some  other  way  indicate  that  it  corresponds  neither  to  the 


to- 


ll- 


Fig.  211. — Dia^'ram  of 
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tros  in  the  spinal  cord. 


PARASITES.    INTESTINAL  gig 

segments  of  the  spinal  cor<i  nor  to  the  distribution  of  the  peripheral  nerves.  It  is  by 
anomalies  of  this  kind,  which  make  it  impossible  to  fit  in  the  case  with  any  organic 
lesion,  that  functional  parapk^is  is  diagnosed  by  a  process  of  exclusion.         Herbert  French. 

PARASITES,     INTESTINAL.— rape-uwrms.— The    commonest    symptom    of    the 
existence  of  a  tape-worm  is  the  passage  of  the  detached  terminal  segments  per  rectum  in 
longer  or  shorter  tape-like  strips.     The  only  condition  for  which  these  might  be  mistaken 
is  muco- membranous  colitis,  in  which  long,  narrow,  white  mucous  casts  of  the  bowel  may 
be  passed  with  the  motions  {Fig.  172,  p.  SB8).     It  is  easy  to  distinguish  these,  however, 
if  the  suspected  material  is  floated  in  water,  for  in  the  case  of  a  cast  of  the  bowel  n  central 
lumen  will  be  found  which  is  not  present  in  the  tape- 
worm.    There  is,  moreover,   no  regular  segmentation  in 
the    case   of    muco -membranous    colitis,    whereas    tape- 
worms are  obviously  segmented.     If  any  doubt  remains, 
examination  with  a  lens  will  show  the  glandular  structure 
of  the  uterus   in   the  tape-worm    segments,   and  no   such 
structure    in  the  strips  of  mucus  in  muco-membranouH 
colitis.     It   is  sometimes  stated  that  picking  of  the  nose 
and  a  voracious  appetite  arc  symptoms  of  the  presence 
of  some  kind  of  intestinal   parasite  ;    but  this  is  hardly 
ever  the  case  ;    if  constitutional  symptoms  develop  at  all, 
they  take  the  form  of  deflciency  of  appetite,  with  more 
or  less  anemia,  which  may   become  profound  :  there  is 
often    considerable    Eosinophilia    (p.    218).     The  three 
forms  of  tape-worm  that   occur  in  the  human  intestine 
are  Ttenia  solium,  T.  mediocanrllata,  and  Bothrioeeplialus 

lalun,  the  commonest  in  Great  Britain  being  the  T.  medio-  rti^nitM™7"^iii^,Lii^r'i!mi*S™^ 
canellata,  the  cystic  stage  of  which  is  spent  in  cattle.  T.  loar  hooView,  niieriMrij  low  nii<i  bIiwi, 
solium  is  derived  chiefly  from  pig-meat,  whilst  Bolhria-  'S^^!"«"^/".U'.'S"r",-'''?^^,ij 
eephalua  latus  occurs  mainly  in  those  who  live  much  on  *"«■  ""■> 
fresh-water  Ash.  It  may  be  possible  to  make  the  dia- 
gnosis of  T.  mediocanellata  by  holding  the  segments  up  against  a  bright  light  im<l  seeing 
a  median  streak  or  water-channel,  in  addition  to  one  down  either  edge  of  each  strip, 
this  middle  water-channel  giving  the  nume  to  the  parasite.  The  ultimate  proof  of  the 
nature  of  tiie  tape-worm,  however,  is  an'orde<l  by  the  characters  of  the  head,  that  of 
T.  solium  having  four  sucking  discs,  with  a  rostrclluni  surrounded  by  thirty-four  booklets 
(Fit's.  212,  2]3t ;    that  uf  T.  medioranellnia  four  circular  sucking  discs  an<l  no  booklets 

[Fig.  214) :  whilst  that  of  the 
Bollirtocephaliis  Inliis  has  a 
more  or  less  conical  head,  with 
two  elongated  lateral  sucking 
discs  and  no  hooklcts{Fig.  215). 
The  degree  of  imaemiit.  chlorotic 
in  type,  is  usually  greatest  with 
Biilliriorfphaliis  lalus.  least  with 
T.  mrtliocntirllaUi.  an<l  the  same 
also  applies  tu  the  ilegrcc  of 
cohinophilja.  The  egtjs  of  the 
tSIV^!'^.  T:Z-^:^H:^'::Lt  .^^^^}^T:^  ta,«-worm  are  unmistakable 
di.wniiB.nMtc.      (Low         rj-w    |w«it  I    (l-roni         jTt.*4ii».  to.rj.Hlimiii.a         (Pfg,  210):    they  are   spherical, 

t'roTich's'  j/niiriTi  La-       boraw)  .v.iin-i'.i  iiiA.:  (i«w  jHiucr.) ''       with  a  dark-bniwn  central  por- 

"■•"""'  ""'•■^■■i  ticin,    and    a     lighter    striated 

broad  capsule. 
Microatopiral  Examiniilioii  of  Firres.  —One  iif  llie  liest  ways  of  pri-ijjirin);  faTcs  for 
microscopical  examination  for  the  ova  of  paraaiteK  or  for  other  Nolid  (mrtieles,  in  to  put  aliout  as 
much  as  would  cover  a  shillintc  into  a  test-tube.  nllin)>  the  latter  two-thirds  hill  of  normal  saline 
solution  (1 J  dr.  of  salt  to  a  pint  of  water),  corking  the  tii)M>,  ami  shakinfi  it  vijiomusly  in  order  to 
break  up  the  faeces  as  mu<'h  iis  pos>:il>le  ;  on  iillowini!  to  sUnil  for  twenty  minutes,  the  upper  part 
of  the  fluid  remains  opaque  with  fine  debris,  whilst  the  lieu\'i('r  particles,  incliiiling  the  ova  of 
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PERISTALSIS.    VISIBLE  SSI 

occurred  in  the  workers  in  the  St.  Golhanl  tunnel,  and  the  disease  is  prevalent  in  many 
parts  abroad,  especially  in  India,  E^pt,  Brazil,  and  Jamaica.     The  infection  is  carried 
from  fceces  to  soil,  from  the  soil  to  the  hands,  thence  to  the  mouth, 
and  so  to  the  alimentary  canal.     The  symptoms  are  for  the  most  part 
those  of  progressive  ansmia  and  asthenia,  inability  to  continue  with 
work.  (Edema  of  the  lower  extremities,  anasarca,  shortness  of  breath, 
and  the  occurrence  of  boil-like  skin  eruptions,  described  popularly  as 
the  "flowers'  of  the  disease.     The  appearance  of  the  patient  may       fio  "lo— Orumo(r«- 
suRgcst    pernicious   ansmia,    and    the    blood-count    may    sometimes    t*o«;>*aii«  dupat.  (Hiirt 
seem  to  conArm  this  diagnosis  at  first  ;   for  whereas  a  great  many  of       frium  Frtnchv  vrntai 
the  patients   have  a  severe  chlorotic  type  of  anamia.  some  have  a    i«6"™""-i'J'«w..) 
marked  reduction  of  the  red  corpuscles  and  a  slightly  less  reduction  of 
the  htemoglobin,  so  that   there  is  a  high  colour-index  such  as  is  characteristic  of  per- 
nicious anemia.      There  is  generally  no  teucocytosis,  but  the  differential  leucocyte-count 
may  sut^st  the  diagnosis  at  once,  for  nearly  all  the  patients 
present  a  considerable  degree  of  eosinophilia.     The  adminis- 
tration   of  anthelmintics    such  as  thymol   may    lead   to  the 
evacuation  of  the  mature  worms,  which  may  be  recognized  in 
the  fieccs  (Fig.  'H,  p.  79).  each  tieing  from  }  to  )  in.  in  length. 
The  ova  (Fig».  28  and  29,  p.  80)  are  oval,  with  a  clear  transpar- 
cnt  shell  and  coiled-up  embryo  parasite.     Melfena  is  another 
symptom  which  may  be  prominent  in  some  of  these  cases. 

The  two  intestinal  parasitic  affections  which  produce  the 
most  serious  anemias  and  other  toxic  effects  in  man  are  Anky- 
lostomum  duodenale  and  Bolhrioceplialwi  lalus.      Herbert  French 

PARESIS.— (See  I'ah.vivnis.  p.  401,  et  seij.) 

PENIS,  DISCHARGE  FROM.— (See  DiscKAKtii:,  I'kk- 
TlinAL.   p.  181.) 

PERISTALSIS,  VISIBLE.~The  importance  of  visible 
peristalsis  lies  in  the  fact  that  it  is  always  pathological 
except  in  a  few  cases  in  which  its  unimportant  nature  is 
imnicdtately  obvious.  Tlie  two  ctiicf  conditions  which  render 
the  normal  movements  of  the  bowels  visible  are  divarication 
of  the  abdominal  recli  miiscUs.  and  ventral  hernialion  of  ii 
laparotomy  scar.  The  latter  is  obvious  at  once  ;  the  forntcr 
is  best  detected  when  tlie  recumbent  patient,  who  is  generally 
a  multiparous  woman  with  a  soft  flabby  abdomen,  tries  to 
raise  her  head  and  thorax  from  the  couch  without  the  use  of 
her  arms  ;  the  contracting  recti  come  together  then,  and  close 
over  the  gap  in  the  middle  line  in  which,  under  the  stretched 
and  unsupported  skin,  the  iHtwcl  movements  had  Ix-cn  seen. 
In  almost  all  other  circi  mi  stances  visible  peristiilsis  is  patho- 
logical ;  it  may  then  be  divided  into  two  tyjies — ijastric,  and 
intestinal. 
iWkiiif^"~'^/>i™'*n™^'^'i'«  Gastric  Peristalsis  takes   the   form    of  a    comparatively 

ihfUimittii  j/mrum.uuy-M  iioii-iM.)  large  Swelling  In  tl)e  up|>er  part  of  the  alMlomen.  coming  and 
going,  generally  appearing  fmm  under  the  region  of  the  left 
ribs,  progressing  slowly  downwards  and  to  the  right,  where  it  fades  away  and  disappears  : 
it  corresponds  more  or  less  with  the  greater  curvature  of  the  stomach.  It  is  often  stated 
that  a  return  wave,  passing  along  tlie  lesser  curvature  from  right  to  left,  can  also  be  made 
out,  but  this  is  exceptional.  Sometimes,  insteail  of  progressing;,  it  comes  and  goes  almost 
in  the  same  spot,  varying  In  shape  but  scareely  in  [wisition.  The  exact  site  of  the  wave 
must  depend  mainly  upon  the  size  and  [Hisition  of  the  stomach.  It  intlicatcs  pyloric  or 
duodenal  obstruction,  and  its  presence  serves  to  exclude  atonic  giistrectasis.  There  may  or 
may  not  be  other  signs  of  dilated  stomacli.  particularly  u  widely  distributed  s 
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in  the  loins  and  back,  and  polyuria  without  sugar  but  with  an  absolute  excess  of  phos- 
phates in  the  urine. 

Physiolo^  of  Phosphatic  Deposits. — In  nearly  every  case  the  deposition  of  phos- 
phates is  a  purely  physiological  process.  A  molecule  of  phosphoric  acid,  H3PO4,  contains 
three  hydrogen  atoms.  Each  of  these  can  be  replaced  separately  by  an  atom  of  any  mono- 
basic metal,  such  as  sodium.  Three  types  of  salts  are  formed,  according  as  one,  two.  or 
three  of  the  hydrogen  atoms  have  been  replaced,  as  in  the  following  examples  : — 

NaH.>P04       -  -       Sodium    dihydric    phosphate 

NaaHP04       -  -       Sodium  monohydric  phosphate 

NaaPO^  -  Sodium  phosphate. 

These  salts  may  all  be  present  in  the  same  urine,  the  proportions  of  each  varying  with 
the  amount  of  phosphoric  acid  present,  on  the  one  hand,  and  the  total  amount  of  bases 
(i.e.,  sodium,  potassium,  etc.),  and  the  total  quantities  of  other  acids  present  in  the  form 
of  chlorides,  sulphates,  and  so  forth,  on  the  other.  The  greater  the  quantity  of  chlorides 
and  sulphates,  the  greater  will  be  the  amount  of  the  metallic  bases  required  to  form  them, 
and  consequently  the  less  will  be  the  amount  of  bases  left  to  combine  with  phosphoric 
acid  ;  the  result  must  then  be  a  relative  excess  of  NaHgPO^.  Conversely,  the  scantier 
the  chlorides  and  sulphates,  and  the  more  abundant  the  bases,  the  greater  will  be  the  pro- 
portion of  NajHFO^  and  Na3P04. 

Now  the  three  sodium  salts  differ  from  one  another  in  at  least  two  physical  respects — 
their  action  upon  litmus,  and  their  solubility  in  water.  Sodium  dihydrogen  phosphate 
(NaHjPO^)  turns  blue  litmus  red — in  other  words,  it  is  an  acid  phosphate.  The  acidity 
of  ordinary  urine  is  mainly  due  to  it.  Sodium  monohydrogen  phosphate  (NagHPOj)  is 
also  an  acid  salt  technically  speaking,  and  there  are  some  colour  tests  which  exhibit  the 
acid  reaction  with  it ;  litmus,  however,  is  not  one  of  these,  for  NagHPO^  turns  red  litmus 
blue.  When  a  given  urine  contains  more  NajHPO^  than  NaH^PO^,  the  reaction  of  that 
urine  to  litmus  is  alkaline  ;  that  is  to  say,  it  turns  red  litmus  blue  and  does  not  turn  blue 
litmus  red.  Some  urines  have  what  is  known  as  an  amphoteric  reaction — they  turn  red 
litmus  bluish  and  blue  litmus  reddish — ^a  different  thing  from  neutrality  of  reaction,  in 
which  neither  red  litmus  nor  blue  is  turned  in  colour  at  all.  The  cause  of  the  amphoteric 
reaction  of  a  urine  is  the  even  balance  in  that  urine  of  the  NajHPO^  on  the  one  hand  and 
of  the  NaHgPO^  on  the  other. 

Now  the  dihydrogen  phosphate  is  much  more  soluble  in  water  than  is  the  mono- 
hydrogen  phosphate,  whilst  the  tribasic  phosphates  are  as  a  rule  far  less  soluble  still. 
When  it  is  stated,  therefore,  that  phosphates  are  more  soluble  in  acids  than  they  are  in 
alkalies,  it  must  be  remembered  that  it  is  not  a  question  of  a  difference  of  solubilities  of  the 
same  salt  of  phosphoric  acid,  but  of  an  acid  urine  containing  the  bulk  of  its  phosphates  in  a 
salt  different  from  the  one  present  in  an  alkaline  urine.  The  very  fact  of  a  urine  being 
alkaline  means  that  there  is  relatively  little  of  the  more  soluble  NaHgPO,  present,  and  rela- 
tively much  of  the  less  soluble  Na2HP04  and  NagPO^.  Conversely,  the  fact  that  a  urine 
is  iicid  implies  that  the  phosphates  are  relatively  more  abundant  in  the  soluble  NaHgPO^ 
form  than  they  are  either  as  Na2HP04  or  NagPO^.  As  a  matter  of  fact,  the  three  degrees 
of  phosphates  of  sodium,  potassium,  and  ammonium  are  all  so  soluble  that  they  practically 
never  become  precipitated  spontaneously,  nor  do  they  take  part  in  forming  calculi.  It 
is  the  phosphates  of  calcium  and  magnesium  that  form  precipitates,  but  what  has  been 
said  above  of  sodium  phosphate  applies  equally  to  calcium  and  magnesiimi  phosphates. 
The  less  acid  a  urine  is,  the  more  will  the  less  soluble  varieties  of  calcium  and  magnesium 
phosphate  preponderate,  and  it  is  on  this  account  that  phosphates  come  down  in  alkaline 
or  neutral  rather  than  in  acid  urines. 

Again,  it  is  often  stated  that  phosphates  are  less  soluble  in  hot  urine  than  they  are  in 
cold,  and  this  is  given  as  the  reason  for  the  cloud  of  precipitated  phosphates  that  so  often 
forms  when  a  urine  that  is  not  already  very  acid  is  boiled.  This,  however,  does  not  express 
the  real  reason  for  the  cloud  ;  the  heat  does  not  precipitate  the  same  phosphate  as  the  cold 
urine  contained,  but  leads  to  the  formation  of  a  different,  and  less  soluble,  phosphate. 
The  calcium  monohydrogen  phosphate  dissociates  into  calcium  dihydrogen  phosphate  and 
normal  calcium  phosphate  ;   it  is  the  latter  which  is  so  insoluble  that  it  comes  down  : 

4CaHP04  ----  CsL^iVO^),  +  Ca^H.POJ.^ 

Medium  solubilii)  •  Relatively  iiim>lnuie.  and  80  Kelativeiy  tlie  iiiuki 

coininj;  down  aa  a  cloud.  soluble  of  the  thre< . 
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Milky  Urine. — The  urine  of  many  healthy  people,  espeeiaUy  children,  and  eaters  o 
large  public  dinners,  is  sometimes  milk-like  when  it  is  passed  soon  after  a  full  meal.  Man 
a  person  has  become  alarmed  at  the  sight,  and  has  feared  some  grave  disorder  of  the  sens 
organs  or  functions,  especially  either  gonorrhoea  or  spermatorrhoea.  The  condition  fl 
physiological.  It  results  from  increased  quantities  of  hydrochloric  acid  being  required  i 
the  stomach  at  the  time.  The  result  of  this  is  that  the  urine  temporarily  contains  such  a 
abundance  of  bases  in  proportion  to  acids  that  the  less  soluble  monohydrogen  phosphate 
exceed  the  more  soluble  dihydrogen  phosphates,  and  they  may  become  precipitated  evB 
in  the  urine  that  is  still  within  the  bladder.  The  commonest  salt  to  come  down  is  calciia 
monohydrogen  phosphate,  CaHPOj,  which  is  either  amor|)hous,  or  else  assumes  the  fon 
familiar  as  '  stellar  phosphate."  MgHPO^  may  come  down  with  it  in  the  form  of  amoi 
phous  particles,  or  as  needles. 

The  alternation  between  oxaluria  and  phosphaturia  exhibited  by  some  individuab  i 
discussed  on  p.  424. 

Ammonio-magnesium  Phosphate. — This,  generally  known  as  triple  phosphate 
MgNH^PO  ,  is  comparatively  insoluble,  and  when  precipitated  it  nearly  always  assume 
the  form  of  prisms — the  familiar  '  knife-rester  '  or  'coffin-lid'  crystals  (Fig.  221).  I 
IS  clear  that  these  will  come  down  onlv  when  the  urine  contains  ammonia.  The  latter 
of  course  have  been  produced  by  ammoniacal  decomposition  of  urea  after  the  uii.ie 

passed.     If  urinary   decomposition  after  passage  cao 
excluded,  however,  it  is  usually  stated  that  the  pi 
of  ammonio-magnesic  phosphate  crystals  indicates  a 
^^  lent  lesion  in  the  urinary  tracts,  especially  in  the  bl 

^\\      jJ^  >/]k.  ^^    '**    quite  true  that  ammoniacal  urines  from  cases 

\W      \r       yx^x  cystitis  often  abound  in  crystals  of  triple  phosphate. 

\^|p  ^/^  diagnosis  is  given  by  the  pus  cells  and  so  forth,  how< 

and  not  by  the  triple  phosphate  crystals.  It  is  impo 
to  remember,  moreover,  that  each  day's  urine  no 
contains  enough  'ammonia  for  ammonio-magnesic 
phate  cr^'stals  to  occur  in  an  absolutely  healthy  uri 
even  apart  from  decomposition  on  standing.  This 
detracts  very  greatly  from  the  value  formerly  attrib 
to  the  detection  of  triple  phosphate  crystals  in  the 
Indeed,  the  importance  of  phosphates  in  the  urine 
almost  entirely  in  the  fact  that  errors  of  interpretation  may  arise  unless  their  phT» 
ological  behaviour  is  clearly  understood.  Microscopically  they  are  often  amorphoMb 
but  the  three  well-defined  forms  of  crystals  shown  in  Fig.  221  may  be  recognized  niici» 
scopically.  The  chief  chemical  test  is  the  addition  of  dilute  acetic  acid,  which  causes! 
precipitate  of  phosphates  to  clear  up.  The  main  importance  of  recognizing  them  correct^ 
is  to  avoid  mistaking  phosphates  for  pus  in  the  case  of  a  spontaneous  deposit,  for  spe^ 
matozoa,  or  gonorrhoea,  when  the  urine  comes  milky  from  the  urethra,  and  for  albumin  ii 
the  case  of  the  boiling-test  for  the  latter.  Ilerberi  Frmd 


Fig.  •_"_» I.— Triple  phosphate  cn'StuU. 


PHOTOPHOBIA,  or  intolerance  of  light,  may  be  due  to  three  main  groups  of  causes 
nainclv  : — 


1.  Causes  in  the  Eye  itself  :- 


Foreign  body 

Injury 

Conjunctivitis 

Ophthalmia 

Keratitis 

I'lccnition  of  the  cornea 


Iritis 

Cvelitis 

(>laueoma 

Retinitis 

Retrobulbar  neuritis 


Eve-strain  from  close  work  in 
those  sufTcring  from  uncor- 
rected errors  of  refraction, 
especially  astigmatism  and 
hypermetropia. 


2.  Certain  Occupations: 

Involving  work  under  eye-straining  conditions,  such  as  affect  furnace  stokers,  electric 
steel  welders,  workers  in  strong  sunlight,  those  who  are  exposed  to  the  dazzle  of  snow 
in  strong  sunsliine,  those  who  come  out  into  strong  daylight  after  prolonged  work  in 
the  dark,  as  in  coal  pits  ;  those  who  work  much  with  j;-rays.  Some  persons  arc 
unable  to  stand  any  strong  light,  whether  of  the  sun,  gas,  or  electric. 
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3.  Causes  not  primarily  in  the  Eye  itself: — 

(a).  Some  fevers,  especially  : — 

Measles  |      Influenza  |      Typhus. 

(6).  Intracranial  lesions  : — 


Tuberculous  menin-    '    Epidemic  cerebrospinal  men- 

gitis  ingitis 

Suppurative  menin-       Acute  encephalitis 

gitis  i 


Syphilitic  pachymeningitis 
Cerebral  tumour. 


(c).  After  the  administration  of  some  drugs  : — 

Arsenic  |      Potassium  iodide  |      Potassium  bromide. 

(d).  Functional  conditions  : — 

Migraine  |  Tic  douloureux  |    Hysteria  |   Sick  headache. 

(c).  Supra-orbital  herpes  zoster, 
if).  Severe  ancemia  (see  Anaemia,  p.  20). 
(g).  Secondary  to  dyspepsia  or  constipation, 
(h).  Malingering. 

Some  idea  of  the  cause  will  generally  present  itself  as  soon  as  the  patient  gives  an 
account  of  how  the  trouble  began  and  how  it  has  progressed.  By  itself  photophobia  is 
seldom  a  symptom  of  diagnostic  significance,  and  nearly  always  there  will  be  other  sym- 
ptoms to  assist  one.  The  eyes  should  be  examined  carefully  in  the  first  place,  to  find  or 
exclude  a  local  cause,  especially  glaucoma,  which  is  the  most  serious  of  the  local  lesions  ; 
it  is  associated  in  acute  cases  not  only  with  severe  photophobia,  but  also  with  acute  pain 
in  the  eye  (see  Eye,  Acute  Inflammation  of,  p.  231).  Retinal  changes  will  be 
discovered  by  ophthalmoscopic  examination  (see  Ophthalmoscopic  Appearances,  p. 
415).  Retrobulbar  neuritis  may  not  cause  any  visible  changes  in  the  optic  disc,  at  any 
rate  not  until  several  days  have  elapsed,  by  which  time  optic  neuritis  may  be  visible  ; 
but  it  may  be  suggested  by  the  rapi(f  onset  of  impaired  vision  without  increased  intra- 
ocular tension  as  in  glaucoma,  going  on  perhaps  to  temporary  complete  blindness 
(p.  760). 

Eye-strain  from  errors  of  refraction  requires  special  ophthalmic  knowledge  for  its 
exact  determination,  though  it  may  be  suggested  by  the  circumstances  of  the  case. 

Occupation  photophobia  will  be  likely  if  the  patient  works  under  peculiar  conditions 
of  light,  though  it  will  be  necessary  to  exclude  organic  lesions  in  the  eyes  by  a  thorough 
ophthalmic  examination.  When  local  eye  conditions  have  been  excluded  definitely,  the 
cause  of  photophobia  will  generally  be  either  pretty  clear  at  once  or  soon,  or  else  open  to  so 
much  doubt  that  the  actual  cause  may  be  one  of  conjecture  only. 

It  will  not  be  the  photophobia,  but  other  symptoms,  such  as  the  rash,  the  fever,  and 
the  course  of  the  disease,  which  will  give  the  diagnosis  in  cases  of  measles^  influenza, 
or  typhus  fever  ;  headache,  vomiting,  optic  neuritis,  and  the  results  of  hmibar  puncture 
or  the  Wassermann  test  in  the  case  of  meningitis,  encephalitis,  cerebral  tumour,  or  syphilitic 
pachipneningitis ;  knowledge  of  the  drug  given  and  cessation  of  the  photupliobia  when  it 
is  stopped  in  the  case  of  arsenic,  potassium  iodide  or  bromide,  or  quinine. 

Migraine  and  tic  yiouloureux  are  so  characteristic  in  their  attacks  that  they  arc  l)()th 
diagnosable  as  a  rule  from  the  patient's  story  ;  photophobia  may  be  severe  in  either,  or 
even  extreme  in  tic  douloureux,  in  which,  during  the  excruciating  paroxysms  of  facial  pain, 
the  patient  will  often  desire  to  remain  for  days  in  an  absolutely  darkened  room  ;  exposure 
to  any  light  may  bring  on  a  paroxysm. 

Supra-orbiial  herpes  is  generally  obvious  from  the  eruption  of  groups  of  vesicles  on  a 
reddened  base  along  the  course  of  one  supra-orbital  nerve  ;  and  the  photophobia  is 
generally  unilateral  ;  it  may  persist  however  for  weeks  or  months  after  the  eruption  has 
subsided,  and  then  its  origin  may  be  overlooked. 

Malingering  can  be  diagnosed  only  by  catching  the  patient  unawares  and  discovering 
that  when  he  is  not  watched  he  is  able  to  read  in  an  ordinary  light  notwithstanding  the 
photophobia  he  complains  of.  Dyspepsia,  constipation,  and  severe  ancemia  are  somewhat 
problematical  as  causes  of  photophobia,  but  might  be  regarded  as  its  origin  in  a  patient 
who,  sufTering  from  any  of  the  three,  also  had  photophobia  without  any  other  discoverable 
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cause,  especially  if  the  photophobia  disappears  when  the  patient  is  cured  of  the  constipt-j 
tion,  the  dyspepsia,  or  the  anjcmia,  respectively. 

Sick  headache  is  a  periodic  malady  of  many  women  and  some  men.     Headache  o(| 
great  severity  is  the  chief  symptom,  lasting  a  whole  day  or  even  longer  ;  gastric  functioH 
are  in  abeyance  during  the  attack,  so  that  food  in  the  stomach  remains  undigested  aadj 
medicines  unabsorbed  ;   the  patient  may  feel  ill  enough  to  have  to  stay  in  bed  ;   towai 
the  end  of  the  attack  vomiting  occurs  once  or  several  times,  and  by  the  next  day  the] 
patient  feels  perfectly  well  again.    Dislike  of  any  but  a  dim  light  is  common  during 
attack.     The  diagnosis  is  generally  based  upon  the  patient's  familiarity   with  simibrj 
symptoms  on  many  previous  occasions.     The  malady  is  often  hereditary  ;    possibly  it  ii| 
related  to  mitrraine. 

Biliousness  is  a  very  common  ailment,  due  to  many  different  causes,  especii 
injudicious  eating  or  drinking,  or  to  deficient  fresh  air  or  exercise.  Some  cases  of  recurrentl 
biliousness  are  closely  allied  to  sick  headache  and  to  migraine.  During  an  attack  thij 
tongue  is  coated  and  the  bowels  inactive.  The  precise  pathology  of  the  condition  is  littlej 
understood,  but  the  diagnosis  is  not  difficult,  although  it  is  important  to  make  a  routine 
examination  to  exclude  more  serious  lesions.  Photophobia,  though  common  in  a  minor] 
degree  in  bilious  attacks,  is  seldom  very  marked. 

Hysterical  photophobia  is  met  with  only  occasionally,  but  when  it  occurs  it  may  be| 
extreme  ;  that  is  to  say,  the  patient  may  mimic — not  intentionally,  as  in  the  case  of  tl 
malingerer,  but  without  at  all  wishing  to  do  so — so  extreme  a  degree  of  intolerance  to  light  i 
that  she  may  cover  her  eyes  with  deep-tinted  glasses,  or  even  cover  her  whole  head  with 
an  impervious  dark  robe  ;  and  may  perhaps  require  to  be  led  aly>ut  when  she  walks,  like 
a  person  totally  blind.  It  is  this  over-doing  of  the  part  that  may  give  the  clue  to  the 
diagnosis.  Naturally  a  thorough  examination,  particularly  of  the  eyes,  will  be  required 
to  exclude  organic  disease,  but  if  functional  photophobia  appears  to  be  the  diagnosis  ii 
a  particular  case,  the  suspicion  may  be  confirmed  by  the  way  the  symptom  can  l>e  made 
to  disappear  by  sufficiently  bold  suggestion.  Herbert  Frenek 


PIGMENTATION  IN  THE  MOUTH  generally  consists  of  flecks,  streaks,  or  s|)ots  of 
pale  brown  or  pale  sepia  discoloration  of  the  mucosa,  especially  upon  the  inner  aspect  of 
the  cheeks  along  a  line  roughly  corresponding  to  the  level  of  the  closed  teeth  :  with  or 
without  similar  pigment  spots,  streaks,  or  patches  upon  the  mucous  surface  of  the  lips, 
seen  best  when  the  latter  are  everted  in  a  good  light ;  upon  the  roof  of  the  mouth,  generally 
upon  the  soft  palate  or  upon  the  posterior  part  of  the  hard  palate  rather  than  more 
anteriorly  ;  upon  the  gums  occasionally  ;  and  sometimes  upon  the  sides  of  the  tonj^ 
(Plate  XXI).  Such  pigmentation  of  the  buccal  mucosa  immediately  suggests  Addison t 
disease,  especially  if  there  is  generalized  pigmentation  of  the  skin  at  the  same  time, 
extreme  asthenia,  a  low  blood -pressure,  a  tendency  to  vomiting  or  to  fainting  attacks 
on  any  exertion,  with  inability  to  maintain  any  effort,  mental  or  physical.  Unfortun* 
ately,  however,  although  such  buccal  pigmentation  is  highly  suggestive  of  Addison's 
disease,  it  is  not  pathognomonic,  for  it  has  been  noted  in  a  variety  of  other  conditions  also. 

Thus,  it  is  an  almost  constant  feature  in  persons  who  have  negro  blood  in  their 
ancestr>',  even  though  this  be  from  one  great  grandparent  only.  This  source  of  difficulty 
in  interpretation  is  commoner,  perhaps,  in  Africa,  the  West  Indies  and  America,  than  it  is 
in  Britain,  but  even  here  it  makes  it  uncertain  sometimes  whether  one  is  to  diagnose 
Addison's  disease  or  not. 

Then  in  pernicious  anaemia  buccal  pigmentation  precisely  similar  to  that  of  Addison's 
disease  is  met  with  occasionally  (Plate  XXII,  p.  528),  and  unless  the  blood-count 
is  very  definite  (p.  24)  it  may  be  difficult,  even  up  to  the  time  of  post-mortem  examination, 
to  say  which  of  the  two  conditions  the  patient  is  suffering  from.  Probably  the  right  course 
to  follow  then  would  be  to  treat  the  case  with  salvarsan  and  arsenic,  and  watch  the  effect ; 
pernicious  anaemia  rallies,  temporarily,  to  these  remedies  much  more  certainly  than 
Addison's  disease  does. 

Arsenic  itself  may  cause  pigmentation,  not  only  of  the  skin,  but  also  within  the  mouth, 
as  was  shown  by  some  of  the  cases  in  the  Manchester  epidemic  of  arsenic  in  beer  poisoning. 
Some  have  supposed  that  the  buccal  pigment  in  pernicious  anaemia  is  due  to  th^  arsenic 
employed  in  treatment ;  that  this  is  not  so,  however,  is  shown  by  the  fiact  that  some  cases 
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I  exhibit  pigmented  spots  inside  tl)e  moutti  even  before  any  arsenic 

Kiven  :    the  patient  from  whon)  Plate  XXII  was  talccn  wan  an  instance  in  point. 

ha-s  also  seen  pigmentation  of  the  buecal  mucosa,  suggesting  Addison's  disease. 

iV  cachectic  conditions  in  which  the  suprarenal  capsules  have  proved  to  lie 
at  autopsy.  In  a  case  of  plithi.tis  recently,  for  example,  so  pigmented  was  the 
hat  it  seemed  reasonable  to  diagnose  that  the  tuberculous  process  was  affecting 
irenals  us  well  as  the  lungs  ;    yet  after  death  the  suprurenals  were  normal,  and  one 

suppose  that  the  buccal  pignicnt  resulted  from  the  phthisical  cachexia  which  liad 
I  general  tendency  to  pigmentary  degeneration  everywiicre.  In  another  case 
K  disease  was  diagnosed  during  life  for  the  same  reason,  but  at  autopsy  a  carci- 

the  splenic  flexure  of  the  colon  was  found,  with  secondary  deposits  in  the  liver  ; 
A  been  asthenia  and  general  cachexia,  and  apparently  it  was  the  latter  which  was 
>le  for  the  pigment  changes.  In  a  third  case  the  patient  was  both  anaemic  and 
■,  without  any  other  definite  symptoms,  and  there  was  extensive  pigmentation 
touth.  The  blood-count  showed  extreme  antemia  with  a  colour  index  that  was 
nately  1,  The  doubts  during  life  lay  between  Addison's  disease  and  pernicious 
;  both  suggestions  proved  wrong,  for  at  autopsy  syphilitic  gummata  of  the  liver 
nd,  together  with  tertiary  syphililic  amyloid  diseane. 
lunately,  buccal  pigmentation  from  cachectic  states  such  as  (ihthisis.  cancer,  and 

is    rare,    though  the  possibilities 

be    kept  in  mind.     In  the  great 

of  eases,  however,  if  pernicious 

arsenic,  and  negro  blood  can  be 
[,  Addison's  disease  will  be  din- 
vrrectiy  if  the  patient  is  clearly 

and  ill  without  any  \'ery  dcllnitc 

si|^s.  but  with  marked  pigmenta- 
tiin  the  mouth.  ItrrbrrI  Freueh. 
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alies  of  the  natural  pigmentation 
kin.  on  the  side  either  of  excess  nr 
y,  may  be  due  to  irritation  of  the 
lal  sympathetic,  and  particularly 
ir  plexus,  leading  to  general  pig- 
on,  or  to  the  exudation  or  extni- 
I  of  the  colouring  nuttter  of  the 
producing  local  pigmentation, 
igmentation  may  be  brought  about 
■ction  of  irritants,  may  result  fnnn 
lion  of  hypenemia,  or  may  be  u 
of  skin  eruptions.  The  most 
■  errors  of  pigmentation  are  covered 
:erm  ehloagma.  This  may  be  either 
lie  or  symptomatic.  Idiopathic 
ka  is  usually  caused  by  counter- 
s.  such  as  vesicants,  or  some  other 
tf    external     irritation,     especially 

Ing,  as  in  vagabond's  disease —  ^  „„.,  _^  „uvnt  iMiiiiii.».i[>iiiii:iiniic-'iiitrT.  lo  iiinsiriir.' 
Otis:    but  in  some  cases  it  is  im-  iwiwnii  iiiaiiivim.iiijii  af  ttefkinm  iLiif.ii«M->. 

;  to  trace  the  cause.     Symptomatic 

la  is  a  sequela  or  an  accompaniment  of  cutaneous  eruptions,  or  is  the  result  iif 
lal  conditions  of  the  uterus  or  of  other  abdominal  viscera,  or  of  cachexia,  it  is 
ften  met  with  as  chloasma  uterinum,  which  may  occur  not  only  in  connection  with 
ocy,  but  also  in  association  with  any  form  of  uterine  irritation.  The  smooth 
>h-brown  patches  are  seen  most  commonly  on  the  forehead,  but  almost  the  entire 
ly  be  involved  and  also  the  trunk  and  linibs.  Somewhat  sinnlar  irregularities  of  pig- 
ion  o<x;ur  in  rAeumal(»d  mlAHKa,  pernicioHs  antrmta, /fo(/£A-(i('s  disease,  (irat)M'3di'«fa.ie 
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Chloasma  can  be  differentiated  tir>m  ehrotnidrosU,  by  observing  that  in  the  tatter  condition 
the  colour,  which  is  derived  from  the  exuded  secretions,  disappears  if  washed  with  ether 
or  chloroform.  In  tinea  vergicolor,  and  some  other  fungous  diseases  which  resemble 
chloasma,  the  patches  are  not  smooth  but  scaly,  and  the  discoloration  can  be  scraped  off. 
The  pigmentary  typkilidt,  which  may  take  the  form  of  a  diffused  brownish  hue,  brownish 
spots,  or  dappled  patches,  is  seldom  met  with  except  on  the  neclt,  but  sometimes 
it  may  take  the  fbrm  of  widespread  leucomelanodermia  (Figa.  22S  and  224).  Question 
may  arise  between  chloasma  and  Uueodermia  (vitiligo)  when  in  the  latter  condition 
the  white  areas  have  spread  over  the  greater  part  of  the  body,  and  are  taken  for  the  normal 
colour :  but  in  leucodcrmia  the  border  of  the  area  is  concave,  whereas  in  chloasma  it  is- 
convex.  Moreover,  In  leucodermia  the  history  is  that  of  the  formation  of  white  patches, 
surrounded  by  a  pigmented  border,  which  may  spread  until  large  areas,  imd  even  the  whole 
surface  of  the  bodv,  are  affected. 

Leucodermia  has  in  its  turn  to  be  distinguished  fVoni  sclerodermia,  morphoca,  macular 
leprosy,  pigmentary  syphilide,  and  partial  albinism.  The  skin  is  not  stiff  and  thickened 
as  it  is  in  aeterodermia.  The  edges  are  not 
streaked  with  small  dilated  vessels,  making  a 
pink  or  violet  border,  as  in  morpbtea,  nor  is 
there  any  intermingling  of  atrophic  striK.  The 
patches  are  not  destitute  of  sensation  as  in 
iierve-Uproiy,  nor,  though  it  has  been  styled 
■  white  leprosy,"  has  leucodermia  any  other 
resemblance  to  that  affection  save  the  colour 
of  the  patches.  Doubt  as  between  leucodemiia 
and  a  congenital  condition  like  partial  albinitm 
could  only  arise  by  disregarding  the  history. 
Of  albinism  itself,  whether  partial  or  universal, 
nothing  mure  need  be  said  here  ;  for  though 
it  is  an  abnorniality  of  pigmentation,  its  true 
character  can  never  be  in  question.  Nor  need 
I  speak  of  jaundice,  for  that  condition  forms  the 
subject  of  a  separate  article. 

Discoloration  of  the  skin  may  be  due  to  the 
prolonged  adminiNtration  of  drugs.  Thus  picric 
acid  may  turn  the  skin  and  the  cotljuncti^'K 
yellow,  arsenic  may  cause  a  peculiar  greyisli. 
brownlsli  or  freckle-like  pigmentation  {Fig.  '225. 
and  Plate  I'll,  p.  64),  nitrate  of  silver  may 
set  u]>  the  condition  known  na  argyria,  in  which 
the  integument  and  the  mucous  membrane,  j>ar- 
ticularlv  in  situations  eximsed  to  light,  take  <m  a 

,,    .,  .1    i>      >         ,  .   >■  fly.  --'. -IViiwiitiuInii  u(  nhlri  (mill  iiMfliic  iu  >  oseol 

bluiKh-grey  or  greyish-black  colour,  especially  on  [wiLk'ioiu  mu'inui. 

the  face  and  the  flexor  aspects  of  the  limbs. 

This  condition  may  closely  resemble  hiemochromatosis  and  similar  abnormalities,  but  the 
history  of  protracted  use  of  the  drug  will  make  the  diagnosis  clear,  Siiu'c.  howcv'er, 
arsenic  nmy  l>e  derived  from  some  unsuspected  snurcc,  as  was  the  ("ase  in  the  )>eripli('ral 
neuritis  epidemic  in  and  around  Manchester  due  to  Ixer  containing  it  us  an  impurity, 
chemical  analysis  of  the  liair  should  l»c  made,  for  arsenic  liecimics  stt)rect  up  in  the  hair 
that  grows  whilst  thi.s  is  being  taken.  MiJ<-'>lm  Morrii. 

PLANTAB  REFLEX.  EXTENSOB.--(See  Uauin^kis  Si<;n.  p.  08.) 

PLEURAL  EFFUSION.  -(Sec  Cukkt,  p.  W2.) 

PP(EUHATURIA~or  the   ])assage  of  gas  per  unlhrimi.  either  along  with  or  indepen- 
dently of  urine— is  a  rare  symptom,  but  when  it  does  occur  it  is  very  Ktrlking,  particularly 

It  may  be  due  to  one  or  other  of  two  entirely  distinct  groups  of  causes,  namely  : 


im  PXEUMATTBIA 


bctweea  the  rcctaox  czcom.  Tcnndbnn  apfKndix.  or  other  put 
tA  tiK  aJinMwtanr  euMJ  and  the  bisMider.  meter,  or  renal  peKw  :  cither  direethr.  or  via  an 


2.  Inftrtkm  fA  the  Madder  or  other  part  of  the  urinary  trart  by  micTO-offfanwnw  that 
prodof«r  jpM«  withrmt  there  neceMarfly  beinje  any  breach  of  surCMe  of  the  mucosa. 

When  the  tamM:  \it%  in  the  fint  l^roup.  the  patient  iei  very  liable  to  pass  fiscal  material 
at  the  ^ame  time  an  the  ^%.  and  the  differential  diajenos»  betaeen  the  varioos  possible 
hk  djMMiMed  under  ¥mx:wj&  passed  tem  I'kethkax  Ip.  238).  It  should  be  added. 
rrr,  that  the  paummf^  of  leaA  without  firces  per  urettuam  by  no  means  excludes  there 
being  a  ftntulouA  communication  between  some  part  of  the  alimentary*  canal  and  the 
orinaty  tract  ;  the  fisitnia  may  be  tortuous,  so  that  gas  gets  along  it.  but  not  fieces.  It 
may  happen.  moreo%'er,  that  a  legion  such  as  appendicitis  has  led  to  the  formation  of  a 
local  abAceiM  which,  owing  Uf  its  infection  by  the  BaeiUu»  eoii  eommunit^  contains  gas ; 
this  al#scess  may  open  into  the  Madder  and  cause  the  discharge  of  pus  and  gas.  but  no 
fieees,  per  urethram.  The  same  applies  to  other  abscesses  which,  though  not  arising  pri- 
mariK'  in  etmnecikfti  with  the  bowel,  nevertheless  occasionally  contain  gas  from  infection 
by  the  B,  eoii  enmnmunis — a  suppurating  hydatid  or  ovarian  dermoid  cyst,  for  instance,  or 
a  p>'osalptnx. 

fkfmtthntn  there  may  be  serious  doubts  as  to  whether  the  gas  is  finding  its  way  into 
the  urinar>'  passages  from  some  external  source,  as  above,  or  whether  it  is  being  produced 
in  nlu.  In  the  absence  of  any  rectal  or  other  pel\'ic  or  abdominal  evidence  of  disease  out- 
side the  bladder,  it  wifl  be  remembered  that  certain  organisms  produce  gas  when  they  grow 
in  Ufine  ;  notably  the  BaciUu$  coli  communis^  and  in  glycosuric  cases,  various  yeasts. 
The  urine  will  be  examined  for  sugar,  and  if  it  be  present,  a  catheter  specimen  will  be  ob- 
tainerl  t/i  see  it  saccharomyces  are  present  in  the  bladder-unne  ;  if  so,  and  if  there  is  no  pus 
fff  evidence  of  infection  by  other  micro-organisms,  the  nature  of  the  pneumaturia  will  be 
clear  ;  as  a  rule,  in  these  cases  the  patient  voids  urine  that  is  bubbly  rather  than  distinct 
ami  scfmrate  tnm\  the  gas.  If,  on  the  other  hand,  no  sugar  is  present,  a  catheter  specimen 
will  \h:  <njltivaterl  to  find  out  whether  the  B.  coli  communis  is  present,  and  if  so,  in  what 
quantity.  If  it  is,  and  if  no  sign  of  any  fistulous  communication  between  any  part  of  the 
brnrel,  or  a  gas-containing  abscess  canity,  and  the  urinar>'  tracts,  can  be  made  out,  the  pre- 
surrifition  will  lie  that  the  pneumaturia  is  due  to  coli  bacilluria,  although  the  latter  is  fax 
cornriioner  without  than  with  pneumaturia.  The  urine  in  these  cases  may  contain  very 
littlf?  obvious  |)us  and  only  a  trace  of  albumin  ;  it  may  be  acid,  and  not  foul  smelling  or 
anirrKiniarral  ;  on  the  other  hand,  it  may  sometimes  be  so  foul  and  fsculent  as  to  cause 
scrriouM  suspicions  of  a  communication  between  the  colon  and  the  bladder,  even  when  there 
is  none,  A  c>'st^>scopic  examination  will  serve  to  exclude  a  fistulous  opening  into  the 
blmlrlcr,  but  it  may  be  much  more  difficult  to  exclude  a  similar  communication  with  the 
higher  parts  of  the  urinary  tract,  especially  the  renal  pelvis.  The  latter  condition  is  so 
rare,  however,  tliat  it  is  wiser  to  diagnose  coli  bacilluria  only  unless  there  is  direct  evidence 
of  a  cause  for  communication  between  the  bowel  and  the  renal  pelvis,  such  as  a  carcinoma 
cjoli.  HfTbtrt  Frend^. 

PNEUMOTHORAX,  or  gas  in  the  pleural  cavity,  may  exist  with  or  without  clear 
fluid,  pus,  or  bkKKl  in  the  lower  part  of  the  pleura  at  the  same  time.  If  there  is  any  kind 
4f(  fluid  in  the  cavity  along  with  the  air,  the  fact  is  generally  made  obvious  at  once,  when 
the  patient*s  thorax  is  auscultated  whilst  it  is  being  actively  or  passively  shaken,  so  as  to 
pnHlucc  the  typical  succussion  splash,  often  followed  by  the  ringing  sounds  made  by  drops 
■of  fluid  falling  from  the  compressed  lung  into  the  pool  of  fluid  beneath.  The  nature  of  the 
fluifl-  hydro-pneumothorax,  pyo-pneumo thorax,  or  hsmo-pneumothorax,  as  the  case 
fiiiiy  Ih!  -can  seldom  be  diagnosed  except  by  means  of  an  exploring  needle  and  syringe. 
Whether  the  pneumothorax  is  or  is  not  associated  with  any  of  these  fluids,  the  diagnosis  is 
g<*ncrully  easy  on  account  of  the  deficiency  in  movement  of  the  affected  side  of  the  chest, 
the  displacement  of  the  heart  in  the  opposite  direction,  and  hyper-resonance  to  percussion, 
together  with  remarkable  deficiency  or  complete  absence  of  the  vesicular  murmur  and 
voice  sounds.  The  coin-tap  sound,  obtained  by  placing  one  silver  coin  on  the  chest  wall* 
tupping  it  witli  another  silver  coin,  and  listening  through  the  stethoscope  for  the  ringing 
echo  produced,  when  the  sign  is  positive,  may  serve  to  confirm  the  diagnosis,  but  it  is  not 
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essential.  Partial  pneumothorax,  in  which  complete  collapse  of  the  lung  is  prevented  by 
adhesions,  is  proportionately  more  difHcult  to  diagnose,  but  the  same  type  of  physical 
signs,  including  the  coin-tap  sound  or  bntit  tTaiTain,  will  generally  be  found  in  these  cases, 
though  in  less  degree  than  when  the  pneumothorax  is  complete.  The  x-rays  show  an 
abnormal  clearness  corresponding  to  the  air  in  the  pleural  cavity  (Fig.  226.)  It  ia  not 
sufhcient,  however,  merely  to  diagnose  pneumothorax  ;  its  cause  has  to  be  determined 
from  amongst  the  following  : — 

Phthisis  :   (a)  early,  (6)  late. 

Rupture  of  an  emphysematous  bleb. 

Gangrene  of  the  lung  with  necrosis  of  the  pleura. 

Empyema  ruptured  through  the  lung. 

Instrumental :   e.g.,  after  tapping  a  pleural  effusion. 

Stabs,  or  gunshot  wounds  of  the  chest  wall. 

Epithelioma  of  the  oesophagus  ulcerating  into  the  pleura. 

Gastric  ulcer  or  carcinoma  ventriculi,  leaking  so  as  to  produce  a  gas- containing 
subdiaphragmatic  abscess,  which  in  its  turn  may  perforate  the  diaphragm  and  cause  a 
pneumothorax. 

Infection  of  the  pleural  cavity  by  gas-producing  organisms,  such  as  the  BaciUiu  colt 
communia. 


The  commonest  cause  by  far  is  phthisis  ;  and  when  the  occurrence  of  tlie  pneumo- 
thorax does  give  rise  to  symptoms,  it  is  generally  due  to  comparatively  early  phthisis ; 
indeed,  when  it  comes  on  acutely  with  sudden  lancinating  pain  in  one  side  of  the  chest, 
associated  with  rapid  shallow  breathing,  and  cyanosis  with  or  without  lucmoplysis  in  a 
young  apparently  healthy  adult,  it  Is  almost  certain  that  the  patient  has  a  tuberculous 
focus  at  one  apex,  even  though,  as  frequently  happens,  there  have  been  no  abnormal  sym- 
ptoms previously,  such  as  cough  or  night  sweats,  and  even  though  absolutely  no  abnormal 
physical  signs  can  be  detected  at  the  apex  of  the  other  lung.  There  may  be  a  little  sputum, 
and  in  this  tubercle  bacilli  may  be  detected. 

When  pneumothorax  is  attributed  to  rupture  of  an  emphysematous  bleb,  there  must 
always  remain  in  the  physician's  mind  a  serious  doubt  as  to  whether  it  is  not  really  due  to 
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(6)  severe  diarrhcea,  e.g.,  the  summer  diarrhoea  of  infants,  cholera,  ptomaine  poisoning, 
arsenic  ;  (c)  inability  to  obtain  fluid  to  drink,  especially  if  there  exists  already  a  disease 
tending  to  polyuria,  such  as  diabetes  mellitus,  diabetes  insipidus,  or  granular  kidney. 

5.  From  the  prolonged  use  of  certain  drugs,  es])ecially  acetanilide,  veronal,  and  some 
others  of  the  type  that  may  cause  methsmoglobinuria  (p.  284). 

6.  Splenomegalic  polycythemia. 

As  a  rule,  the  diagnosis  of  the  cause  9f  polycythsemia  in  a  given  case  is  not  difficult. 
When  it  is  due  to  congenital  heart  disease  it  is  nearly  always  associated  with  an  extreme 
degree  of  cyanosis  without  proportionate  dyspnoea,  and  with  clubbing  of  the  fmgers,  both 
these  dating  from  birth  or  early  childhood.  The  patient  is  generally  young,  though  some 
sur\'ive  into  adult  life.  There  is  not  always  a  cardiac  bruit,  and  the  precise  lesion  will 
then  be  obscure  ;  often,  however,  percussion  shows  increased  cardiac  dullness  to  the  right 
of  the  sternum,  and  upwards  towards  the  second  left  rib,  indicating  increased  size  of  the 
right  auricle  and  ventricle  ;  and  in  most  cases  there  is  either  a  loud  rumbling  or  blattering 
systolic  bruit  of  pulmonary  stenosis,  heard  loudest  in  the  second  left  space  close  to  the 
sternum,  but  also  audible  over  the  greater  part  of  the  precordial  region,  and  often  over 
both  sides  of  the  chest  in  front  and  behind  ;  or  else  a  very  similar  universal  systolic  bruit, 
differing  chiefly  in  having  its  maximum  intensity  either  behind  the  sternum  between  the 
two  fourth  ribs,  or  else  in  the  fourth  left  intercostal  spaces  dose  to  the  sternum,  indicative 
of  patent  septum  ventriculorum.  These  two  lesions  may  both  be  present  in  the  same 
patient,  and  they  are  the  commonest  cause  in  cases  of  morbus  coeruleus  that  survive 
infancy.  The  red  corpuscles  seldom  number  less  than  6,000,000  per  c.mm.,  and  in  some 
cases  they  have  been  no  fewer  than  14,000,000  j)er  c.mm.  The  percentage  of  haemo- 
globin is  also  increased  greatly,  but  usually  to  a  less  degree  than  are  the  red  cells,  so  that 
the  colour  index  falls  below  1 .  This  applies  to  nearly  all  causes  of  polycythaemia.  There 
is  no  simultaneous  increase  in  the  number  of  leucocytes  per  c.mm.,  and  the  diCTerential 
leucocyte  count  falls  within  the  normal  limits.  It  is  noteworthy  that  cases  of  persistent 
ductus  arteriosus  seldom  present  either  cyanosis,  clubbed  Angers,  or  polycythaemia. 

Residence  at  high  altitudes  often  causes  polycythaemia.  The  increase  is  seldom 
extreme,  but  the  red  cells  not  infrequently  reach  6,000,000  or  more  per  c.mm.  This  rule  is 
not  by  any  means  universal,  however,  though  upon  the  whole  the  higher  the  altitude  the 
higher  the  normal  average  number  of  red  cells  per  c.mm.,  particularly  in  those  who  have 
resided  long  and  continuously  in  the  mountains.  The  individuals  are  not  ill  ;  it  is  merely 
that  their  red  cells  stand  at  a  higher  flgure  normally  than  do  those  of  dwellers  nearer  sea  level. 

Quite  apart  from  the  presence  or  absence  of  anasarca,  patients  suffering  from  chronic 
lesions  which  tend  to  produce  dyspnoea  are  also  very  apt  to  have  polycythaemia,  particu- 
larly when  the  lesion  causes  marked  redness  of  the  lips.  This  is  well  seen  in  many  eases  of 
mitral  stenosis  when  there  has  been  a  tendency  to  failure  of  compensation  for  some  time 
past.  There  is  no  similar  polycythaemia  in  aortic  cases  unless  mitral  disease  is  present  as 
well,  and  the  red  cells  are  much  less  increased  in  mitral  regurgitation  than  in  mitral  stenosis. 
In  the  latter  they  often  reach  6,000,000' or  even  7,000,000  per  c.mm.,  and  it  would  seem  to 
be  an  attempt  on  nature's  part  to  try  and  compensate  for  the  failing  circulation  by  dis- 
tributing the  haemoglobin  over  a  larger  corpuscular  area.  The  same  explanation  probably 
accounts  for  the  similar  polycythaemia  due  to  morbus  cceruleus,  and  to  high  altitudes,  and 
to  certain  cases  of  fibroid  lung,  bronchiectasis,  emphysema,  chronic  bronchitis,  renal  disease 
with  chronic  dyspnoea,  and  spasmodic  asthma,  in  which  some  degree  of  polycythaemia, 
though  not  the  rule,  is  sometimes  met  with,  just  as  it  is  in  mitral  stenosis.  The  colour 
index  is  less  than  1,  for  although  the  haemoglobin  is  increased,  it  is  less  so  than  are  the  red 
cells.  The  leucocytes  remain  unaltered.  The  polycythaemia  will  seldom  if  ever  be  the 
most  prominent  symptom  in  the  case,  so  that  the  diagnosis  will  nearly  always  have  been 
made  upon  other  grounds — the  presystolic  bruit  at  the  impulse  ;  the  displacement  of  the 
heart  towards  that  side  where  the  lung  presents  an  impaired  note,  with  or  without  crackling 
rales  and  bronchial  breathing  ;  and  so  on.  The  maintenance  of  the  polycythaemia  is 
important,  however,  and  therapeutic  measures  should  be  directed  to  this  end,  for  many 
eases  of  mitral  stenosis  with  5,000,000  red  cells  per  c.mm.  are  relatively  anaemic  ;  they 
should  have  6,000,000  or  more. 

The  effect  of  cholera,  ptomaine  poisoning,  arsenic,  summer  diarrhcea  of  infants,  severe 
thirst  that  cannot  be  assuaged,  the  toxcemia  of  pregnancy,  and  so  on,  in  concentrating  the 
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blood  by  withdrawing  or  withholding  fluid  from  it,  and  thus  producing  some  degree 
polycythemia,  is  an  acute  condition  which  is  to  be  counteracted  by  continuous  saline  I 
fiision  or  some  similar  method  of  restoring  fluid  to  the  tissues.  The  polycythemia 
reaches  any  marked  degree  except  in  quite  early  stages,  for  instance,  in  cholera ; 
the  red  cells  disintegrate  more  rapidly  than  they  are  replaced.  In  measuring  the  coi 
tration  of  the  blood  in  these  conditions,  it  is  of  less  value  to  count  the  red  cells  than 
measure  the  specific  gravity.  This  is  done  most  readily  by  the  chloroform  and  be 
method.  The  specific  gravity  of  chloroform  is  high,  that  of  benzene  is  low,  and  by 
the  two  in  different  proportions  it  is  possible  to  obtain  fluids  of  every  intermediate 
gravity.  A  mixture  of  the  two  of  the  normal  specific  gravity  of  the  blood,  viz.,  1056, 
made,  and  poured  into  a  specimen  glass  of  sufficient  depth  to  allow  a  urinometer  to 
in  it.  For  strict  accuracy,  certain  corrections  in  the  readings  of  the  ordinary  urinoi 
are  required,  but  for  emergency  use  the  instrument  will  serve.  The  lobule  of  the  patient 
ear  is  pricked,  a  large  drop  of  blood  is  allowed  to  fall  into  a  suitable  small  cup  or  oi 
receiver  containing  some  of  the  chloroform-benzene  mixture,  and  thence  transferred  to 
main  bulk  of  the  fluid  in  the  specimen  glass.  If  the  blood-drop  sinks,  more  chlorofoni' 
must  be  added  ;  if  it  floats,  more  benzene  ;  ultimately  a  point  is  reached  at  which 
blood-drop  neither  sinks  nor  floats  ;  the  specific  gravity  of  the  chloroform-benzene  mis* 
ture  is  then  the  same  as  that  of  the  blood.  In  cases  of  collapse  from  loss  of  fluid  theie^ 
is  a  rise  in  the  specific  gravity  of  the  blood  even  when  there  is  no  polycythaemia,— aoi 
the  greater  the  rise,  the  greater  the  need  for  infusion. 

Splenomegalic  polycythcemia  is  a  somewhat  rare  condition  that  is  also  termed  erythm^ 
mta,  or  erythrocyihasmia.  Its  name  suggests  its  main  features,  which  are  :  Enlaigemcil 
of  the  spleen,  increase  in  the  red  cells  up  to  as  many  as  10,000,000  per  c.mm.,  or  even  moR^ 
and  duskiness  or  lividity  of  the  face  {Plate  XXI X^  p.  634)  and  of  the  extremities, 
nature  of  the  malady  is  still  obscure,  though  some  regard  it  as  due  to  disease  of  the  boae^ 
marrow.  It  affects  adults  and  females  rather  than  children  and  males,  and  its  course  ii 
chronic.  It  only  remains  to  add,  that  whereas  to  be  typical  the  spleen  must  be  enlaiged,  there 
are  cases,  probably  of  the  same  afTection,  in  which,  without  the  spleen  becoming  palpable^ 
the  only  definite  clinical  signs  are  progressive  lividity  and  polycythemia.     Herbert  Frtntk 

POLYDIPSIA.— (See  Thirst,  Extreme,  p.  719.) 

POLYURIA. — ^The  term  polyuria  signifies  the  passage  of  more  than  the  average 
amount  of  urine  per  diem.  It  may  be  either  (I)  Transienty  or  (II)  Continued,  It  is  impo^ 
tant  not  to  mistake  frequency  of  micturition  for  polyuria,  for  although  the  latter  ahnoit 
necessarily  causes  the  former,  there  are  many  conditions  that  lead  to  frequency  of  micturi- 
tion without  polyuria — for  example,  tuberculous  ulceration  of  the  bladder,  enlargement  of 
the  prostate,  or  urethral  stenosis,  in  all  of  which  urine  may  be  passed  frequently,  but  in 
small  quantities  at  a  time.  In  case  of  doubt  the  total  amount  of  urine  passed  in  each 
period  of  twenty-four  hours  should  be  measured.  .  The  normal  limits  are  very  wide,  the 
average  being  about  50  ounces  per  diem,  more  being  passed  in  cold  weather  than  in  warn, 
during  rest  than  after  exercise,  waking  than  sleeping,  and  after  drinking  than  after  taking 
little  fluid  by  the  mouth.  The  point  at  which  polyuria  begins  is  arbitrary ;  if  a  patient 
passes  70  ounces  or  more  per  diem  it  is  almost  certain  to  attract  attention,  and  therefore 
to  merit  the  term  polyuria.  In  degree,  the  polyuria  due  to  causes  in  Group  I  seldom 
exceeds  100  ounces  a  day  ;  some  of  the  causes  in  Group  II,  especially  diabetes  mellitus 
and  diabetes  insipidus,  may  cause  polyuria  to  the  extent  of  200  ounces,  or  even  300,  400, 
500,  600,  or  more,  per  diem. 

In  arriving  at  the  differential  diagnosis  of  the  cause  in  any  given  case,  one  of  the  first 
points  to  note  is  whether  the  polyuria  is  persistent  ;  or  whether,  even  if  recurrent,  it  is 
transient.  Any  of  the  causes  that  usually  give  persistent  polyuria  may  in  some  individuals 
produce  the  symptom  intermittently,  but  upon  the  whole  one  inay  classify  the  causes  of 
polyuria  as  follows  : — 

I.  CAUSES  OF  TRANSIENT  POLYURIA. 

1.  After  drinking  abundance  of  water  or  other  fluid. 

2.  After  drinking  fluids  containing  diuretic  principles,  such  as  alcohol  (wine,  malt  liquors, 

spirits) ;  caffeine  (tea,  cocoa,  coffee) ;   citrates  or  tartrates  (artificial  lemonades). 
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3.  As  the  result  of  nervousness,  or  of  nervous  attacks,  such  as  : — 

(a)  Medical  examination  for  life  assurance 

(6)  Preparation  for  some  physical  or  mental  competition 

(c)  Hysteria,  especially  during  recovery  from  an  acute  outburst 

(cf)  Neurasthenia 

(e)  After  an  epileptic  attack 

(/)  After  migraine 

(g)  After  an  asthmatic  attack 

(h)  After  an  attack  of  angina  pectoris 

(i)  Periodic  polyuria,  apparently  without  cause. 

4.  Hydronephrosis,  with  periodic  emptying  of  the  renal  sac. 

5.  The  cold  stage  of  a  malarial  attack. 

6.  In  some  cases  of  convalescence  from  a  febrile  illness,  such  as  enterica. 

7.  As    the   result   of  the   clearing  up  of  extreme  cedema  or   serous   effusions, — for 

instance,  during  recovery  from  acute  nephritis ;  mitral  stenosis,  with  heart 
failure  ;  cirrhosis  of  the  liver,  and  so  on  ;  especially  if  the  fluid  clears  up 
quickly  after  giving  diuretic  remedies,  such  as  blue  pill,  digitalis,  calomel, 
copaiba  resin,  potassium  salts,  diuretin,  sodium-theocin-acetate,  uva  ursi, 
broom  tops,  or  dwarf  elder. 

When  the  cause  lies  in  Group  I  its  nature  is  generally  obvious,  though  it  is  essential 
to  examine  the  urine  carefully  for  sugar,  albumin,  and  renal  tube-casts,  for  purposes  of 
exclusion.  Nevertheless,  the  diagnosis  may  be  in  doubt  until  the  course  of  the  symptom 
has  been  watched  for  a  while.  For  instance,  polyuria  may  seem  to  be  due  to  profuse 
drinking,  when  really  the  kidneys  are  granular  and  contracted  ;  or  in  a  life  insurance  case, 
nervousness  may  seem  to  be  the  cause,  when  there  has  really  been  a  bout  of  drinking  ;  or, 
again,  the  drinking  may  be  secondary  to  the  extreme  thirst  produced  by  diabetes  insipidus. 

Ezeessive  Diinklng. — When  due  to  drinking  water,  tea,  wine,  spirits,  or  artificial 
lemonades,  the  polyuria  ceases  when  the  drink  in  question  is  limited. 

Nervousness. — ^The  history  and  circumstances  of  the  case,  together  with  the  absence 
of  signs  of  gross  disease  of  heart  or  kidneys,  will  be  the  main  factors  in  deciding  whether 
the  polyuria  is  caused  by  excitement,  nervousness,  hysteria,  or  neurasthenia. 

Epilepsy. — ^The  character  of  the  convulsive  seizures,  their  recurrence  at  intervals, 
and  the  influence  of  bromides  upon  them,  will  serve  to  diagnose  epilepsy,  for  polyuria  in 
association  with  the  latter  nearly  always  follows  immediately  after  an  attack  of  grand  mal. 
It  may,  however,  be  associated  with  petit  mal,  or  even  be  the  chief  phenomenon  in  some 
cases  of  epilepsy. 

Migraine. — The  diagnosis  of  migraine  de(>ends  on  the  history  of  the  case  and  the 
absence  of  optic  neuritis  and  other  evidence  of  gross  intracranial  disease. 

Asthma. — Asthma  is  sometimes  easy  to  diagnose,  sometimes  very  difTieult  ;  it  may 
be  mistaken  for  recurrent  bronchitis,  cardiac  dyspncca,  renal  dyspnoea  or  ursemic  *  asthma,' 
mediastinal  new  growth,  thoracic  aneurysm,  thymic  *  asthma,'  laryngeal  papilloma  or 
fibroma,  foreign  body  in  the  air-passages,  syphilitic  stenosis  of  a  bronchus,  goitre,  or 
hysteria.  It  so  frequently  develops  into  emphysema  and  bronchitis  that  one  is  apt  to 
forget  that  the  essential  symptom  of  asthma  is  dyspnoea,  and  not  cough.  To  diagnose  a 
difficult  case  it  may  be  necessary  to  examine  the  chest  with  the  a;-rays  to  exclude  aneur\-sni 
and  new  growth  ;  to  examine  the  larynx  and  vocal  cords  :  the  heart,  the  retina?,  and  the 
urine  to  exclude  renal  and  cardiac  mischief ;  and  even  then,  doubt  may  rein«iin  unless 
there  is  a  clear  and  typical  account  of  the  nature  of  the  earlier  attacks  in  a  patient  who  has 
had  recurrences  for  years,  and  who  is  relieved  by  cocaine  sprays  to  the  nose,  by  ethereal 
tincture  of  lobelia,  by  inhalations  of  stramonium  fumes,  by  injections  of  small  doses  of 
adrenalin,  or  by  other  anti-asthmatic  remedies  ;  Eosinophilia  (p.  218)  is  more  likely  to  be 
found  during  an  attack  of  asthma  than  as  the  result  of  any  of  the  other  conditions  that 
may  simulate  it.  The  polyuria  occurs  in  by  no  means  every  case  ;  when  it  does  so,  it 
generally  follows  immediately  after  an  attack,  and  this  applies  also  in  eases  of  angina 
pectoris,  the  diagnosis  of  which  is  not  difficult  when  the  acute  attacks  of  precordial  pain 
radiate  upwards  and  outwards  to  the  left  shoulder  and  down  the  left  arm,  and  when  there 
is  evidence  of  an  aortic  lesion,  or  of  atheroma  and  arteriosclerosis  with  high  blood-pressure. 
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Periodic  Polyaria,  apparently  withoat  cause,  is  a  condition  which  is  regarded  hf 
some  as  a  clinical  entity  ;  the  diagnosis  must  always  be  difficult  to  be  sure  of.  howevo^ 
and  the  more  carefully  a  cause  is  looked  for,  the  fewer  will  be  the  cases  remaining  in  tiK' 
category  ;  it  will  be  found  that  some  are  due  to  epilepsy  ;  others  to  secret  drinking; 
others  to  granular  kidney  ;  others  to  hydronephrosis,  and  so  on. 

Hydronephrosis,  with  periodic  emptying  of  the  renal  sac,  is  the  chief  cause  of  typi- 
cally periodic  polyuria.  The  diagnosis  is  arrived  at  by  having  the  urine  measured  caie» 
fully  each  day,  and  by  palpating  the  loins  bimanually  for  evidence  of  renal  enlargement 
When  a  kidney  swelling  can  be  detected,  and  when  this  increases  in  size  at  the  same  tine 
that  less  urine  is  being  passed,  whilst  it  materially  decreases  on  the  days  when  the  polyum 
occurs,  the  diagnosis  of  hydronephrosis  or  pyonephrosis  is  clear  ;  and  the  distinctioi 
between  the  two  depends  on  whether  there  is  or  is  not  pyuria.  The  commonest  causes 
for  hydronephrosis  are  movable  kidney  and  renal  calculus  ;  and  the  a;-rays  often  serve 
to  distinguish  the  latter  from  the  former. 

Fevers. — The  polyuria  that  occurs  during  the  cold  stage  of  a  malarial  attack  ii 
replaced  speedily  by  the  opposite  condition  when  the  hot  stage  is  reached  ;  the  diagnosis  ii 
afforded  by  the  circimistances  of  the  case,  such  as  residence  in  a  malarial  district  and  pit* 
vious  attacks  of  the  malady  ;  by  the  discovery  of  malarial  parasites  m  blood-Hlnis :  by 
the  absence  of  leucocytosis,  the  relative  increase  in  the  large  lymphocytes  in  the  differen- 
tial leucocyte  count,  and  by  the  beneficial  effects  of  quinine  upon  the  disease.  PoKiirii 
during  convalescence  from  other  fevers,  such  as  enterica  or  pneumonia,  is  not  uncommoQ; 
it  is  a  phenomenon  that  may  attract  some  attention  at  the  time,  but  it  seldom  gives  rise  to 
difficulty  in  diagnosis. 

(Edema  and  Diuretics. — The  considerable  polyuria  that  often  results  in  renal  or 
cardiac  cases  when  oedema  is  clearing  up  under  treatment  is  noteworthy,  but  the  diagnosii 
is  not,  as  a  rule,  difllcult.  If  the  polyuria  is  due  merely  to  the  excretion  of  accumulated 
fluid  it  will  cease  when  there  is  no  longer  any  oedema  ;  whilst  if  it  is  due  to  granular  kidne)^ 
or  other  underlying  malady,  it  will  continue  even  after  the  oedema  has  gone. 

II.  CAUSES  OF  CONTINUED  POLYURIA. 

1.  Diabetes  mellitus. 

2.  Red  granular  contracted  kidneys. 

3.  Arteriosclerosis. 

4.  Pale  granular  contracted  kidneys. 

5.  Lardaceous  or  amvloid  kidnevs. 

6.  Cystic  kidneys. 

7.  Diabetes  insipidus  : 

(a)  Due  to  no  gross  nerv'ous  lesion 

(b)  Due  to  tumour  or  injury  of  the  medulla  oblongata. 

8.  Incorrigible  drinking  of  beer  or  spirits. 

9.  Phosphatic  diabetes. 

10.  Azotic  diabetes. 

11.  Some  cases  of  acromegaly. 

12.  Some  cases  of  myxoedema. 

Diabetes  Mellitus. — A  ver>-  important  step  in  the  diagnosis  is  to  examine  the  urine 
carefully.  If  sugar  is  present,  a  diagnosis  of  diabetes  mellitus  will  be  made,  especially 
if  diacetic  acid  and  acetone  are  also  present,  and  the  specific  gravity  is  between  1035  and 
1045.  Some  authorities  distinguish  in  kind  as  well  as  in  degree  between  what  they 
term  true  diabetes  mellitus  on  the  one  hand,  and  alimentary  glycosuria  on  the  other, 
though  others  hold  that  these  differ  only  in  degree  ;  it  is  chiefly  in  severe  diabetes  of  young 
people  that  polyuria  is  marked,  something  between  100  and  000  ounces  of  urine  being 
passed  per  diem  ;  in  elderly  people  with  glycosuria  the  polyuria  is  often  slight  ;  in  these 
oases  the  specific  gravity  need  not  be  above  the  normal,  and  diacetic  acid  and  acetone  are 
generally  absent.  If  no  sugar  is  present  upon  one  occasion  it  may  be  on  another,  so  tliat 
several  examinations  may  be  required. 

Albuminuria. — If  albumin  is  present,  and  the  polyuria  cannot  be  attributed  at  once 
to  anything  so  obvious  as  the  clearing  up  of  a^dema  or  the  administration  of  a  diuretic, 
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a  careful  microscopical  examination  of  the  centrifiigalized  deposit  for  renal  tube-casts 
should  be  made  ;  if  the  latter  are  absent,  and  if  the  patient  is  a  young  adult  male,  who 
seems  to  be  in  good  health,  whose  heart  and  other  organs  present  no  abnormal  physical 
signs*  and  whose  polyuria  troubles  him  chiefly  at  times  of  excitement,  for  instance  when 
he  is  in  for  an  examination,  the  diagnosis  is  very  likely  to  be  that  of  *  functional  *  or 
'  physiological '  albuminuria,  in  which  case  repeated  tests  will  show  that  the  urine  is  often 
-quite  free  from  albumin,  especially  the  first  thing  in  the  morning,  and  the  blood-pressure 
would  not  be  raised.  If,  on  the  other  hand,  more  than  an  occasional  renal  tube-cast  was 
found,  and  the  albumin  and  polyuria  were  persistent,  the  diagnosis  of  red  granular 
contracted  kidney,  arteriosclerosis,  pale  granular  contracted  kidney,  lardaceous  kidney,  or 
•cystic  kidney  would  suggest  itself.  The  differential  diagnosis  between  these  is  discussed 
under  Albuminuria  (p.  6,  et  seq.). 

Diabetes  Insipidus. — If  neither  albumin  nor  sugar  is  found,  even  on  repeated  testing, 
and  if  the  polyuria  is  extreme  and  persistent,  whilst  the  specific  gravity  of  the  urine  is  con- 
stantly low  (1004  to  1008),  a  diagnosis  of  diabetes  insipidus  will  suggest  itself.  Before 
this  diagnosis  is  made  finally,  however,  precautions  must  be  taken  to  determine  that  the 
patient's  thirst  and  [)olyuria  are  not  due  to  habits  of  drinking  to  excess  :  it  may  be  diffi- 
■cult  to  decide  this  in  cases  in  which  alcoholic  beverages  are  consumed  ;  but  when  the 
patient  is  a  water-drinker,  and  yet  cannot  do  with  less  than  8  or  10  pints  a  day,  the  drinking 
js  probably  a  necessity,  and  not  a  habit  ;  and  diabetes  insipidus  is  the  probable  diagnosis. 
In  cases  of  doubt,  the  difficulty  can  be  decided  by  restricting  the  intake  of  fluid  and  deter- 
mining the  specific  gravity  of  the  blood.  This  should  be  about  1056,  and  in  a  case  where 
polyuria  is  due  to  drinking  habits,  restriction  of  fluids  will  not  alter  it  materially  ;  in  a 
<»ase  of  dial^etes  insipidus  with  restricted  intake  of  fluids,  however,  the  drain  of  the  latter 
from  the  blood  still  goes  on,  and  the  specific  gravity  rises  to  1060,  or  1065,  imless  the  patient 
is  allowed  fluid  by  the  mouth  again. 

There  are  two  classes  of  diabetes  insipidus,  according  as  there  is,  or  is  not,  a  gross 
lesion  of  the  central  nervous  svstem.  If  the  nialadv  follows  on  a  fractured  base  of  the 
skull,  or  if  there  are  vomiting,  headache,  optic  neuritis,  or  other  symptoms  of  cerebral 
tumour,  there  is  probably  a  gross  lesion  of  the  base  of  the  brain  in  or  near  the  medulla 
oblongata — thrombosis,  softening,  hsemorrhage,  small  aneur>'sm,  gumma,  glioma  or  other 
neoplasm.  In  other  cases,  the  complaint  arises  after  a  fright  or  shock,  or  even  without 
any  apjjarent  cause,  and  there  seems  to  be  no  gross  lesion  to  account  for  it. 

Ptaospliatic  and  Azotic  Diabetes. — Another  point  that  needs  investigation  in  a 
CSLSV  suspected  to  be  diabetes  insipidus,  is  the  amount  of  solids  excreted  daily  in  the  urine. 
In  ordinary  diabetes  insipidus  the  total  solids  are  normal,  the  only  increase  being  in  the 
water.  There  are  rare  cases  in  which,  in  addition  to  polyuria,  there  is  a  great  increase  in 
the  total  solids  in  the  urine  also — so-called  haruria.  Rare  though  these  cases  are,  they 
have  l>een  divided  into  two  types,  namely,  those  in  which  the  inorganic  salts  are  most  in- 
creased— phosphatic  diabetes  (p.  .522),  and  those  in  which  the  nitrogenous  constituents 
are  augmented  mainly — azotic  diabetes.  The  diagnosis  here  depends  mainly  on  quan- 
titative estimation  of  the  various  urinarv  substances. 

Acromegaly  and  Myxoedema. — It  only  remains  to  add  that  symptoms  not  unlike 
those  of  diabetes  insipidus  have  sometimes  arisen  in  cases  of  acromegaly  and  in  myxoe- 
dema. There  is  probably  a  nervous  factor  in  both  cases,  coupled  in  myxcrdema  with 
dryness  of  the  skin,  and  consecjuent  deficiency  in  perspiration  ;  whilst  in  acromegaly  there 
is  the  tumour-like  enlargement  of  the  pituitary  body  which  may  cause  polyuria  like  any 
other  lesion  near  the  medulla  oblongata.  The  diagnosis  of  acromegaly  may  be  confirmed 
by  the  .r-rays,  which  will  show  the  great  enlargement  of  the  bones  of  the  hands,  feet,  and 
head,  or  even  |KThaj)s  of  the  pituitary  fossa  itself ;  whilst  in  myxoedema,  if  the  general 
symptoms,  the  pseudo-(rdema  of  the  legs,  the  acquired  dullness  of  intellect,  the  increasing 
weight,  and  the  broadening  of  the  features  (Fig.  104,  p.  2.34),  the  fingers,  and  the  hands,  do 
not  at  once  indicate  the  nature  of  the  complaint,  the  beneficial  effects  of  treatment  by 
thyroid  extract  may  serve  to  clinch  the  diagnosis.  Herbert  French. 

PRECORDIAL   PAIN.-  (See  Pain  in  tiih  Ciikst.  p.  4;^0.) 

PRIAPISM  signifies  erection  of  the  penis,  continual,  of  troublesome  degree,  and  not 
necessarily  accompanied   by   sexual  desire.     Though  generally  spoken  of  in  connection 
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with  the  male  sex,  a  precisely  similar  affection  may  occur  in  the  female  clitoris.  The 
symptom  is  not  often  by  itself  of  diagnostic  importance,  though  it  may  be  due  to  a  oot- 
siderable  number  of  different  causes.  Most  of  the  latter  need  be  little  more  than  enamar 
ated,  for  if  they  are  borne  in  mind  they  will  nearly  always  lead  to  a  speedy  diagnosis.  Ti» 
in  particular  merit  special  mention,  however.  The  first  is  priapism  in  elderly  men.  li 
some  such  cases  there  may  be  enlargement  of  the  prostate,  or  local  inflammation  such  ai 
gouty  urethritis,  but  in  many  the  priapism  seems  to  occur,  without  pathological  cause, » 
a  sort  of  final  outburst  of  sexual  energy  before  the  onset  of  senUe  impotence. 

The  other  special  condition  under  which  priapism  may  be  extreme  is  after  injury  to 
the  upper  dorsal  region  of  the  spinal  cord.  The  damage  may  be  so  serious  as  to  have  pio- 
duced  a  fracture  dislocation  of  the  spine  with  paraplegia,  in  which  case  the  diagnosis  wi 
be  obvious  ;  short  of  this,  however,  there  may  have  been  only  a  minor  degree  of  injuiy^ 
with  contusion  and  perhaps  multiple  small  haemorrhages  into  the  substance  of  the  coiti,  m 
association  with  which  priapism  may  in  some  instances  be  very  pronounced  and  last  for 
weeks  or  months  before  recovery  occurs. 

For  the  rest,  the  causes  of  priapism  may  be  summarized  briefly  according  to  age 
periods,  the  chief  being  : — 


Priapism  in  infanof  : — • 

Phimosis 
Oxaluria 

Worms,  especially  oxyuris  vermicularis 
'  Balanitis 


Posthitis 

Calculus,  urethral  or  vesical 

Certain  conditions  of  mental  deficiency 

Circumcision. 


Priapism  ai  puberty  : — 

The  changes  in  the  genital  organs  associated  with  the  onset  of  puberty. 

Priapism  in  young  adult  life  : — 


Sleeping  on  the  back 

Non-emptying  of  the  bladder  when  1^11 

Ill-fitting  trousers 

Sexual  excitement 

Gonorrhoea 

Epilepsy 

After  circumcision 

Masturbation 

Convalescence  from  an  acute  disease 

Tetanus 

Hydrophobia 

Leukaemia 

Thrombosis  of  the  pampiniform  plexus 

Priapism  in  older  men  : — 

The  male  menopause 

Local  irritation  as  the  result  of : — ■ 


Fracture  of  the  dorsal  spine 

Transverse  myelitis  of  the  upper  dorsal  regioo 

Spinal  meningitis 

Certain  aphrodisiac  drugs  : — 

Cantharides 

Turpentine 

Alcohol,  especially  port  wine   in  some 
persons,  champagne  in  others 

Strychnine 

Cannabis  indica 

Camphor 

Phosphorus 

Damiana. 


Gouty  urethritis 
Enlarged  prostate 

Haemorrhage  into  the  middle  lobe  of  the  cerebellum 
lesions  of  the  pons  varolii 


Haemorrhoids 

A  loaded  rectiun. 


Very  seldom  indeed  will  priapism  be  the  only  symptom  in  the  case  ;    the  diagnosis 
will  be  made  from  the  history  and  from  the  other  symptoms.  Herbert  French. 

PROLAPSE  OF  THE  UTERUS.— As  a  matter  of  practical  fact,  the  uterus  only 
descends  as  a  result  of  a  much  wider  displacement  of  all  the  movable  structures  which  go 
to  make  up  the  pelvic  floor.  This  is  composed  of  a  movable  or  pubic  portion,  and  a  fixed 
or  sacral  portion,  and  it  is  descent  of  the  pubic  portion  which  produces  the  actual  lesion 
known  as  prolapse  of  the  uterus.  In  other  words,  the  uterus  only  descends  because  it  is  * 
part  of  the  pubic  p>ortion  of  the  pelvic  floor.  The  uterus,  bladder,  and  anterior  vaginal 
wall  are  normally  kept  in  position  chiefly  by  the  connective-tissue  sheaths  which  accom- 
pany the  blood-vessels  supplying  them,  and  it  is  injury  and  stretching  of  this  connective 
tissue  which  allows  of  descent  of  the  organs  named.  There  is  no  doubt,  however,  that 
injuries  to  the  fixed  portion  of  the  i>elvic  floor,  the  perineal  body,  and  levatores  ani  muscles 
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and  their  £ascise,  will  contribute  something  to  the  facility  with  which  the  structures 
mentioned  may  descend.  In  practice,  therefore,  prolapse  of  the  uterus  and  descent  of  the 
pelvic  floor  lead  to  the  appearance  of  a  swelling  at  the  vaginal  orifice.  There  are  other 
swellings  which  come  down  the  vagina  and  appear  at  the  vulva,  and  from  them,  therefore, 
prolapse  of  the  uterus  has  to  be  diagnosed.  These  swellings  are  :  (1)  Hypertrophic  elonga- 
tion of  the  cervix  uteri  ;  (2)  A  tumour  protruding  from  the  vagina  ;  (8)  Inversion  of  the 
uterus  ;   (4)  Cystocele  and  rectocele  ;   (5)  Extroversion  of  the  bladder. 

Hypertrophy  of  the  Cervix  may  be  of  the  vaginal,  the  intermediate,  or  the  supra- 
vaginal portion.  The  first  is  always  congenital,  and  consists  of  elongation  of  the  portio 
vaginalis.  It  may  protrude  from  the  vaginal  entrance,  but  the  vaginal  fomices  wilL  be 
found  unaltered  at  their  usual  level,  and  the  sound  will  pass  an  increased  distance  propor- 
tionate to  the  length  of  the  portio.  The  os  uteri  forms  the  apex  of  the  protrusion.  The 
fundus  remains  at  its  usual  level.  In  hypertrophy  of  the  intermediate  portion  the  anterior 
fornix  of  the  vagina  is  carried  downwards  with  the  cervix  and  may  be  obliterated,  whilst 
the  posterior  fornix  remains  at  its  usual  level,  because  the  elongated  portion  lies  between 
the  insertion  levels  of  the  anterior  and  posterior  vaginal  walls.  The  sound  passes  an 
increased  distance,  and  the  os  uteri  forms  the  apex  of  the  protrusion.  The  fundus  remains 
at  its  usual  level.  In  hypertrophy  of  the  supravaginal  portion  both  fomices  are  carried 
down  with  the  cervix,  and  both  may  be  obliterated.  The  bladder  is  displaced  down- 
wards, but  the  rectum  does  not  descend.  The  fundus  uteri  will  be  found  on  bimanual 
examination  to  be  at  its  usual  level,  whilst  in  true  prolapse  the  fundus  uteri  descends  as 
a  whole  with  the  rest  of  the  uterus.  It  is  common  for  some  prolapse  of  the  uterus  as  a 
whole  to  accompany  elongation  of  the  cervix,  and  this  can  be  appreciated  only  by  a  care- 
ful bimanual  examination. 

A  Tamour  protruding  into  or  from  the  vagina  is  most  commonly  a  fibromyoma  of  , 
the  uterus.  It  may  be  a  pedunculated  growth  either  of  the  cervix,  or  protruding  through 
it,  in  either  case  hanging  free  in  the  vagina.  It  may  grow  from  the  cer\'ix  in  the  connec- 
tive tissue  in  front,  between  the  uterus,  bladder,  and  anterior  vaginal  wall ;  or  behind, 
between  the  uterus,  rectum,  and  posterior  vaginal  wall ;  in  either  case  the  vaginal  wall 
is  stretched  over  the  growth.  The  uterus  will  be  felt  high  up.  When  the  pedunculated 
growth  is  protruding  from  the  os  the  hard  ring  of  the  cervix  is  felt  encircling  the  pedicle. 
In  the  case  of  sessile  interstitial  growths,  the  cervix  is  high  up  in  front  or  behind  the 
growth,  as  the  case  may  be,  and  if  the  tumour  is  a  large  one,  may  be  out  of  reach 
altogether.  In  any  case  there  is  no  descent  of  the  uterus,  and  it  may  even  be  higher  than 
usual.  The  growth  may  be  a  fibroid  growing  from  the  vaginal  wall,  a  mucous  polypus  of 
the  cervix,  or  a  malignant  growth. 

Inversion  of  the  Uterus  may  be  chronic,  or  may  occur  immediately  after  labour  as 
an  acute  condition  which  could  hardly  be  mistaken  for  anything  else,  except  perhaps 
extrusion  of  a  fibroid  immediately  after  deliver^'.  In  the  latter  case  the  tumour  protrudes 
through  the  cer\'ix,  whilst  the  whole  uterus  can  be  felt  above  it  bimanually,  whereas  in 
inversion  the  uterus  turns  inside-out,  partially  or  completely,  a  cup-shaped  depression  is 
felt  above  instead  of  the  rounded  fundus,  and  a  finger  or  the  soiuid  will  only  pass  a  short 
way  by  the  side  of  the  mass,  or  not  at  all  if  inversion  is  complete.  Both  conditions  may  be 
accompanied  by  haemorrhage,  but  that  with  inversion  may  be  exceedingly  severe.  Acute 
inversion  is  always  accompanied  by  great  shock,  whilst  extrusion  of  a  fibroid  is  not. 
Chronic  inversion  is  more  likely  to  be  mistaken  for  prolapse  or  a  polypoid  fibromyoma. 
It  is  distinguished  from  prolapse  in  that  the  uterus  does  not  necessarily  descend  as  a  whole, 
the  cervical  ring  is  felt  high  up  in  its  usual  position,  and  the  sound  will  only  pass  a  short 
distance  all  round  the  protruding  mass,  according  to  tlie  degree  to  which  the  uterus  is 
inverted.  A  cup-shaped  depression,  instead  of  the  rounded  fundus,  is  felt  in  the  vaginal 
vault  by  a  hand  on  the  abdominal  wall. 

Cystocele  and  Rectocele  more  often  accompany  [)r()lapse  of  the  uterus,  but  may 
occur  independently  of  it.  They  are  essentially  bulgings  of  the  anterior  or  posterior  vaginal 
walls  towards  or  through  the  vaginal  entrance,  the  bladder  or  rectum  being  attached,  and 
following  them  of  necessity.  A  sound  passed  into  the  bladder,  or  a  finger  in  the  rectum, 
will  directly  enter  the  bulging  vaginal  wall,  whilst  the  uterus  will  be  felt  binianually  above 
in  its  normal  position. 

Extroversion    of   the   Bladder  can    occur    either  through  a  congenital  defect  in  its 
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wall,  or  through  an  injury  to  its  basal  portion  :  for  instance,  in  removing  a  growtli  fron 
the  vaginal  wall  a  gap  may  be  left  in  the  bladder  through  which  extroversion  may  oowr. 
The  mucous  membrane  will  be  exposed  in  the  vagina,  and  on  it  will  be  seen  the  two  orifkxi 
of  the  ureters,  with  urine  issuing  by  intermittent  jets.  The  utents  in  such  a  case  miy 
have  its  normal  position.  Thas.  G.  Stnm. 

PROPTOSIS.— (See  Exophthalmos,  p.  229.) 

i 
PRURITUS. — Itching  may  occur  without  visible  lesions  of  the  skin,  save  those  due    i 

to  scratching,  or  may  be  associated  with  various  cutaneous  eruptions.  It  is  to  the  former 
condition  that  the  word  *"  pruritus '  should  be  restricted.  The  diseases  of  which  itehing 
is  a  symptom  may  be  either  neuroses,  such  as  hysteria,  hypochondriasis,  and  other  affec- 
tions of  the  nervous  centres,  or  general  nutritive  disorders  affecting  the  nervous  s\'stem 
secondarily,  such  as  arthritism  and  diabetes  mellitus  ;  or  the  irritation  may  be  set  up  by 
the  attacks  of  parasites,  or  by  definite  skin  lesions.  Itching  varies  in  character :  it  may 
be  interpreted  by  the  patient  as  a  tingling,  or  ])ricking,  or  as  a  formication — a  fieeling  as  of 
insects  crawling  on  the  skin.  It  varies  also  in  degree,  from  a  mild  sensation  whidi  is  wel- 
come to  the  patient  from  the  pleasure  he  finds  in  scratching,  to  an  irritation  so  severe  and 
persistent  as  to  endanger  his  life  from  sleeplessness,  or  his  reason  from  the  nervous  irrita- 
bility which  it  sets  u[).  The  affections  in  which  itching  is  slight  are  seborrhoea,  erythema, 
pityriasis  rubra  pilaris,  and  pemphigus  ;  it  is  more  severe,  in  varying  degrees,  in  eczema. 
prurigo,  some  cases  of  psoriasis,  dermatitis  herpetiformis,  dermatitis  gestationis,  applica- 
tion dermatitis,  lichen  planus,  lichenization,  lichen  urticatus,  pityriasis  rubra,  mycosis 
fungoides,  pityriasis  rosea,  cheiropompholyx,  chilblain,  prickly  heat,  tinea  marginata. 
urticaria,  scabies,  the  various  kinds  of  pediculosis,  flea-,  mosquito-,  and  bug-bites,  jelhiUh 
and  other  stings.  Even  in  the  affections  in  which  it  is  usually  severe  it  varies  much  in 
degree  in  different  cases.  Itching  seldom  has  any  distinct  diagnostic  value,  but  in  cases  in 
which  the  cutaneous  lesions  may  admit  of  more  than  one  interpretation,  its  presence  or 
absence  may  suffice  to  turn  the  balance.     Syphilides  hardly  ever  itch. 

Pruritus  proper  may  be  general  or  local.  Of  general  pruritus  there  are  four  varieties 
— ^pruritus  universalis,  pruritus  hiemalis,  pruritus  senilis,  and  bath  pruritus.  The  local 
varieties  affect  chiefly  the  anus,  the  vulva,  and  the  scrotum,  but  the  nares,  the  palms  of 
the  hands,  and  the  soles  of  the  feet  mav  be  the  seat  of  the  irritation.  One  of  the  most 
curious  forms  of  pruritus  is  that  which  is  associated  with  bathing.  According  to  Ste hregon. 
who  has  made  it  a  subject  of  special  study,  it  most  commonly  affects  the  legs  firom  the  hips 
downwards  ;  but  the  forearms  also  may  be  involved,  and  it  may  have  even  wider  range. 
It  is  an  affection  of  adolescence  and  adult  life,  and  is  more  frequent  in  males  than  in 
females. 

If  no  lesions  of  the  skin  are  present  save  those  which  can  be  accounted  for,  directly  or 
indirectly,  by  the  scratching,  the  diagnosis  of  pruritus  '  imposes  itself.*  Care  must,  how- 
ever, be  taken  to  exclude  all  possible  sources  of  parasitic  irritation  ;  and  it  must  always 
be  remembered  that  lice  and  acari  sometimes  find  harbourage  in  the  most  unexpected 
quarters.  If  the  scratches  are  on  the  shoulders,  or  in  the  genital  region,  the  presence  of 
lice  must  be  suspected  :  if  on  the  wrists  and  between  the  fingers  the  burrows  of  the  Acana 
scabiei  must  be  sought  for.  Some  patients,  without  developing  actual  urticaria,  wiffff 
from  severe  itching  after  the  ingestion  of  certain  foods,  notably  strawberries,  or  crab. 
After  serum  injections  pruritus  may  be  extreme,  especially  about  the  ninth  day,  though 
urticaria  generally  accompanies  it.  Pruritus  from  the  irritation  of  sugar  (grocer's  itch), 
or  of  primula  obconica  or  rhus  toxicodendron  (gardener's  itch)  ;  or  of  satin  wood  sawdust 
(carpenter's  itch)  ;  or  of  some  kinds  of  soaps  ;  or  of  the  hairs  of  some  caterpillars,  may 
or  may  not  be  associated  with  objective  evidence  of  dermatitis.  Only  when  careful  inves- 
tigation fails  to  reveal  any  local  source  of  irritation  should  the  case  be  diagnosed  as  one  of 
pruritus  pure  and  simple.  -  Malcolm  Morris- 

PTOSIS  is  the  term  applied  to  drooping  of  tlie  upper  eyelid  with  inability  to  raise  it  to 
the  full  extent  {Figs.  -227,  228,  229,  230):  it  must  not  be  confused  with  the  inequality 
of  the  palpebral  a[)ertures  sometimes  observed  in  people  accustomed  to  screw  up  one  eye. 

It   is  usually  caused  by  paralysis  of  the  third  nerve,  in  which  case  it   may  also  be 
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nated  with  paralysis  of  other  ocular  muscles,  either  external  or  internal  (Fig.  228). 
etimes  it  is  accompanied  by  paralysis  of  other  motor  cranial  nerves,  the  7th  for  instance 
(.  220  and  230),  in  which  case  the  multiple  cranial  ner\-e  paralyses  immediately  suggest 
philitic  cause,  which  may  be  verified  in  many  cases  by  means  of  Wassermann's  serum 
tioit. 
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In  paraiysis  of  the  eervieal  aympalhetU,  slight  ptosis  may  be  associated  with  diminution 
le  size  of  the  pupil  on  the  affected  side,  and  retraction  of  the  eyeball  or  enophthalmos. 
lay  also  occur  in  myaathenia  gravis  {Fie.  111.  p,  235). 

Ptosis  of  the  lids,  associated  with  much  ir<Iema  and  inRltrution  of  the  lids,  is  also  found 
1  infiammatory  affections  of  the  conjunctiva,  in  angioneKTolic  ademas  (Fig.  178.  p.  4ia), 
is  a  verj'  constant  symptom  in  Iraclmma. 
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Congenital  ptosis  is  usually  bilateral,  and  associated  with  smoothness  of  the  upper  lidi 
and  absence  of  all  the  usual  cutaneous  folds.  The  levator  palpebral  is  absent  or  ill-developed| 
and  efforts  to  open  the  eye  are  made  by  the  occipito-frontalis  muscle.  Herbert  L.  Eaum, 

PTYALISM  denotes  excessive  secretion  of  saliva.  It  is  not  easy,  however,  to  detw- 
mine  in  every  case  whether  there  is  really  excess,  or  whether  the  patient  is  not  merdj 
allowing  the  normal  saliva  to  dribble  from  the  mouth.  It  is  difficult  to  draw  an  absolute 
distinction,  therefore,  between  dribbling  of  saliva  and  ptyalism,  though  in  practice  the 
nature  of  the  case  may  be  obvious  enough.  One  has  but  to  consider  the  various  condi- 
tions under  which  trouble  with  the  saliva  may  arise  to  see  how  in  some  cases  the  difficulty 
is  solely  one  of  swallowing  the  normal  secretion,  as  in  bulbar  paralysis  and  in  babies ;  how 
in  others  there  is  both  excess  of  secretion  and  difficulty  in  swallowing  it,  as  in  mercunil 
stomatitis  ;  and  how  in  others,  again,  there  is  too  much  secretion  but  no  difficulty  in 
swallowing  it,  as  in  functional  or  hysterical  ptyalorrhoea.  The  first  step  in  arriving  at 
the  diagnosis  of  the  cause  is  to  inquire  carefully  as  to  any  medicine  or  drug  the  patient  may 
be  taking  orally  or  applying  externally,  especially  : — 

Mercury  |  Bromide  Aconite 

Pilocarpine  Phosphorus  Chlorate  of  potash 


Jaborandi 
Iodide 


Arsenic  Cantharides 

Antimony  '  Copper  salts. 


Mercury  is  the  most  important  of  these  ;  its  effects  are  most  serious  when  the  mouth 
is  not  kept  scrupulously  clean,  particularly  when  there  is  also  nephritis,  as  is  not  uncom- 
mon in  severe  secondary  syphilis.  The  saliva  is  also  apt  to  have  peculiar  effects  when 
mercury  is  being  taken  ;  thus,  in  repairing  submarine  cables  it  is  customar\'  to  use  saliva  in 
completing  the  process  of  covering  in  the  central  core,  and  it  has  been  found  that  if  the 
repairer  is  taking  mercury  medicinally  the  repaired  part  of  the  cable  speedily  becomes 
<lefective  again,  in  a  way  which  does  not  result  when  the  repairer  is  a  healthy  man  taking  do 
medicine. 

If  the  salivation  is  not  due  to  any  drug,  it  may  be  the  result  of  one  of  the  many  forms 
of  general  stomatitis  : — 


Aphthous  {  Variolous 

Dyspeptic  i  Diphtheritic 

Septic 

Suppurative 

Ulcerous 

Malignant 


Syphilitic 
Tuberculous 

Due  to  pyorrhoea  alveolaris        j  „       sprue 

necrosis  of  the  jaw        |  „       scurvy 


Due  to  angina  Ludovid 
„       cancnun  oris 
„       pernicious  ansmis 


hsmophilia 


»» 


The  exact  nature  of  a  severe  stomatitis  will  be  diagnosed  by  making  a  careful  local 
examination,  ocular  and  digital,  assisted  by  the  history  and,  if  need  be,  by  bacteriological 
examination  of  swabbings  from  the  mouth,  by  Wassermann's  serum  reaction  for  syphilis, 
or  by  microscopical  examination  of  a  fragment  of  the  affected  tissues.  Tuberculous  stoma- 
titis is  one  of  the  rarer  forms,  but  when  it  occurs  it  is  severe  ;  it  may  be  primary,  but  more 
often  is  associated  with  obvious  phthisis. 

If  drugs  and  general  stomatitis  can  be  excluded,  local  examination  may  still  serve  to 
detect  a  local  cause  acting  by  reflex  irritation  of  the  fifth  nerve,  especially  : — 

A  jagged  carious  tooth  i  A  ranula 


A  rough  filling 

A  stump  left  beneath  a  tooth-plate 

A  broken  or  ill-fitting  tooth-plate 

A  foreign  body,  such  as  a  fishbone,  impacted 

in  the  gum 
Neuralgia  of  the  fifth  nerve 


A  gumboil 
An  epulis 

A  myeloid  sarcoma  of  the  jaw 
A  salivary  calculus 

An  eschar  left  by  some  recent  irritant  or  coiro* 
sive  substance,  or  injury. 


If  careful  examination  serves  to  exclude  all  these,  the  salivation,  apparent  rather 
than  real,  may  be  found  to  result  from  mechanical  difficulties  in  swallowing,  the  effect  of 
such  lesions  as  : — 


Mumps 

Acute  tonsillitis 

Quinsy 

Fracture  of  the  jaw  or  o^ophagus. 

Dislocation  of  the  jaw 


Fixation  of  the  jaw,  as  by  osteo-arthritis  of 

the  temporo-maxillary  joint 
Painful  affections  of  the  larynx,   pharynx, 
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In  the  absence  of  any  obvious  structural  lesion  locally,  it  may  yet  be  clear  that 
Inability  to  swallow,  owing  to  paralysis  of  some  kind,  is  the  cause  of  the  apparent  sali- 
vation, for  instance  in  cases  of : — 


Bulbar  paralysis 
Pseudo-bulbar  paralysis 
Bilateral  facial  paralysis 


Myasthenia  gravis  i     Paralysis  agitans 

Hypoglossal  nerve  paralysis  Hydrophobia. 

Diphtheritic   paralysis  I 


The  difTerential  diagnosis  of  these  conditions  is  discussed  elsewhere,  and  of  them  all 
it  is  only  in  bulbar  and  pseudo-bulbar  paralysis  that  the  dribbling  of  much  saliva  is  a  pro- 
minent symptom.  The  sequence  of  events  summarized  by  the  term  labio-glosso-pharj^ngo- 
laryngeal  paralysis  is  sufficiently  characteristic  as  a  rule  ;  pseudo-bulbar  [>aralysis,  being 
of  cortical  instead  of  medullary  origin,  has  not  the  wasting  of  the  tongue  that  is  f  rominent 
in  the  latter. 

The  salivation  that  results  from  gastric  or  hepatic  reflexes  is  almost  physiological, 
though  sometimes  it  reaches  a  pathological  degree  in  certain  cases  of : — 


Dilatation  of  the  stomach        Acute  dyspepsia 
Gastric  ulcer  Acute  gastritis 

Duodenal  ulcer  Gastric  carcinoma 


Biliousness 
Hepatic  disorder 
Pancreatitis. 


Mere  slovenliness  and  lack  of  proper  cerebral  control  are  responsible  for  the  slobbering 
and  salivation  of : — 

Idiots  I      Imbeciles  I      Dements  and  other  mental  cases. 


Finally,  a  remarkable  degree  of  salivation  can  sometimes  be  attributed  to  nothing  but 
functional  disorder — ptyalorrhosa.  It  can  scarcely  be  called  hysterical,  because  it  may 
occur  in  men  as  well  as  in  women,  generally  in  later  life  rather  than  at  a  time  when  hysteria 
is  commonest.  The  condition  is  a  sort  of  salivary  neurosis,  which  may  come  on  suddenly 
and  without  obvious  cause,  or  as  the  result  of  some  wony-,  shock,  or  mental  emotion.  It 
may  possibly  be  a  functional  afTection  of  the  5th  nerve  analogous  to  the  far  more  distress- 
ing tic  douloureux.  It  is  sometimes  prominent  amongst  the  neuroses  that  are  apt  to 
accompany  pregnancy.  It  can  only  be  diagnosed  when  a  careful  examination  has  served 
to  exclude  any  likelihood  of  organic  disease,  when  the  history  is  suggestive,  and  when  the 
excessive  salivation  ceases  after  a  time  almost  as  suddenly  as  it  began.  In  some  male 
cases,  notwithstanding  the  diagnosis  being  '  functional,*  a  high  blood-pressure  will  be 
found,  with  other  signs  of  arteriosclerosis,  suggesting  that  errors  in  the  circulation  involv- 
ing the  vasomotor  and  other  brain  centres  are  responsible  for  the  symptom. 

Herbert  French. 
PULSATING  TUMOURS.— (See  Swelling,  Pilsatile,  p.  693.) 

PULSATION,  UNDUE  ABDOMINAL  AORTIC— Excessive  pulsation  of  the 
abdominal  aorta  may  occur  in  cases  of  aortic  regurgitation,  when  all  the  arteries  through- 
out the  body  may  pulsate  with  undue  violence.  Apart  from  aortic  regurgitation,  how- 
ever, it  is  nearly  always  an  entirely  functional  disorder  of  the  aorta.  It  occurs  much 
more  frequently  in  women  than  in  men.  the  patients  generally  being  unmarried  or  child- 
less, between  20  and  40  years  of  age.  They  complain  of  pain  in  the  abdomen,  especially 
in  the  epigastrium  ;  a  feeling  of  discomfort  and  distress  :  a  sensation  of  pulsation  and 
throbbing  over  the  abdominal  aorta  ;  nausea,  retching,  sickness,  and  constipation  ;  they 
are  usually  thin,  anaemic,  extremely  ner\'ous,  often  hysterical,  and  sometimes  decidedly 
hypochondriacal.  There  may  be  nothing  else  the  matter  with  them  at  all,  or  they  may 
be  suffering  from  some  other  complaint  of  which  much  nervousness  is  a  feature,  exoph- 
thalmic goitre  for  example.  The  condition  is  frequently  associated  with  movable  kidney 
xmd  enteroptosis  ;  the  symptoms  may  suggest  some  organic  disease,  such  as  gastric  ulcer, 
appendicitis,  or  ovaritis,  without  any  of  these  being  present. 

On  palpation  of  the  abdomen  the  pulsation  may  be  found  to  be  forcible  ;  but  the 
normal  cylindrical  outline  of  the  aorta  can  generally  be  felt  to  be  quite  free  from  any 
saccular  bulging  or  fusiform  dilatation  ;  there  is  no  thrill  over  it  ;  on  applying  a  stetho- 
scope lightly  to  the  pulsating  region  no  murmur  will  be  audible,  but  firmer  pressure,  sufh- 
<"ient  to  compress  the  aorta  slightly,  will  bring  out  a  systolic  bruit.  The  heart,  lungs,  and 
urine  are  usually  normal.     The  knee-jerks  are  apt  to  be  much  exaggerated,  though  the 
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First,  it  must  be  remembered  that  the  heart  generates  its  own  stimuli  ;  that  these 
normally  arise  at  the  sino-auricular  node,  a  relic  of  the  primitive  cardiac  tube  lying  at  the 
junction  of  the  sinus  venosus  with  the  right  auricle  ;  that  thence  they  pass  through  the 
auricular  walls,  and  are  conducted  along  the  auriculo-ventricular  bundles,  narrow  strips 
of  muscle — also  relics  of  the  primitive  cardiac  tube — into  the  ventricular  walls,  one  branch 
from  the  stem  of  the  main  bundle  running  to  each  ventricle  ;  and  that  each  portion  of 
the  cardiac  muscle  contracts  as  this  stimulus  provokes  it  to  do  so,  the  result  being  a  co- 
ordinated and  economical  movement  of  the  whole  heart. 

Pulse  irregularities  may  be  (1)  Perversions  of  the  normal  rhythm  ;  (2)  Rhythms  origin- 
ating  abnormally.  Under  the  first  heading  fall  (a)  Irregularities  of  the  whole  heart — 
'sinus  arrhythmias* — due  to  extracardiac  influences  acting  through  the  vagus  on  the  sino- 
auricular  node  ;  (6)  Irregularities  due  to  interference  with  the  conduction  of  impulses 
through  the  heart,  and  especially  with  their  passage  from  auricle  to  ventricle — 'heart 
block'  ;  and  (c)  Irregularities  in  the  response  of  the  musculature  to  the  stimuli  reaching 
it,  of  which  the  outstanding  example  is  the  'alternating  pulse."  Of  abnormally  originating 
rhythms  there  are  three  chief  examples  :  (a)  The  simple  extrasystole  or  premature  con- 
traction ;  (b)  Paroxysmal  tachycardia,  and  (c)  The  totally  irregular  pulse  of  auricular 
fibrillation. 

1.  Perversions  of  the  Normal  Rhythm: — 

(a).  Sinus  irregularities  are  specially  common  in  children  and  ner\'ous  subjects,  in 
convalescence  and  acute  illness,  and  in  the  presence  of  increased  intracranial  pressure. 
The  difference  in  length  between  two  sequent  beats  is  never  great,  and  sufficiently 
prolonged  observation  is  nearly  always  rewarded  by  the  discovery  of  a  '  dominant  rhythm ' 
— i.e.,  a  normal  rhythm — from  which  the  pulse  departs  from  time  to  time.  This  type  of 
irregularity  is  singularly  apt  to  be  exaggerated  by  excitement,  and  by  bidding  the  patient 
swallow  or  hold  his  breath.  As  it  does  not  depend  on  intracardiac  causes,  physical  examin- 
ation of  the  heart  detects  no  sign  of  disease.  It  is  generally  possible  to  distinguish  it  from 
other  forms  of  irregularity  without  instrumental  help  ;  but  sometimes  it  is  difficult  to 
be  quite  sure  that  the  arrhythmia  is  of  this  type,  and  if  a  tracing  t>e  taken  it  shows  that 
auricular  and  ventricular  systole  are  following  each  other  in  normal  sequence. 

(6).  Heart-block  is  of  various  grades.  The  mildest  type  is  that  in  which  the  interval 
elapsing  between  the  start  of  auricular  systole  and  that  of  ventricular  systole  is  prolonged 
(Fig,  232,  xx);  this  of  course  can  only  be  detected  by  graphic  records  of  the  arterial  and 
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Fig.2Z2, — Incomplete  heart-block.  Note  at  x:  (i)  The  radial  pulse  misses  a  beat  entirely;  (ii)  The 
jufiTular  pulse  shows  an  a  wave  witliout  a  sequent  c  wave.  Ttiis  means  that  auricular  systole  o<xMirred 
at  the  normal  interval  after  the  preceding  cardiac  cycle,  but  that  ventricular  systole  failed  to  fuUow  ; 
the  reason  being  that  disease  implicating  the  conducting  paths  hindere<J  the  nornml  transmission  of 
stimuli  from  auricle  to  ventricle.  Note  at  xx  :  The  long  a-c  interval  (about  0-4  second)  indii-utini: 
considerable  though  incomplete  hindrance  to  transmisson  of  the  impulse  from  auricle  to  ventricle. 

venous  pulses.  The  next  grade,  in  which  some  of  the  descending  impulses  are  completely 
*  blocked'  in  their  passage  from  auricle  to  ventricle,  reveals  itself  in  ordinary  observation 
of  the  pulse  as  a  dropping  of  beats  ;  a  gap,  equivalent  in  length  to  two  whole  pulse- 
beats,  separates  one  l)eat  from  that  which  preceded  it.  Here  the  auricle  has  contracted 
in  the  ordinary  way,  but  since  the  stimulus  which  provoked  that  contraction  has  not 
passed  into  the  ventricle,  the  latter  has  failed  to  contract  (Fig,  232,  x).  This  proves 
that  there  is  some  disease  or  disorder  of  the  conducting  apparatus.  In  higher  grades 
of  block,  every  third  or  every  other  stimulus,  or  even  two  out  of  three,  or  three  out  of 
four,  may  fail  to  pass  over  from  auricle  to  ventricle  (Fig,  233)  ;  so  that  the  auricle  may 
be  beating  72  to  the  minute  while  the  pulse  counted  at  the  wrist  comes  to  48,  36,  24,  or  18 
only.  In  the  highest  grade  of  all  the  auricle  is  completely  dissociated  from  the  ventricle, 
which  assumes  a  rhytfun  of  its  own,  usually  at  30  to  40  per  minute  ;  thus  the  auricle  is 
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beating  regularly  at  one  rate  and  the  ventriele  at  another  quite  independent  of  that  of  the  | 
auricle. 

To  make  sure  that  a  dropped  beat,  or  a  slow  regular  pulse,  is  due  to  heart-block,  it  ii.i 
therefore  necessary  to  prove  that  the  auricle  contracted  while  the  ventricle  failed  to  fol 
suit.     The  only  means  of  such  proof,  apart  from  the  use  of  the  polygraph,  is  fiimisWl 
by  observation  of  the  venous  pulse  in  the  neck.     If  this  can  be  seen  to  continue  regulailjrJ 
during  the  radial  pauses,  as  well  as  immediately  before  the  radial  beats,  then  it  is  safe  w\ 
assume  that  the  condition  is  one  of  heart-block.     It  must  be  confessed,  however, 
this  is  very  often  diflicult,  and  sometimes  imi>ossible,  and  that  the  obser\'er  is  on  mi 
firmer  ground  if  he  obtains  solid  proof  of  his  suspicion  in  the  form  of  a  graphic  record. I 
This  will  show  that  in  the  intervals  when  the  pulse  failed  at  the  wrist,  the  wave  whiek. 
represents  auricular  systole  made  its  appearance  at  the  proper  moment  in  the  jugukrj 
curve  (see  Fig,  232).     It  is  particularly  desirable  to  obtain  graphic  evidence  when  it  istj 
matter  of  accounting   for  occasional  failures  of  the  radial   beat ;    for,  as  will  be  showi^ 
below,  this  grade  of  block  may  be  simulated  by  extrasystoles  too  feeble  to  reach  ttej 
wrist  (see  Fig.  234),  and  also  in  extreme  exhaustion  of  contractility. 

In  the  higher  grades  of  block  the  patient  often  suCTers  from  severe  syncopal  aslj 
epileptiform  attacks,  the  coincidence  of  which  with  heart-block  constitutes  the  Stokes*: 
Adams  syndrome.  In  these  attacks  the  pulse  usually  becomes  slower  than  ever.  It! 
is  not  quite  safe,  however,  to  conclude  from  the  coincidence  of  such  attacks  with  skm 
pulse  that  a  lesion  of  conductivity  is  present ;  one  or  two  cases  have  been  described  ii 
which  tracings  have  proved  that  the  whole  heart — auricle  as  well  as  ventricle — ^was  slowed; 
i.e.,  that  the  rhythm  was  altered  at  its  origin  at  the  sino-auricular  node  and  not  in  its 
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Fiff,  233. — Heart-block.    The  ventricle  only  responds  to  every  fourth  stimolus  descending  to 
i^  from  the  auricle.    The  a-c  interval  is  more  than  twice  its  normal  length. 


passage  through  the  heart.  The  distinction  between  this  condition  and  that  of  heart- 
block  is  important,  for  the  latter  signifies  organic  disease  of  the  heart,  while  the  former 
does  not  ;  and  their  distinction  cannot  be  safely  founded  except  on  the  evidence  of 
graphic  records. 

If  the  existence  of  heart-block  be  definitely  proved,  it  points  practically  always  to 
the  existence  of  organic  disease  implicating  the  bundle  which  connects  auricle  with 
ventricle.  Heart-block  may  arise  in  connection  with  acute  infections  such  as  diphtheria, 
rheumatism,  influenza,  pneumonia,  or  ulcerative  endocarditis  ;  or  as  part  of  a  chronic 
disease  such  as  gumma  or  cardiosclerosis.  In  any  given  case  the  cause  of  the  block  can 
only  be  determined  by  a  general  consideration  of  all  its  features. 

(c).  The  term  ^pulsus  altemans''  is  reserved  for  cases  in  which  beats,  equal  in  length* 
alternate  in  force  ;   that  is,  for  an  alternation  of  a  large  beat  with  a  small  beat,  but  not  of 
a  long  beat  with  a  short  beat.     This  phenomenon  is  an  expression  of  exhaustion  of  the 
contractile  power  of  the  ventricle,  and  it  is  therefore  of  serious  import.     In  some  instances 
it  can  be  detected  clearly  with  the  finger  on  the  pulse  ;  a  full  wave  is  followed  by  a  small 
wave,  and  this  again  by  a  full  wave,  and  so  on,  each  beat  being  of  equal  duration.    Often, 
however,  the  difference  in  the  amplitude  of  the  waves  is  so  minute  that  it  can  only  be 
detected  by  a  tracing.     Where  alternation  is  suspected,  confirmatory  evidence  may  some- 
times be  afforded  by  a  corresponding  alternation  in  the  intensity  of  the  first  cardiac  sound, 
particularly  if  it  be  accompanied  or  followed  by  a  bruit. 

In  connection  with  this  form  of  irregularity,  it  is  important  to  note  that  the  smaller 
beat  may  sometimes  be  so  feeble  as  to  fail  to  reach  the  wrist ;  consequently  the  puJse 
appears  to  drop  a  beat. 
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2.  Rhythms  Originating  Abnormally : — 

(a).  Turning  to  those  forms  of  irregularity  which  are  due  to  ectopic  generation  of 
stimuli,  one  finds  that  the  simplest  type,  the  extrasystole,  is  very  common.  It  is  associated 
with  nervous  states  and  with  coronary  sclerosis,  and  though  it  is  of  no  great  import,  it 
is  often  productive  of  uncomfortable  sensations  which  distress  the  patient ;  it  is  therefore 
necessary  to  recognize  its  nature  in  order  that  a  reassuring  statement  may  be  made.  The 
extrasystole  is  ''  a  premature  contraction  of  auricle  and  ventricle  in  response  to  a  stimulus 
from  some  abnormal  part  of  the  heart,  where  otherwise  the  fundamental  rhythm  of  the 
heart  is  maintained  *'  (Mackenzie). 

The  patient  sometimes  complains  of  feeling  as  if  his  heart  had  stopped,  and  then  gone 
on  again  with  a  jerk  ;  or  it  may  be  that  the  jerk  alone  is  felt.  The  observer,  with  his  finger 
on  the  radial  pulse,  feels  a  small  beat  occur  before  its  time,  i.e.,  at  a  shorter  interval  after 
the  preceding  beat  than  the  usual  pause  between  beats.  The  beat  which  follows  this 
premature  one  is  generally  more  forcible  than  normal ;  in  some  cases  it  follows  after  a 
compensatory  pause,  i.e.,  a  pause  of  such  length  that  it  makes  up  for  the  brevity  of  the 
premature  beat,  the  two  together  being  equal  in  duration  to  two  normal  beats.  It  is  the 
small  premature  beat  which  signifies  the  occurrence  of  an  extrasystole  {Figs.  281,  284). 
C'onfirmatory  evidence  of  its  nature  may  often  be  found  in  the  heart-sounds  ;  simul- 
taneously with  the  small  premature  beat  at  the  wrist,  a  premature  feeble  pair  of  heart- 
sounds  (or  in  some  cases  the  first  sound  only)  is  heard. 

It  might  be  argued  that  if  the  extrasystole  can  be  thus  detected  by  ordinary  methods 
of  examination,  and  that  if  it  has  little  positive  significance  in  assisting  to  a  full  diagnosis 
of  the  case,  it  is  needless  to  apply  graphic  methods  to  its  elucidation  ;   and  it  is  certainly 
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Fig.  23 1. — Ventricular  extrasystole.  Note  at  x  a  small  premature  radial  beat :  that  this  coincides  with  a  large 
wave  (e' )  in  the  jivmlar  curve,  (c)  is  therefore  a  ventriculo-systolic  wave,  and  as  it  is  not  preceded  by  any  auri- 
cular movement,  it  denotes  a  premature  contraction,  or  *  extrasystole/  arising  in  the  ventricle.  Clinically  this  case 
simulated  '  heart  block  '  until  the  tracing  made  the  truth  plain. 

true  that  it  is  of  all  forms  of  irregularity  the  one  in  which  tracing  is  least  essential.  How- 
ever, there  are  one  or  two  considerations  which  may  make  a  tracing  advisable  and  even 
necessary  :  (i)  The  premature  contraction  may  be  so  small  that  its  beat  is  not  felt  at  the 
wrist  ;  a  dropped  beat  may  be  thus  simulated,  especially  where  the  extrasystole  is  followed 
by  a  compensatory  pause.  In  such  cases  heart-block  may  be  wrongly  diagnosed,  unless 
clearer  information  be  sought  in  a  tracing.  This  will  show  the  fault  to  be  due  to  a  feeble 
premature  beat,  and  not  to  a  blocked  auricular  impulse  (see  Fig,  234).  (ii)  Kxtrasystoles 
may  occur  in  complexes,  e.g.,  at  every  second  or  third  beat.  In  the  former  case  an  alterna- 
tion will  result  :  a  full  beat  is  followed  at  a  short  interval  by  a  small  beat,  and  this  after  a 
long  interval  by  a  full  beat,  and  so  on  (pulsus  bigeininus).  The  true  nature  of  such  an 
arrhythmia  is  much  easier  to  appreciate  when  it  is  seen  mapped  out  in  a  tracing,  (iii)  A 
polygraphic  record  enables  the  observer  to  discover  whether  the  premature  beat  arose  in 
the  auricle,  in  the  ventricle,  or  in  the  junctional  tissues.  In  the  first  case  the  jugular  curve 
shows  an  auricular  wave  preceding  the  premature  arterial  beat  at  the  proper  interval  ; 
in  the  second  case  there  is  no  such  auricular  wave  :  while  in  the  third  case,  auricle  and 
ventricle  contract  simultaneously,  and  the  result  is  an  abnormally  large  wave  in  the 
jugular  curve.  A  knowledge  of  the  source  of  extrasystoles  may  occasionally  be  of  material 
value  ;  for  instance,  in  mitral  stenosis  the  final  breakdown  of  the  auricle  is  soinetiiiies 
heralded  bv  a  series  of  extrasvstoles  of  auricular  origin.  It  is  true  that  as  a  rule  auricular 
extrasystoles  are  not  followed  by  a  compensatory  pause,  while  those  of  ventricular  origin 
are  ;  but  it  is  not  always  easy  to  appreciate  this  distinction  apart  from  a  tracin<;,  and, 
moreover,  it  does  not  invariably  hold  good. 

(6).  In  paroxysmal  tachycardia,  as  the  term  is  used  nowadays,  the  patient  suffers  from 
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slow.  If  the  block  be  partial  but  regularly  recurrent,  the  pulse  at  the  wrist  will  be  regular 
and  slow  ;  e.g.,  if  the  auricle  is  beating  at  72  per  minute,  and  every  other  stimulus  is  blocked 
in  its  passage  from  auricle  to  ventricle,  a  regular  pulse  of  36  per  minute  will  be  the  result ; 
while  if  two  out  of  every  three  stimuli  are  blocked,  the  pulse  will  beat  regularly  24  times 
per  minute.  If  the  block  be  complete,  auricle  and  ventricle  will  each  have  its  own  regular 
rhythm  ;  that  of  the  ventricle  is  usually  at  the  rate  of  30  to  40  per  minute,  and  this  will 
accordingly  be  the  rate  of  the  pulse.  The  occurrence  of  epileptiform  and  syncopal  attacks 
is  to  a  large  extent  confirmatory  of  the  diagnosis  of  heart-block  ;  but  this  cannot  be 
accepted  as  proved  unless  it  has  been  demonstrated  that  when  the  auricle  contracts,  the 
ventricle  sometimes  or  always  fails  to  follow  suit.  This  evidence  is  provided  (i)  by  naked- 
eye  observation  of  jugular,  i.e.,  auricular,  movement,  (ii)  by  auscultation  detecting  auricular 
sounds  during  the  ventricular  pauses,  (iii)  by  polygraph  records,  which  not  only  afford 
conclusive  evidence,  but  also  facilitate  the  study  of  the  degree  of  block  present. 
B, — Regular  Rapid  Pulse  (and  see  Tachycardia,  p.  702)  may  be  due  to — 

1 .  Exiracardiac  causes  (tuberculosis  and  other  infections,  excitement,  Graves's  disease, 
etc.).  Here  the  whole  heart  is  persistently  hurried,  and  the  cause  is  usually  manifest ; 
moreover,  change  to  or  from  a  slower  rate  is  gradual  and  not  abrupt. 

2.  Intracardiac  causes.  The  only  important  intracardiac  condition  giving  rise  to  a 
quick  but  regular  pulse  is  that  form  of  ectopic  stimulus  production  which  manifests  itself 
in  paroxysmal  tachycardia.  '  Here  there  may  or  may  not  be  other  signs  of  cardiac  disease, 
mitral  stenosis  and  cardiosclerosis  being  the  commonest  types  ;  the  tachycardia  is  tempo- 
rary, its  onset  and  cessation  being  abrupt. 

II. — The  radial  pulse  may  show  a  fundamental  regularity,  occasionally  interrupted  by 
premature  beats,  intermissions,  or  periods  of  irregularity. 

A. — Premature  Beats  may  be  single  or  multiple  ;  they  may  recur  at  regular  or 
irregular  intervals  ;  the  pause  following  them  may  or  may  not  be  compensatory  ;  the  beat 
next  following  the  pause  is  often  increased  in  magnitude.  The  premature  beat  bespeaks 
an  extrasystole  ;  it  is  a  small  beat,  accompanied  by  heart-sounds  feebler  than  those  coincid- 
ing with  the  normal  beats. 

B. — Intermission  of  a  beat  or  beats  may  be  due  to  one  of  three  causes  :  a  premature 
extrasystolic  beat  too  feeble  to  reach  the  wrist ;  a  blocked  auricular  stimulus  ;  or  a  com- 
parative failure  in  the  contractility  of  the  ventricle. 

1.  If  the  intermission  be  due  to  &  feeble  extrasystole,  the  imperfect  heart-sounds  which 
accompany  the  premature  beat  will  be  audible.  A  sphygmographic  tracing  will  sometimes 
bring  to  light  a  wave  too  feeble  to  be  perceived  with  the  finger.  The  pause  due  to  the  inter- 
mission is  shorter  than  the  duration  of  two  complete  beats,  if  the  gap  is  due  to  an 
unperceived  extrasystole  which  is  not  followed  by  a  compensatory  pause. 

2.  If  it  be  due  to  a  blocked  auricular  impulse,  this  can  only  be  proved  by  demonstrating 
the  occurrence  of  auricular  systole  without  a  corresponding  ventricular  systole  following 
at  the  usual  interval  ;  and  it  is  scarcely  possible  to  do  this  without  a  polygraph  record  of 
jugular  and  radial  pulses.  The  auricular  systole  may  be  audible,  and  its  efTect  visible  in 
the  jugular  vein  ;   but  in  both  cases  timing  is  a  difficult  matter. 

3.  If  it  be  due  to  a  normally  timed  x^entricular  systole  too  feeble  to  send  a  wave  to  the  xcrist. 
other  evidences  of  failing  contractile  power,  among  them  the  alternating  pulse,  are  sure  to 
be  detected  ;  indeed,  this  type  of  intermission  is  in  reality  an  exaggeration  of  the 
alternating  pulse,  without  which  it  will  not  occur. 

C\ — Short  Periods  of  Irregularity  due  to  a  '  sinus  disturbance '  are  very  common, 
especially  in  children  and  nervous  subjects.  The  diagnostic  features  are  absence  of  physical 
signs  of  cardiac  disease,  marked  variation  of  the  rhythm  with  respiration  and  swallowing, 
and  implication  of  the  whole  heart — auricle  as  well  as  ventricle — in  the  irregularity. 
This  latter  fact  is  of  course  only  discerned  by  means  of  graphic  records  ;  but  the  diagnosis 
can  usually  be  made  without  recourse  to  these. 

Longer  periods  of  total  arrhythmia  (r.  infra,  IV,  A),  sometimes  interrupt  a  normal 
rhythm. 

III. — The  radial  pulse  is  arranged  in  pairs  of  beats. 

A. — The  Pulsus  BIsferiens  is  a  single  beat  with  a  double  summit  (Fig.  235).  This  can 
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easily  be  recognized  by  the  fact  that  the  two  summits  arc  very  close  together,  and  that  oae 
cycle  only  of  heart-soimds  corresponds  to  each  pair. 

B, — Alternating  Extrasystoles  cause  the  pulse  to  be  paired  (pulsus  bigeminus) :  eack 
pair  consists  of  a  full  beat,  followed  after  an  abnormally  short  pause  by  a  small  beat.    Each . 
beat,  whether  normal  or  abortive,  is  accompanied  by  a  cycle  of  heart-sounds  ;  though  the 
second  sound  may  fail  if  the  accompanying  premature  extrasystolic  beat  be  too  feeble  to 
open  the  aortic  valves.     A  sphygmographic  or  polygraphic  record  will  help  to  make  the 

nature  of  the  irregularity  clear. 

C. — ^The  Pulsus  Altenm 
is  associated  with  other  evidences  ?, 
j^adutC       ^^  inadequate  contractile  power,  i 
\  Each  pair  consists  of  a  full  beat  j 

^^  and  a  small  beat,  and  each  beat : 

J^u^ular   is  equidistant  in  time  from  that 
preceding   and    that    foUowinfr. , 

Fig.  235.— Pulsus  bisferiens.    There  is  a  double  peak  to  each  radial  beat,         A  similar   alternation   in  Cardiae 

gimuiating  a  pair  of  beats.  forcc  may  be   detected  in  the 

heart-sounds.      In    many  cases 

the  alternation  can  only  be  recognized  certainly  by  means  of  a  sphygmographic  traeinf;. 

D, — Bloddng  of  every  third  Auricular  Stimulus  results  in  the  ventricular  contraetiou 

being  arranged  in  pairs.     Each  beat  is  of  equal  force,  and  the  interval  separating  each 

pair  from  that  following  it  is  equivalent  to  the  duration  of  two  normal  pulse  waves. 

Beats  may  fall  regularly  in  groups  of  three  or  four  if  every  fourth  or  fifth  beat  is  either 
an  extrasystole,  or  missing,  owing  to  auriculo-ventricular  block. 

IV. — T}\e  pulse  w  totally  irregular,  no  fundamental  rhythm  being  discoverable. 

A, — True  Total  Irregularity  is  associated  with  organic  disease,  either  post-rheumatic 
or  cardiosclerotic.  The  pulse  and  heart-sounds  are  altogether  irregular,  and  the  circula- 
tion is  obviously  embarrassed.  The  picture  is  therefore  characteristic  :  if  any  doubt  be 
present,  discovery  of  evidences  of  auricular  asystole  (loss  of  presystolic  thrill  and  niurmur, 
failure  of  auriculo-systolic  wave  in  jugular  curve  of  polygraph  tracing)  will  remove  it. 

B. — ^Total  Irregularity  may  be  Simulated  by  extreme  sinus  irregularity,  by  depres- 
sion of  conductivity  leading  to  variations  in  the  a-<;  interval,  and  also  by  multiple  extra- 
systoles.     In  any  such  case  all  that  is  needed  to  establish  a  diagnosis  is  a  polygraph  tracing. 

It  is  clear  from  this  brief  summary  that  most  forms  of  arrhythmia  can  be  recognized 
without  the  use  of  special  apparatus  ;  but  that  in  many  cases  a  polygraphic  record  is  ^tiIu- 
able  on  account  of  the  certainty  which  it  gives  to  the  diagnosis,  while  in  a  few  it  is  impossibk 
to  be  sure  of  the  meaning  of  the  irregularity  without  such  a  record.  Carey  Combt. 

PULSE,  UNDULY   RAPID.~(See  Tachycardia,  p.  702.) 

PULSE,  UNDULY   SLOW.— (See  Bradycardia,  p.  82.) 

PULSES,  UNEQUAL.— Inequality  of  the  pulses  may  be  a  perfectly  natural  phen- 
omenon ;  one  frequently  finds  that  the  radial  arteries  of  the  two  sides  are  not  of  the  same 
calibre,  owing  to  variable  degrees  of  collateral  circulation  by  an  enlarged  comes  neni 
mediani.  Inequality  of  the  pulses  is  a  much  more  important  sign  when  known  to  have 
developed  in  a  patient  whose  pulses  were  formerly  normal.  In  such  a  case  the  cause  w 
probably  one  of  the  following  : — 

Thoracic  aneurysm  Accessory  cervical   rib  Atheroma. 

Mediastinal  new  growth  Embolism 

Pathological  inequality  of  the  pulses,  or  definite  delay  of  one  behind  the  other,  a* 
gauged  by  simultaneous  palpation  of  the  two  radial  pulses,  is  distinctly  uncommon,  even 
in  cases  of  thoracic  aneurv^sm  ;  it  is  true  that  when  very  careful  simultaneous  records  are 
made  from  the  two  radial  pulses  slight  differences  in  size  and  definite  differences  in  timf 
can  be  detected,  the  one  being  delayed  behind  the  other  ;  but  in  clinical  medicine  such 
minute  methods  of  investigation  are  seldom  applicable  ;    if  the  aneur^'sm  involves  the 
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origin  of  the  innominate  artery,  the  right  pulse  will  be  smaller  than  the  left ;  whereas  if 
it  affects  that  part  of  the  arch  from  which  the  left  subclavian  artery  is  derived,  the  left 
radial  pulse  will  be  smaller  than  and  delayed  behind  the  right.  Similar  delay  or  inequality 
might  be  produced  by  new  growth  compressing  either  the  innominate  artery  on  the  right 
side  or  the  subclavian  artery  on  either  side  ;  but  this  is  rare. 

An  accessory  ceroical  rib  might  stenose  the  subclavian  artery,  but  the  condition  is 
generally  bilateral,  so  that  it  rarely  produces  inequality  of  the  radial  pulses ;  its  sym- 
ptoms are  more  likely  to  be  those  of  interference  with  the  lower  part  of  the  brachial  plexus, 
with  consequent  pain,  parsesthesia  or  paresis  corresponding  to  the  nerves  distributed 
upon  the  ulnar  aspect  of  the  arms  and  hands  (p.  443). 

Embolism  of  one  or  other  radial  artery  wiU  rather  obliterate  it  altogether  than  cause 
it  to  be  less  in  size  than  that  of  the  other  side.  It  will  almost  always  be  due  to  fungating 
endocarditis  (p.  34). 

Atheroma  of  the  brachial  or  subclavian  artery  on  one  side  might  cause  the  correspond- 
ing radial  pulse  to  be  less  than  that  on  the  other ;  but  this  very  rarely  happens,  and  in 
such  a  case  it  would  be  more  probable  that  atheroma  of  the  aorta  with  an  aneurysmal 
dilatation  would  be  diagnosed  than  atheroma  restricted  to  the  vessels  in  the  upper  arm, 
unless  the  ^r-rays  exhibited  no  trace  of  aneurysmal  opacity  in  the  thorax.       Herbert  French. 


PUPIL»  ABNORMALITIES  OF  THE.— Abnormalities  of  the  pupil  may  be  classified 
into  : — I.  Irregularities  in  shape  ;    II.  Irregularities  in  size. 

I.  Irregularities  in  Siiape. — ^The  normal  pupil  is  circular  or  slightly  oval.  Its  out- 
line may  become  irregular  owing  to  an  adhesion  between  the  iris  and  the  lens,  the  result  of 
old  iritis.  These  adhesions  are  most  evident  when  the  pupil  is  dilated.  A  similar  irregu- 
larity sometimes  occurs  with  the  persistence  of  a  pupillary  membrane — ^a  congenital  affection. 
The  adhesions  due  to  this  cause  may  be  distinguished  from  inflanmiatory  adhesions  by  the 
fact  that  they  arise  from  the  anterior  surface  of  the  iris  at  a  slight  distance  from  the  pupil 
and  not  from  the  posterior  surface  and  the  extreme  edge. 

The  pupil  may  also  become  irregular  in  shape  as  the  result  of  injuries^  such  as  rupture 
of  the  sphincter,  and  tearing  of  the  root  of  the  iris  from  its  ciliary  adhesion  (iridodialysis) ; 
of  dislocation  of  the  lens  ;  or  of  partial  adherence  to  an  old  perforated  corneal  ulcer. 

II.  Irregularities  in  Movement  and  Size. — Before  considering  the  irregularities  in 
the  movements  and  size  of  the  pupil,  it  is  desirable  to  remember  that  its  normal  size  varies 
during  life.  In  extreme  infancy  it  is  small.  It  becomes  larger  during  young  adult  and 
middle  life,  and  ultimately  becomes  small  again  in  old  age.  It  is  also,  as  a  general  rule, 
small  in  hypermetropic,  and  large  in  myopic  eyes. 

There  are  also  four  normal  pupillary  reflexes  ;  (i)  The  light  reflex  ;  (ii)  The  reflex  to 
accommodation  ;  (iii)  The  reflex  to  sensory  stimulation  ;  (iv)  Psychic  reflexes.  The 
reflexes  to  light  and  to  accommodation  are  both  constrictive,  the  constriction  in  accommo- 
dation being  more  in  the  nature  of  an  associated  muscular  action.  The  sensory  and  psychic 
reflexes  are  both  dilatations,  the  dilatation  being  caused  by  either  sudden  sensory  stimuli 
or  some  sudden  emotion,  such  as  fright  or  terror. 

The  pathological  variations  in  the  pupil  may  be  classified  as  follows  : — 

1.  Loss  of  the  Pupillary  Light  Reflex,  either  with  or  without  constriction  of  the  pupil, 
but  with  persistence  of  the  reaction  to  accommodation,  constitutes  the  Argyll  Robertson 
pupil.  It  never  occurs  in  healthy  individuals,  but  has  been  observed  most  frequently  in 
tabes  dorsaliSf  to  an  extent  varying  according  to  different  observers  from  70  to  5)0  per  cent 
of  all  the  cases.  The  condition  is  usually  permanent.  It  also  occurs  in  general  paralysis 
of  the  insane.  The  pupil  is  constricted  in  nearly  all  tabetic  cases,  and  the  affection  is  most 
commonly  bilateral. 

2.  Loss  of  Convergent  Accommodation  Reflex  and  Retention  of  the  Light  Reflex. — This 
condition  is  extremely  rare,  but  has  been  observed  in  syphilis,  basal  meningitis,  myelitis, 
and  tumour  of  the  corpora  quadrigemina. 

:J.  Loss  of  the  Convergence  Pupillary  Reflex  may  be  unilateral  or  bilateral.  It  occurs, 
rarely,  in  tabes'idor satis,  and  after  some  cases  of  diphtheria  and  alcoholic  intoxication. 

4.  Loss  of  all  Reflex  Movements  of  the  Pupil. — In  this  condition  there  is  paralysis  of  the 
sphincter  of  the  pupil  and  of  the  ciliary  muscle,  the  extrinsic  muscles  of  the  eye  being 
unaffected  (ophthalmoplegia  interna).     The  site  of  the  lesion  must  be  in  the  third  nerve 
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nucleus,  and  it  is  most  frequently  unilateral,  though  occasionally  bilateral.  Syphilit  u 
the  most  frequent  cause.  It  may  also  occur  after  diphtheria,  injury,  or  in  some  intracranid 
diseases. 

5.  In  the  condition  in  which  there  is  a  lesion  of  the  optic  nerve  on  one  side,  between  the 
chiasma  and  the  globe,  there  will  be,  as  a  result,  a  loss  of  direct  light  reflex  in  that  eye,  and 
of  the  consensual  light  reflex  in  the  opposite  eye. 

6.  Loss  of  Sensory  or  Psychic  Reflex  occurs  in  lesions  of  the  dilatator  pupillar>'  tract, 
such  as  paralysis  of  Vie  cervical  sympathetic  :  in  which  condition  it  is  associated  with 
slight  ptosis  of  the  upper  lid,  enophthalmos,  and  diminished  tension  of  the  globe.  j 

7.  Abnormal  Constriction  of  a  Pupil,  with  Retention  of  the  Light  and  Convergent  Refieitt,  \ 
may  occur  from  abnormal  stimuli  of  the  sphincter,  or  paralysis  of  the  dilatator  pupillx  as 
the  result  of  acute  encephalitis,  intracranial  abscess,  or  growth,  in  which  the  lesion  irrilatw  ; 
but  does  not  destroy  the  centre  for  convergence.     In  all  cases  of  brain  disease  the  constriction 
is  ultimately  replaced  by  dilatation. 

8.  Abnormal  Dilatation  of  the  PupiL  with  Retention  of  the  Light  and  Convergent  Refiein, 
is  met  with  in  cases  of  stimulation  of  the  cervical  sympathetic,  for  instance  by  an  aortic 
aneurysm.  It  may  also  be  observed  in  certain  mental  states,  such  as  epilepsy,  acute  mania, 
or  catalepsy. 

9.  Inequality  in  the  size  of  the  Pupils  is  observed  frequently,  and  may  have  no  patho- 
logical signiflcance  ;  but  pronounced  difference  in  the  size  of  the  pupils  is  nearly  always 
symptomatic  of  some  organic  lesion.  In  cases  where  the  abnormal  pupil  is  the  smaller, 
the  condition  is  usually  due  to  hyperaemia  of  the  iris,  such  as  occurs  in  iritis  ;  paralysis  of 
the  cervical  sympathetic  ;  or  the  use  of  a  myotic  drug  such  as  physostigmine.  In  cases 
where  the  abnormal  pupil  is  the  larger,  the  dilatation  is  usually  due  to  stimulation  of  the 
sympathetic,  the  use  of  a  mydriatic,  paralysis  of  the  fibres  of  the  third  nerve,  or  increased 
ocular  tension,  such  as  may  occur  in  glaucoma. 

In  cases  of  inequality  of  the  pupils  one  may  suspect  tabes,  general  paralysis  of  the 
insane,  a  unilateral  lesion  of  the  third  nerve  or  cervical  sympathetic,  trigeminal  neuralgia. 
<»rotid  or  aortic  aneurysm,  a  unilateral  intracranial  lesion,  or  glaucoma. 

10.  Irregularities  in  the  shape  of  the  pupils  other  than  those  mentioned  above  may 
occur  in  tabes  and  various  cases  of  insanity.  There  is  no  marked  or  sharp  irregularity,  it 
only  being  noticed  that  the  pupil  is  not  circular  owing  to  paralysis  of  certain  fibres  of  the  iris. 

11.  Hippus. — ^This  term  is  applied  to  a  condition  in  which,  when  both  eyes  are  shaded, 
and  then  illuminated,  the  pupils  will  alternately  dilate  and  contract.  It  is  sometimes  associ- 
ated with  nystagmus,  and  occurs  also  in  disseminated  sclerosis,  and  in  some  cases  of  brain 
tumour.  It  is  observed  most  frequently  when  there  is  a  central  scotoma  in  the  field  of 
vision,  with  some  injury  to  the  macular  or  axial  flbres  of  the  optic  nerve.  It  is  also  common 
in  alcoholic  subjects. 

12.  Paradoxical  Pupillary  Reflex  :  pupils  dilating  under  the  stimulus  of  light.  This 
condition  is  extremely  rare,  and  has  only  been  observed  in  patients  affected  with  grave 
lesions  of  the  central  nervous  svstem,  usuallv  tabes  dorsalis. 

13.  Hemianopic  Pupillary  Reflex  :  lesions  of  the  brain  situated  in  the  optic  tract  above 
the  corpora  quadrigemina  may  give  rise  to  partial  loss  of  vision,  but  will  not  affect  the 
pupil-reflex  arc.  For  example,  a  lesion  in  the  right  occipital  cortex  may  give  rise  to  a  left 
homonymous  hemianopsia,  but  the  pupil  will  react  even  when  a  light  is  thrown  on  the  blind 
side  of  the  retina  (see  Hemianopsia,  p.  300).  In  cases,  however,  where  the  lesion  is  situated 
in  the  optic  tract  below  the  corpora  quadrigemina,  hemianopsia  may  also  occur,  but  under 
these  circumstances  no  pupillary  reflex  for  light  can  be  obtained  on  stimulus  of  the  blind 
side  of  the  retina,  the  pupil  reacting  to  light  when  the  opposite  side  of  the  retina  is  stimu- 
lated. This  reaction  is  termed  the  hemiopic  pupillary  reflex,  and  is  of  great  value  in  the 
localization  of  intracranial  lesions.  Herbert  L.  Earn. 


•f 


PURPURA  signifles  haemorrhage  into  the  skin,  and,  according  to  the  size  of  the 
extravasation  of  blood,  the  lesions  are  spoken  of  as  puncta  or  spots,  vlbices  or  lines,  pete- 
chia? or  small  patches,  ecchymoses  or  bruises.  The  lesions  cannot  be  obliterated  by  pres- 
sure with  the  finger,  which  distinguishes  the  effused  blood  trom  mere  congestion.  The 
diagnosis  of  the  actual  fact  of  purpura  is  seldom  difficult  ;  the  persistence  of  the  discolora- 
tion under  pressure  differentiates  it  from  erythematous  lesions,  and  the  colour  generally 
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serves  to  distinguish  it  from  pigmentation  of  the  skin  other  than  that  due  to  haemorrhage. 
In  a  ease  of  doubt,  the  fact  that  the  lesions  presently  alter  in  colour  and  then  disappear 
serves  to  distinguish  purpura  from  capillary  nsvi  or  from  pigmentation  of  the  skin,  which 
[)ersist.  It  may  be  more  difficult,  however,  to  decide  what  is  the  nature  of  the  purpura  in 
any  given  case  ;   the  following  is  a  list  of  its  better-recognized  causes  : — 


Causes  of  Pubpura. 


1. — Due  to  Local  injuries: 


Flea-bite 

Pediculosis 

Leech-bite 


Blows 

Sprains 

Rupture  of  a  muscle 


Rupture  of  a  vein,  especially 
a  varicose  vein. 


2. — The  Effect  of  Drags  and  Poisons : 


Antipyrin 

Iodoform 

Iodide  of  Potassium 

Sulphonal 

Copaiba 

Belladonna 

Chloral 

3. — In  Fevers  : 

Typhus  fever 
Cerebrospinal  fever 
Small-pox 
Pyaemia 
Septicaemia 
Fungating     endocar- 
ditis 


Chloral  hydrate 

Butyl-chloral  hydrate 

Veronal 

Mercury 

Arsenic 

Quinine 

Ergot 


General  tuberculosis 

Djrsentery 

Cholera 

Yellow   fever 

WeiFs    disease,    or    bilious 

typhoid 
Plague 


Salicylic  acid 
Potassium  chlorate 
Diphtheritic  antitoxin 
Ptomaine 
Snake-bite  poison. 


Remittent  fever 
Severe  malarial  fever 
Blackwater  fever 
Measles 
Diphtheria 
Typhoid  fever 
^Scarlet  fever. 


4. 
5. 
6. 

7.— 


-In  association  with  Jaundice  from  whatever  cause  (see  Jaundice,  p.  324) 
-Brighrs  Disease. 
-Chronic  Alcoholism : 

Cirrhosis  of  the  liver  |    Peripheral   neuritis 


The  so-called  Blood  Diseases : 

Splenomedullary  leu-       Pernicious  anaemia 


kaemia 
Lymphatic  leukemia 
I^ymphadenoma 


Splenic  anaemia 
Pseudo-leukaemia  infantum 
Scurvy 


Barlow  s  disease. 
Haemophilia 


8. — In  cases  of  generalized  Malignant  Disease,  especially 

Sareomatosis  |    Chloroma 

9. — ^Pellosls  Rheumatlca. 
1 0. — ^Henoch's  Purpura. 
1 1 . — ^Purpura  Simplex. 

Morbus  maculosus  of 
Werlhof 


Purpura  haemorrhagiea 


Purpura  fulininaiis. 


A  number  of  the  above  conditions  require  but  little  discussion,  for  if  they  are  only 
borne  in  mind  their  diagnosis  will  generally  be  easy. 

Flea-bites  are  by  far  the  commonest  cause  of  purpura  in  the  out-patient  department 
of  a  hospital,  and  they  may  sometimes  be  so  numerous  as  to  raise  a  misleading  suspicion 
that  the  patient  is  suffering  from  some  serious  disease.  The  relatively  small  haemorrhagic 
foci,  and  their  prevalence  on  the  parts  covered  by  the  clothes  rather  than  upon  the  hands, 
face,  or  exposed  parts  of  the  legs,  serve  to  indicate  the  diagnosis,  even  in  a  severe  case. 

The  commonest  variety  of  pediculosis  to  produce  purpura  is  P,  corporis  or  vestimen- 
lorum  ;  the  circumstances  of  the  case  and  the  distribution  of  the  purpura  itself  and  of  the 
marks  of  scratching,  particularly  in  the  regions  where  collars  and  other  constrictions  in  the 
dress  occur,  would  indicate  the  diagnosis. 

The  hsemorrhage  around  a  leech-bite  is  so  characteristic  that,  once  seen,  it  cannot  be 
mistaken  for  anything  else. 

Blazes  and  sprains,  if  sufficiently  severe,  produce  purpura  even  in  the  healthy,  in  whom 
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the  patient  will  almost  certainly  die  before  the  true  small-pox  eruption  develops,  so  that 
if  there  is  not  an  epidemic  at  the  time  the  diagnosis  may  l>e  exceedingly  difficult. 

Almost  any  condition  in  which  there  arc  pyogenic  micro-organisms  or  their  toxins 
circulating  in  the  blood-stream  may  be  associated  with  extensive  purpura,  and  this  applies 
to  pyamia  and  septiarmia  in  general.  The  diagnosis  will  be  confirmed  beat  by  obtaining 
cultivations  from  the  blood,  though  should  blood -cultures  prove  negative  septiciemia  will 
not  be  excluded  necessarily  ;  there  will  very  hkely  have  been  rigors,  pyrexia,  and  other  sym- 
ptoms pointing  to  the  nature  of  the  case.  Fungating  endocarditit  is  only  a  variety  of 
pyemia  or  septicfemia.  Peeing  that  it  is  very  rare  to  get  purpura  in  association  with 
chronic  valvular  disease  of  the  heart  if  both  purpura  rheumatiea  and  infective  endocarditis 
can  be  excluded,  the  occurrence  of  purpura  in  a  heart  case  {Fig.  236)  may  be  one  of  the 
main  symptoms  indicating  that  fungating  endocarditis  has  supervened.  So  indefinite  is 
the  nomenclature  in  regard  to  this  disease,  that  the  terms  malignant,  ulcerative,  fUngating, 
infected,  and  infective  endocarditis  are  used  indiscriminately  by  different  obser\'ers  to 
denote  the  same  condition.  The  disease  may  be  further  indicated  by  symptoms  described 
on  p.  S4.  Fyorrhaa  alvtobiris  is  another  septic  infection  which  leads  occasionally  to  exten- 
sive purpura  and  other  hfemurrhages. 

General  tubereulogis  is  not  a  common  cause  of  purpura,  and  yet  in  a  few  instances 
extensive  purpura  has 
been  the  first,  and  for 
the  time  being  the  only, 
symptom  of  an  obscure 
illness  which  has  ulli- 
matelv  turned  out  to  be 
general  tuberculosis. 
Tlie  patient  has  generally 
been  a  child,  and  the 
diagnosis  has  only  been 
)>ossiblc  when  the  course 
of  the  case  has  been 
watched.  The  sanie  may 
be  said  of  sarcomaiogig 
in  certain  cases,  though 
this  lias  been  included 
under  a  different  heading 
in  the  atmve  list. 

Jaundice  should  be 
borne  in  mind  as  a  cause 
of  purpura,  for  although 


of    the 
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latter  does  not  assist  in       °"^% 

'.lifferentiating   one    kind 

if  jaundice  from  another,  one  might  be  misled  into  diagnosing  something  more  serious  than 

is  necessary  if  one  did  not  bear  in  mind  that  any  kind  of  jaundice  may  produce  purpura. 

Moreover,  some  of  these  patients  may  seem  to  have  been  grossly  ill-treated  if  one  were  to 

judge  only  by  the  degree  of  bruising  that  may  result  from  ordinar>-  pal|>ation  :    the  danger 

>f  fatal  oozing  after  operation  is  always  to  be  remembered  when  surgical    i 

bought  of  in  a  jaundiced  subject.     Spontaneous  lia-morrhage  into  the  skin  is 

lere  than  is  hemorrhage  from  what  otherwise  would  be  trivial  causes, 

Brighl'a  dtatase,  particularly  the  chronic  varieties,  may  produce  haemorrhage  any- 
vhere  in  the  bod)'.  Purpura  is  not  a  very  common  form  of  such  haemorrhage,  but  when 
t  does  occur  it  may  be  extensive.      The  diagnosis  is  discussed  under  Alrimini'ria  (p.  6). 

Chronic  alcoholism,  especially  if  it  lias  already  led  to  either  cirrhosis  of  the  liver  or  to 
leripheral  neuritis,  is  occasionally  a  cause  of  considerable  purpura,  thou<rh  the  latter  is 
renerally  confined  to  the  legs,  particularly  to  the  parts  below  the  knees.  In  iiiiiny  instances 
he  diagnosis  is  Asy,  even  if  the  liistoiy  is  not  given  with  perfect  honesty  :  but  consider- 
blc  difficulty  sometimes  arises  in  the  case  of  ladies  who  have  contracted  the  liabit  of 
ecret  drinking,  their  relatives  and  friends  being  entirely  unaware  of  it. 
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hsemorrhage  into  the  skin  only  ;  purpura  hsemorrhagica  has,  in  addition,  haemorrhages 
from  the  mucous  membranes,  particularly  of  the  mouth,  nose,  and  bowel,  less  commonly 
of  the  urinary  passages  ;  whilst  purpura  fulminans  is  the  term  used  to  denote  a  condition 
in  which  a  person  may  seem  perfectly  healthy  to-day,  may  be  seized  with  acute  purpura 
and  be  dead  before  to-morrow,  without  developing  any  other  symptoms  to  indicate  the 
nature  of  the  complaint.  These  kinds  of  purpura  have  sometimes  been  spoken  of  as  idio- 
l>athic,  but  they  must  have  some  underlying  cause,  if  only  it  can  be  found.  It  is  better 
probably  to  label  them  cases  of  purpura  of  which  the  exact  cause  is  not  yet  known,  than 
to  be  content  with  such  a  term  as  purpura  simplex,  and  it  is  probable  that  if  bacterio- 
logical examinations  were  made,  a  bacterial  cause  would  be  discovered,  particularly  in 
connection  with  the  tonsils,  the  gums  in  states  of  septic  gingivitis  or  pyorrhoea  alveolaris 
the  uterus,  the  bowel,  or  the  circulating  blood  itself.  Herbert  French. 


PUS  IN  THE  CHEST.— (See  Chest,  Pus  in,  p.  103.) 

PUS  IN  THE  STOOLS  in  sufficient  amount  to  be  recognizable  by  the  naked  eye, 
indicates  the  rupture  of  an  abscess  into  the  intestinal  tract.  The  symptom  is  rare,  how- 
ever, for  even  when  a  large  appendicular  abscess  perforates  into  the  csecum,  the  pus  either 
becomes  indistinguishable  when  mixed  with  the  fseces,  or  unrecognizable  on  account  of 
digestion  and  decomposition.  The  less  the  pus  is  mixed  with  other  intestinal  contents, 
the  nearer  to  the  anus  has  the  site  of  rupture  been  ;  but  the  diagnosis  of  the  source  of  the 
abscess  needs  to  be  determined  upon  other  grounds,  particularly  the  history,  and  the 
results  of  general  physical  examination,  including  that  of  the  rectum  and  vagina. 
Abscesses  most  apt  to  cause  a  discharge  of  pus  with  the  stools  are  of  the  appendicular, 
cholecystic,  perinephric,  psoas,  pelvic,  perigastric,  or  other  local  peritoneal  types,  and 
pyosalpinx. 

Microscopical  quantities  of  pus  in  the  stools  may  be  due  to  any  of  the  causes  already 
mentioned  ;  they  may  also  be  derived,  not  from  lesions  outside  the  intestines,  but  from 
affections  of  the  mucous  membrane  itself :  acute  or  chronic  colitis,  with  or  without  ulcera- 
tion ;  dysentery  ;  cholera  ;  dengue  ;  mucous  or  mucomembranous  colitis  ;  tuberculous, 
typhoidal,  malignant,  or  venereal  ulceration  of  the  bowel.  The  pus  corpuscles  may  be 
recognizable  as  such  under  the  microscope  ;  but  it  is  difficult  to  determine  when  the 
leucocytes  derived  from  the  intestinal  catarrh  are  merely  leucocytes  in  excess,  and  when 
their  numbers  become  sufficient  to  merit  the  term  actual  pus.  Examination  with. the 
sigmoidoscope  is  sometimes  invaluable  when  the  diagnosis  has  not  been  decided  by  other 
methods.  Herbert  Fretich. 

PUSTULES. — The  pustule,  one  of  the  primary  cutaneous  lesions,  is  an  epidermic 
elevation,  either  unilocular  or  multilocular,  containing  a  purulent  liquid,  and  difTering 
from  a  vesicle  or  a  bulla  only  in  the  character  of  its  contents.  Always  a  product  of  in- 
flammation, it  may  originate  as  a  pustule  or  may  develop  from  a  papule,  but  much  more 
often  it  is  a  transformed  vesicle  ;  if  the  metamorphosis  is  imperfect  the  lesion  is  styled  a 
papulo-pustule  or  a  vesico-pustule.  Frequently  the  transformation  from  a  papule  or  a 
vesicle  is  so  swift  that  the  true  origin  of  the  lesion  may  escape  notice  ;  but  in  such  cases  it 
is  usual  to  find  papules  or  vesicles  intermingled  with  the  pustules.  The  pustular  cavity 
may  be  situated  in  the  epidermis,  in  the  derma,  or  in  a  follicle  ;  a  purulent  accumulation 
beneath  the  derma  is  either  an  abscess  or  a  gumma.  Epidermic  pustules  may  be  super- 
ficial, as  in  impetigo,  or  deep,  as  in  the  condition  known  as  ecthyma,  which  I  regard  as  but 
a  severe  form  of  impetigo.  Dermic  pustules,  such  as  the  miliary-  abscesses  of  new-born 
children,  are  seldom  met  with,  while  follicular  pustules,  such  as  those  of  sycosis,  are  com- 
mon. In  colour,  pustules  are  usually  yellowish  or  greyish,  with  a  red  areola  ;  but  when 
the  contents  are  mixed  with  blood,  the  yellow  may  be  tinged  with  red  or  brown.  If  a  pus- 
tule is  punctured  or  ruptured,  the  liquid  is  seen  to  be  more  or  less  turbid  and  yellowish  ; 
imder  the  microscope  it  is  found  to  consist  largely  of  leucocytes  and  serum  as  well  as  cocci. 
Pustules  vary  greatly  in  size  :  small  ones  may  remain  of  inconsiderable  dimensions,  or 
may  become  large  by  excentric  extension.  The  prevalent  shape  is  roundish  or  convex,  as 
in  furuncle  and  acne  ;  but  it  may  be  acuminate,  as  is  frequent  in  sycosis  and  eczema,  or 
Hat  and  irregular,  as  in  impetigo  and  syphilis,  while  in  rare  instances,  as  sometimes  in 
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scabies,  it  may  be  oblong,  with  a  tendency  to  the  linear  form.     In  variola  and  the 
form  syphilide,  the  pustules  may  be  flattened  or  concave,  either  bec^ause  the  fluid  niay 
fully  distend  the  cleft  in  which  it  lies,  or  from  flaccidity  of  the  sac  due  to  com 
absorption.     Pustules  may  develop  slowly,  as  sometimes  occurs  in  impetigo  and  in 
pustular  syphiloderm  ;   but  as  a  rule  they  run  a  rapid  course,  and  terminate  either  by 
ture — much  more  often  accidental  than  spontaneous — or  by  desiccation.     In  either 
a  yellow,  brown,  or  blackish  crust,  more  or  less  thick  and  irregular,  is  formed  ;   but  if 
termination  is  by  desiccation,  the  crust  has  a  less  pronounced  coloration,  and  is  fri 
instead  of  Arm. 

A  cutaneous  affection  in  which  the  pustule  plays  a  leading  part  is  impetigo  n 
seu    contagiosa ;    usually   following  slight   febrile  disturbance,   small  erythematous 
appear,  on  which  form  vesicles  containing  a  turbid  fluid  that  quickly  becomes  puru; 
when  the  pustules  break,  as  they  soon  do,  they  discharge  a  fluid  that  dries  up  q 
into  scabs  that  are  at  flrst  yellowish,  and  afterwards  green.     Dotted  about  among 
scabs  are  pustules,  which  may  coalesce  so  as  to  form,  on  rupture,  crusts  of  consid 
size.     The  eruption  may  be  limited  to  a  few  discrete  lesions,  or  may  extend  over 
areas  of  the  body.     In  parts  where  the  pustules  are  exposed  to  friction,  as  on  the 
they  are  generally  ruptured  at  an  early  stage,  and  a  flat  irregular  scab,  surrounded  by 
areola,  forms  over  them — the  condition  known  as  ecthyma.     Sometimes  the  distrib 
is  annular  (impetigo  cirdnata  or  gyrata).     In  the  condition  known  as  impetigo  buUou 
lesions  are  much  larger,  and  are  not  always  transformed  into  true  pustules.     With  im] 
ginous  eruptions,  though  not  with  these  alone,  cutaneous  diphtheria  is  sometimes 
ated,  especially  in  children.     The  most  typical  form  of  this  affection  lias  the  appearanoe 
an   impetiginous  eczema,  associated  with  conjunctivitis,  and  occasionally  with  otoi 
and  rhinitis.     No  diphtheritic  membrane  may  be  present,  and  if  cutaneous  diphth 
suspected,  the  Klebs-Lofller  bacillus  should  be  sought  for  bacteriologically.     Staphy 
or  streptococci  and  staphylococci  together,  are  the  organisms  generally  found  in 
impetigo,  but  occasionally  other  germs  produce  a  precisely  similar  eruption — the 
coli  communis  for  example,  or  the  Bacillus  pyocyancus. 

The  differences  between  impetigo  vulgaris  and  follicular  impetigo  are  well  mi 
The  latter  is  pustular  from  the  beginning,  and  always  situated  around  a  hair- follicle, 
starts  as  a  round  pustule,  often  pierced  by  a  long  or  coarse  hair,  and  it  may  be  quite 
or  as  large  as  a  pea  ;  the  pus  collects  under  the  horny  layer,  which  it  distends  and 
The  eruption,  usually  multiple,  has  no  sites  of  election,  but  appears  wherever  a  breach  i 
the  homy  layer  affords  entrance  to  the  pyogenic  organism.  The  pustules  are  more  reait- 
ant  than  those  of  impetigo  contagiosa,  and  are  less  quick  to  break.  \Mien  they  niptmc^ 
yellow  crusts,  smaller  and  thinner  than  those  of  impetigo  vulgaris,  are  formed.  Hie 
pustules  of  follicular  impetigo  can  hardly  be  mistaken  for  those  of  any  other  affectioa. 
The  other  form  of  impetigo,  however,  has  in  rare  cases  to  be  diagnosed  from  perophigufc 
In  the  latter  the  lesions  start,  not  as  small  vesicles  but  as  bullae,  and  the  fluid  they  contiia 
is  only  sometimes  inoculable.  Usually,  too,  there  is  marked  systemic  disturbance.  Bat 
it  is  with  pustular  eczema  that  impetigo  vulgaris  is  most  likely  to  be  confused,  especialhr 
when  the  pustules  of  the  latter  condition  have  run  together  into  a  patch.  In  eczema, 
however,  the  pustules  are  smaller,  there  are  severe  itching  and  burning,  there  is  an  in- 
flammatory areola  around  the  crusts,  which  is  seldom  the  case  in  impetigo  vulgaris,  and 
other  deflnitely  eczematous  lesions  will  usually  be  found  if  sought  for  carefully,  including 
inflltration  and  thickening  of  the  integument. 

Like  follicular  impetigo,  sycosis  xmlgaris  is  a  staphylococcic  infection.  The  lesions 
begin  as  papules,  or  as  nodules  which  form  round  the  hairs — usually  of  the  face,  and  esp^ 
cially  of  the  chin,  but  sometimes  attacking  the  eyebrows,  eyelashes,  and  the  axillary  and 
pubic  regions — ^and  presently  develop  into  pustules,  each  of  them  pierced  by  a  hair.  As 
the  result  of  suppuration,  the  hairs  are  loosened,  and  if  one  is  pulled  out,  a  drop  or  two  of 
pus  usually  exudes.  In  severe  cases  the  pustules  may  be  packed  so  closely  together  as  to 
form  infiltrations,  which  may  fungate.  The  chief  diagnostic  features  of  the  affection  arc 
its  inflammatory  character,  its  origin  in  the  hair-follicles,  and  its  limitation  to  the  hairy 
parts,  usually  of  the  face.  The  differential  diagnosis  from  tinea  sycosis  has  been  given 
under  Fungous  Affections  of  the  Skin  (p.  246).  Eczema  is  not  limited  to  the  hairy 
parts,  and  if  the  follicles  are  involved  it  is  only  secondarily,  nor,  as  a  rule,  is  the  inflammation 
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so  severe  as  in  sycosis  vulgaris.  Of  sycosis  vulgaris  again,  intense  itching  is  not  a 
feature.  Sometimes,  when  the  sycosis  is  widely  diffused,  the  crusts  may  have  to  be 
removed  to  clear  up  the  diagnosis ;  when  this  is  done,  the  follicular  implication  will  soon  be 
perceived.  Tertiary  syphilitic  ulceration  is  not  restricted  to  the  follicles,  and  behind  it 
there  lies  a  history  of  earlier  specific  lesions,  as  well  as  of  the  primary  infection,  unless 
this  should  have  escaped  notice.     Wassermann's  serum  test  may  be  applied. 

If  there  is  ever  any  doubt  as  between  sycosis  vulgaris  and  acne  vulgaris,  the  presence 
of  the  latter  on  non-hairy  parts  should  of  itself  suffice  to  decide  the  question.  The  pustules 
of  aaie  indgaris  can  scarcely,  indeed,  be  confounded  with  those  of  any  other  affection, 
except  with  the  lesions  of  small-pox  (see  below)  and  those  of  bromide  and  iodide  eruptions. 
In  these  drug  eruptions,  however,  comedones  are  absent,  the  lesions  occur  on  any  part  of 
the  body,  and  are  generally  a  brighter  red,  while  the  fluid  they  contain  is  rather  thinner. 
Drug  eruptions,  again,  occur  at  any  time  of  life,  whereas  acne  vulgaris  is  essentially  a  disease 
of  puberty.  Pustular  S3rphilides  may  attack  any  part  of  the  body,  and  are  generally 
grouped,  which  is  never  the  case  with  the  pustules  of  acne. 

A  furuncle  is  so  characteristic  that  the  only  lesion  from  which  it  can  ever  require 
to  be  diCTerentiated  is  a  carbuncle.  The  pathological  process  is  the  same  in  both;  but 
while  in  furuncle  there  is  but  one  point  of  suppuration  and  opening,  in  carbuncle  there 
are  several.  The  only  condition  ^m  which  a  carbuncle  has  in  turn  to  be  diagnosed, 
except  a  furuncle  and  malignant  pustule,  is  diffuse  cellulitis,  in  which  there  is  no  circum- 
scribed outline. 

In  malignant  pustule  (anthrax),  following  itching  and  burning  at  the  site  of  inoculation, 
a  livid  red  papule  appears,  on  which  a  bulla  or  pustule  forms  quickly  and  breaks,  drying 
up  into  a  black  gangrenous  eschar.  This  is  fringed  with  tiny  vesicles  or  pustules,  and 
surrounded  by  a  broad  areola  of  solid  oedematous  infiltration,  the  skin  over  which  is  tense 
and  violaceous.  There  are  constitutional  symptoms,  with  septic  fever.  The  diagnosis 
rests  mainly  upon  the  presence  of  a  gangrenous  patch  surrounded  by  infiltration  in  a 
patient  whose  occupation  exposes  him  to  infection  with  the  anthrax  bacillus,  especially 
from  cattle,  hides,  or  wool.  The  organism  {Plate  XXV III,  p.  614)  may  be  detected  without 
difhculty  under  the  microscope.  It  is  a  relatively  large  bacillus  which  generally  forms  long 
chains  and  is  Gram-positive.  It  is  only  at  the  outset  that  the  lesion  can  be  mistaken  for  a 
carbuncle.  The  primary  lesion  of  syphilis  can  be  excluded  by  its  indolence,  and  by  the 
absence  of  gangrene  and  of  febrile  symptoms. 

In  glanders^  the  cutaneous  lesions  begin  as  red  spots,  which  pass  through  the  papular 
and  vesicular  or  bullous  stage  into  pustules  that  give  rise  to  widespread  ulceration.  The 
con<lition,  with  its  severe  constitutional  disturbance  and,  except  in  some  chronic  cases, 
the  peculiar  discharge  from  the  nostrils,  is  usually  easy  of  recognition  ;  and  in  exceptional 
eases  in  which  the  diagnosis  is  in  doubt,  recourse  should  be  had  to  the  mallein  injection 
test,  or  the  Bacillus  mallei  may  be  isolated  from  the  lesions. 

In  scTofulodermia  (tuberculides),  usually  an  affection  of  childhood  and  adolescence, 

pustular  lesions  take  the  form  which  has  been  styled  by  Diihring  the  large  flat  pustular, 

find   the  small   pustular  scrofuloderm.     The  former  begins  as   one   or   more    superficial 

indurations   which,    becoming   pustular,  extend  peripherally  and  form  a  flat,   yellowish, 

trusted  pustule  of  considerable  size,  surrounded  by  a  violaceous  areola.     Neighbouring 

pustules  may  coalesce.     When  the  crust  is  removed,  a  granular  scrofulous  ulcer  is  seen. 

The  small  pustular  scrofuloderm  is  usually  a  papulo-pustule  rather  than  a  fully-developed 

)ustule,  the  pus  being  frequently  limited  to  the  central  part  of  the  summit,  while  the  outer 

)art  of  the  lesion  remains  hard.     The  crusting  is  sometimes  a  slow  process,  which  may 

K'cupy  several  weeks,  and  when  the  crust  drops  off  it  leaves  indelible  scars  not  unlike 

hose  of  variola.     The  only  diseases  with  which  scrofulodermia  generally  can  be  confused 

ire    lupus    and    syphilis.     The  absence  of  '  apple- jelly '   nodules  and  of  infiltration  will 

listinguish  it  from  lupus,  though  the  two  conditions  may  co-exist.     The  syphilitic  ulcer 

s  met  with  in  adults,  and  is  usually  a  much  more  active  process  than  scrofulodermia,  nor 

las   the   lesion   the   undermined    border  which    is  characteristic   of  the  latter  affection. 

'oncomitant  syphilitic  signs  will  usually  be  present,  just  as  in  scrofulodermia  there  will 

enerally  be  other  tubercular  symptoms  ;   Wassermann's  serum  reaction  should  be  tested. 

In  syphilis  the  pustule  is  a  much  less  frequent  lesion  than  the  papule  (p.  490),  and  is 

enerally  found  in  association  with  a  cachectic  state  of  health.     It  appears  in  two  different 
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and  so  the  pustular  stage  is  entered  upon.     While  the  lesion  is  undergoing  this  transition, 
the  grey  translucent  centre  is  encircled  at  the  periphery  of  the  crown  by  a  white  or  yellow 
Tinn-     By  the  sixth  day  from  its  birth,  the  lesion  has  become  yellow  throughout  and  the 
crown  dome-shaped  ;    the  pustule  so  attains  maturity,  and  if  of  full  size  measures  about 
three-eighths  of  an  inch  across.     Even  in  unmodified  small-pox,  however,  the  lesions  often 
fail  to  reach  those  dimensions.     As  the  pustule  develops,  the  erythematous  zone,  the  areola, 
which  encircled  the  papule  and  was  biggest  and  brightest  in  the  vesicular  stage,  begins  to 
wane,  and  has  disappeared  by  the  time  the  pustule  reaches  maturity.    This  occurs  about 
the  ninth  day.    As  the  pustules  dry  up 
or  burst,    scabs    are    formed,    which    on 
separation  leave  dark  stains,  scars  and 
'  pits.'    the    number   and  depth  of  the 
pits    usually   being  determined   by  the 
severity  of  the  disease.     In  mild  attacks 
the  pustules   remain  discrete,  in  severe 
cases  they  run  together,   conHuent  small- 
pox   {Figs.     *237,    '238).       In   bad    cases, 
hicmorrhage   takes  place  into   the  skin 
and    the  interior  of  the  pustules.     The 
nnicoiis  membranes  of  the  cir-passages 

may  be  invaded,   the  extent  to  which  p.^,  j^y.—Dbcrtw  »n«ii-poi. 

they  are   involved  being  determined  by  l^*"*"  ''*  "'■  *•  *  """"■  "■"  ''•  ^'""^f 

their  susceptibility  rather  than  by  the 

severity  of  the  attack.  In  modifled  small-pox  the  eruption  may  resemble  that  of  the 
unmodified  disease,  as  here  described,  the  difference  being  that  the  lesions  are  less  abundant 
and  are  seldom  confluent. 

It  has  been  usual  in  the  diagnosis  of  small-pox  to  lay  the  chief  stress  upon  the  solidity 

and  hardness  of  the  papule,  the  umbiltcation  of  the  vesicle,  and  the  loculation  of  its  cavity  ; 

but  in  his  masterly  monograph  ("The  Diagnosis  of  Sniall-pox"),  to  which  I  owe  the 

following  description,  Ricketts  has  shown  that  the  distribution  of  the  lesions  is  of  more 

diagnostic  value  than  their  character,  as  also  is  it  more  easily  observed.     The  parts  most 

liable  to  the  eruption  are  the  face  and  hands  ;  and  of  the  two.  the  face  is  more  liable  than 

the  hands.     Next  to  the  hands  in  susceptibility  come  the  upper  limbs,  then  the  trunk. 

(hen  the  lower  limbs.     As  to  the  tnmk,  the  rash  is  thicker  behind  than  in  front,  and  thickest 

on  the  shoulders.     The  incidence  is  smallest  on  the  great  flexures  of  the  body,  while  the 

extensor  surfaces  of  the  limbs,  and  especially  the  elbow,  receive  a  disprojjortionate  share 

of  the  rash.     The  neck  fares  better  than  either  the  head  or  the  shoulders  ;   the  back  of  it 

suffers    more   than  the  front.     On  the 

flank  the    rash  is  less  profuse  than  on 

the  adjoining  jiarts  of  the   chest-wall, 

cither  in  front  or  behind.     On  the  foot, 

the    distribution    is    marked     by    great 

inconstancy.      Usually   the  back  of  the 

foot    receives    more  attention  than   the 

sole  :    Ijetwcen  the  toes,  and  in  the  folds 

Iwneath  the  toes,    there  is  comparative 

inmumity  ;  and  the  parts  for  which  the 

eni|>lion  shows  most  prefen-nce  are  the 

instep,    csjwcially   the  tendinous   ridges 

^  1^  ^  and    the    l>ony    eminences,    the    tendo 

(/•iwo  r*fl" /*.  s"'z^"«/Af?aT'fir;«<-i.)  Aehillis,  the  balls  of  the  toes,  the  toe- 

jwds,  and  the  heels.      Jn  the  hand,  the 

palm,  and  especially   the  hollow  of  it,  suffers  little,  and   the  brunt  of  the  altack  is  borne 

by  the  extensor  surface  ;    the  rash  is  thickest  on  the  back  of  the  wrist  and  hand,  and  over 

the  heads  of  the  metacarpals.     To  these  usual  characters  the  distribution  offers  exceptions, 

some  of   them   difHeult   of   explanation  ;    but  they  are   neither  si>  numerous  nor  so  eon- 

siflerable  as  materially  to  lessen  its  diagnostic  iniportancc. 

The  diagnosis  of  small-pox  from  chicken-pox — the  disease  with  which  it  is  most  often 
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tbe  upper.  In  scabies,  except  in  children,  the  face  escapes,  and  the  commonest  sites  are 
the  hands  and  fingers,  buttocks,  and  feet. 

In  Ricketts*  experience,  no  affection,  except  chicken-pox,  is  so  frequently  confused 
with  small'pox  as  acne  vulgaris,  in  spite  of  its  chronic,  afebrile  character,  and  the  absence 
of  subjective  symptoms.  If,  however,  the  rash  is  limited  to  the  upper  part  of  the  body 
•nd  a  few  characteristic  acne  lesions  such  as  comedones  are  found,  small-pox  may  be 
excluded. 

I  have  seen  copaiba  eruption  mistaken  for  small-pox.  The  absence  of  constitutional 
qnuptoms  such  as  pain  in  the  lumbar  region  and  fever,  the  mixed  character  of  the  lesions, 
and  the  history  are  the  chief  points  in  the  diagnosis. 

It  is  seldom  that  bromide  or  iodide  eruptions  are  mistaken  for  the  rash  of  small-pox. 
In  doubtful  cases,  attention  must  be  paid  to  the  larger  size  of  the  pustules,  as  compared 
with  those  of  small-pox,  and  to  the  symmetrical  or  patchy  distribution.      Malcolm  Morris. 

PYREXIA*  PROLONGED. — A  pyrexia  may  be  considered  prolonged  if  it  lasts  more 
tlnn  ten  days.  In  most  cases,  no  doubt,  there  are  signs  and  symptoms,  or  facts  in  the 
Itttory,  which  enable  one  to  make  a  diagnosis  before  this  ;  but  difficulties  often  arise  from 
tbe  absence  of  the  distinctive  characters  of  any  one  of  the  diseases  commonly  accompanied 
liy  such  pyrexia.  In  most  cases  such  a  prolonged  pyrexia  is  the  result  of  one  of  the 
JBfectious  diseases,  and  it  is  by  a  careful  consideration  of  the  more  probable  among  these 
thftt  one  may  often  arrive  at  a  definite  opinion.  The  general  infections  most  likely  to  give 
me  to  a  long-lasting  fever  are  : — 

Typhus  fever  Meningitis  Malaria 

Typhoid  fever  Malignant  endocarditis  Syi)hilis 

Paratyphoid  fever  Septicaemia  from  deep-seated         Bacilluria 

Mediterranean  fever  i  foci  of  disease,  such  as  :    <      Bronchopneumonia. 

Influenza  Empyema,    Cerebral    ab- 

Tubereulosis  ,  scess.      Pylephlebitis,     or    ' 

other  form  of  suppuration    ', 

A  high  temperature  of  very  long  duration  occurs  often  in  connection  with  diseases 
»/  the  blood  and  hlood-Jorming  organs,  such  as  : — 

Addison^s  an»mia  |      I^ukscmia  |      II(Mlgkin*8  disease. 

It  also  occurs  much  more  often  than  has  been  commonly  supposed  in  sarcoma  and 
carcinoma  of  different  organs,  and  has  been  observed  in  cirrhosis  of  the  liver.  There  are 
two  other  forms  of  pyrexia  which  should  be  borne  in  mind,  namely,  a  prolonged  pyrexia 
occurring  in  children,  often  very  diflicult  to  explain  ;    and  so-called  neurotic  pyrexias. 

Modem  research  has  a  tendency  to  rely  upon  its  own  methods  alone,  and  to  ignore 

the  older  clinical  differences.     But  this  involves  a  separate  investigation  for  each  disease  as 

H  comes  to  be  considered  ;    and  thus  it  may  happen  that  one  patient  may  have  to  undergo,. 

in  addition  to  a  thorough  bedside  examination  of  all  his  organs,  a  lumbar  puncture,  and 

the  removal  of  blood  for  the  Widal  test  or  for  the  cultivation  of  organisms  :     and  these 

mty  have  to  be  repeated.     A  full  knowledge  of  the  history  of  the  illness,  of  ex|K)sure  to 

infiection,  and  of  the  clinical  changes  as  far  as  they  arc  manifested,  is  desirable  in  order 

that  the  researches  of  the  bacteriologist  may  be  directed  as  early  as  possible  into  the  right 

path. 

Typhus. — On  the  score  of  prolonged  pyrexia  {Fig.  268,  p.  638,  and  Fig.  269,  p.  6;J9)  little 
need  be  said  of  this  fever.  The  eruption  is  generally  distinctive,  and  shows  itself  before  the 
fever  has  attained  any  duration  ;  but  it  is  capable  of  being  confounded  witli  typhoid  fever, 
•nd  even  with  malignant  endocarditis.  The  distinction  from  typhoid  fever  is  jjiven  else- 
^re ;  and  a  confusion  with  malignant  endocarditis  is  only  possible  if  the  hitter  should 
produce  a  very  uniformly  distributed  petechial  eruption  over  the  skin  while  the  cardiac 
nrarmur  is  of  slight  intensity  ;  or  if  a  person  already  the  subject  of  cardiac  nuirniur  should 
contract  typhus,  and  have  an  ill-defined  eru])tion.  In  either  ease,  if  the  pyrexia  were 
prolonged  beyond  the  twelfth  or  fourteentli  day,  typhus  would  be  unlikely. 

Influenza. — In  most  cases  of  influenza  uncomplicated  hy  definite  visceral  changes. 
>nch  as  pneumonia  or  gastro-enterit is.  the  fever  is  of  short  duration,  but  it  is  often  as  long 
■•aweck  or  ten  days,  and  sometimes  three  weeks  or  more  {Fig.  240).     The  longer  perioii. 
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with  niany  acute  diseases  ;  as  a  prolonged  pyrexia  it  in  especially  pulmonary  tuberculosis, 
nialignant  endocarditis,  a  long-lasting  influenza,  septiexinic  processes,  and  occasionally 
tuberculous  meningitis  which  will  give  difliculty. 


Parali/phoid  Fever. — Of  this  it  need  only  be  said  that  it  presents  the  fciilures  of  a 
benign  typhoid  fever,  in  which  all  the  distinctive  characters  are  less  marked.  Like 
typhoid,  it  may  be  confounded  with  a  mild  long  jnriuenza,  or  with  early  tuberculosis.  Its 
recognition  depends  ultimately  upon  the  agglutination  of  p>inity|)hoid  bacilli  by  the 
patient's  blooil  scnini. 


Mediterranean  Fever  is  one  tjf  the  most  prolonKCti  of  the  fe\ers  due  to  one  recogniited 
micro-organism  ;  for  in  the  undulant  form  of  the  disease  Kuccessive  exiiecrbations  of 
pyrexia   may  canrj-   on   the   illness   into   the   liftcenlh   or   sixteentli   week   {Pig.  212).      It 
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is  remarkably  prolonged,  sometimes  for  six,  eight,  or  twelve  months,  with  little  variations 
in  the  accompanying  conditions.  Long  before  that,  of  course,  typhoid  fever  and  tuber- 
culosis would  have  been  excluded  ;  and  after  eight  or  ten  weeks  the  co-existence  of  cardiac 
miirniur,  with  uniform  prolonged  pyrexia,  would  make  the  diagnosis  certain.  Cases  in 
which  the  brunt  of  the  disease  foils  upon  the  brain  may  actually  have  meningitis,  as  in 
pneumococcal  cases ;  or  they  may  be  mistaken  for  meningitis,  or  for  typhoid  fever,  or,  if 
petechiee  are  present,  for  typhus.  But  in  such  instances  the  illness  is  generally  a  short 
one,  and  it  would  scarcely  come  into  the  present  category. 

Septiarmia. — In  any  prolonged  pyrexia  the  possibility  of  a  focus  of  deep-seated 
suppuration  should  be  considered.  In  many  situations  the  focus  causes  pain  which  at 
once  directs  attention  to  the  origin  of  the  trouble  ;  but  in  some  cases  pain  is  absent,  and 
foci  in  some  situations  are  habitually  painless.  The  disorders  to  be  thought  of  are  otitis, 
abseeaaea  in  the  throat,  a  small  empyema,  eerebral  abacess,  deep-seated  glandular  suppuration, 
suppurative  pylephlebitis,  appendicilia,  pelvic  auppunUiona  in  women,  and  umbilical  luioni 
in  the  new-born  infant.  If  the  blood  shows  a  leucocytosis  this  will  be  in  fovour  of  a 
suppurating  centre.  At  any  rate,  it  will  exclude  typhoid  and  miliary  tuberculosis.  Each 
possible  centre  of  infection  must  be  called  to  mind,  and  the  locality  concerned  must  be 


investigated.  Suppurative  pylephlebitis,  in  spite  of  the  extent  of  the  lesions  and  the  size 
of  the  organ  concerned,  has  frequently  been  overlooked,  and  has  been  mistaken  fur  typhuid 
fever,  pneumonia,  peritonitis,  or  appendicitis.  It  is  relatively  rare,  but  it  is  a  sequel  of 
other  suppurative  lesions  in  the  abdomen,  and  should  therefore  be  thought  of  when 
appendicitis  or  other  similar  affection  has  been  under  treatment.  Rigors  are  very 
inconstant  in  diseases  of  this  class  ;  if  they  occur  they  conipel  attention  to  the  possibility 
of  pyogenetic  centres  (Fig.  U-l-l)  ;  but  their  absence  must  not  be  allowed  to  influence  one 
in  the  contrary  sense.  They  are  most  constant  in  visceral  pyteniia,  but  this  illness  is  not 
generally  prolonged.  In  some  cases  the  organism  is  only  discovered  after  repeated  cultural 
examination  of  the  blood,  the  urine,  or  even  the  cerebrospinal  fluid,  and  it  may  be  found 
to  be  some  rarity  such  as  the  glanders  bacUlua  or  a  leplolhrix  bacillus. 

Erysi}telas.  though  generally  of  short  duration,  sonietimes  causes  pyrexia  lasting  more 
than  a  fortnight  (Fig.  245). 

Syphilis. — Like  other  infections,  this  has  its  fevers,  both  in  the  secondary  stage — 
that  is.  the  stage  of  generalization  of  the  infection — and  in  the  late  stages  accompanymg 
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on  the  other  hand,  if  the  fever  eontiniie.s  in  spite  of  it,  malaria  is  exchided.  An  atlequate 
dose  for  this  purpose  is  3  or  4  |i^.  every  three  hours,  day  and  night,  fat  tvo  or  three  days. 

Bacilluria. — This  is  usually  due  to  infection  of  the  urinary  passages  with  Bacilltu  eoli 
communis.  The  symptoms  may  be  slight  or  they  may  be  those  of  cystitis  or  pyelitis  in  a 
marked  degree  {see  Bacteriuria,  p.  09)  ;  with  these  there  is  a  more  or  less  continuous 
pyrexia  {Fig.  198,  p.  458),  Especially  in  infants  they  may  be  few,  or  none  at  all  other  than 
the  pyreida,  which  is  variable  in  degree,  generally  irregular  from  day  to  day.  may  \ie  accom- 
panied by  chills  and  sweating,  and  may  last  several  weeks.  Hence  in  an  obscure  fever  in 
infants  the  urine  should  be  examined  carefully. 

Anamia. — The  several  forms  of  pernicious,  idiopathic,  or  Addisonian  antemia  are 
frequently  accompanied  by  a  moderate  degree  of  pyrexia,  which  may  persist  for  niany 
weeks  {Fig.  24B).  Such  an  ansmia  might  be  the  manifestation  of  tuberculosis,  of  infective 
endocarditis,  or  of  malignant  growths  ;  but  an  examination  of  the  blood  with  the  discovery 
of  poikilocytosis  and  a  colour-index  above  unity,  the  lemon-yellow  tint  of  the  skin  in  some 


sses,  and  the  history,  will  generally  determine  the  diagnosis,  though  the  tlilTcrciitiation 
>f  the  particular  form  of  ana-mia  may  still  remain  to  l>c  considered  (see  An.kmia.  p.  'JO). 
Hadgkin's  Diseast.~\n  some,  but  by  no  means  all.  cases  of  this  disease,  a  very 
emarkable  form  of  pyrexia  occurs.  It  consists  of  alternating  periods  of  pyrexia  and 
pyrexia,  each  of  eight,  ten,  or  twelve  days'  duration,  lasting  in  all  for  six,  nine,  or  twelve 
(lonths.  During  the  pyrexial  jwriod  the  temperature,  beginninH  near  the  normal,  becomes 
ay  by  day  higher  and  higher,  till  on  the  fourth  or  fifth  evening  it  reaches  102'  K.  or  103'  F., 
S  highest  point  ;  it  gradually  declines  during  the  next  four  or  Ave  days  to  the  normal  ; 
nd  then  for  three  or  four  days  it  becomes  increasingly  subnormal  till  a  minimum  is  reached, 
nd  from  this  point  there  is  a  gradual  return  to  the  normal,  when  a  second  pyrexial  curve 
egins  {Fig.  'J47).  If  the  cervical,  axillary,  or  inguinal  lymph-glands,  apart  from  or  in 
smpany  with  the  spleen,  are  enlarged,  and  the  condition  of  the  bluod  is  normal  or 
f  the  simple  ehlorotie  type,  the  diagnosis  of  Hodgkin's  disease  is  safely  made.  If  such  a 
;mperature  is  observed  without  any  enlargement  of  the  spleen  or  of  llie  external  glands,  a 
•mphadenomatous  enlargement  of  the  internal  glands,   bronchial  or  mediastinal    should 
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These  cases  are  more  often  females,  and  the  fever  may  be  associated  with  symptoms  refer- 
able to  the  pelvic  organs,  or  may  persist  after  the  entire  subsidence  of  such  symptoms,  so 
that  skilled  obstetric  physicians  have  been  unable  to  find  any  active  local  lesion.  The 
neurotic  origin  of  such  cases  may  be  open  to  doubt,  but  it  is  supported  by  the  variability 
of  the  pyrexia,  and  by  its  occasional  rapid  cessation  without  adequate  explanation,  and 
without  any  local  change.  The  diagnosis  can  only  be  made  as  a  rule  via  exclusionis,  and 
must  always  be  considered  provisional  as  long  as  there  is  any  probability  of  an  adequate 
cause  being  found. 

The  Unexplained  Pyrexia  of  Children, — This  form  of  p3rrexia  is  in  a  somewhat  similar 

position  to  the  above.    All  students  of  disease  in  children  are  familiar  with  the  fact  ttiat 

in  patients  under  nine  or  ten  years  of  age  a  mild  pyrexia  may  occur,  lasting  two,  three,  or 

four  months,  for  which  no  explanation  can  be  found.     Since  it  arises  in  quite  young  subjects, 

Ei  neurotic  origin  is  not  so  readily  suggested,  nor  so  likely,  as  in  the  adult  female,  and 

yret  it  is  possible  that  some  cases  are  of  this  nature.     Tuberculosis  should  be  considered 

:*arefully,  but  is  often  safely  and  rightly  excluded.     Gastro-intestinal  disturbance,  such 

is  constipation  ;   the  unsuitable  nature  of  the  food  ;   and  acute  intoxication  from  the 

ilimentary  canal,  are  other  possible  explanations  of  some  cases.     Since  the  prognosis  is 

rood,  it  is  satisfactory  to  be  able  to  recognize  the  clinical  condition,  even  though  the  causa- 

ion  is  obscure  ;  but  the  diagnosis  can  only  be  established  after  careful  exclusion  of  typhoid 

iever,  tuberculosis,  and  local  inflammatory  conditions  such  as  otitis,  bacilluria,  and  other 

lefinite  lesions  or  infections.  Frederick  Taylor, 

PYREXIA  WITHOUT  OBVIOUS  CAUSE.— From  researches  carried  out  in  trying 
o  ascertain  the  mechanism  by  which  the  body  maintains  in  health  an  average  temperature 
practically  constant)  of  98*4°  F.,  and  the  factors  that  lead  in  disease,  and  also  even  in 
lealth,  to  a  departure  from  that  temperature,  a  number  of  general  principles  have  been 
stablished,  and  these  must  be  grasped  before  we  can  form  a  just  estimate  of  the  value  of 
he  reading  of  the  thermometer  in  diagnosis.  We  must  briefly  state  the  more  important 
f  these  without  discussion. 

1.  Sources  of  the  Actual  Production  of  Heat  in  Health  in  order  of  importance  : 
i)  Muscles  at  work  ;  (b)  Glands  at  work  ;  (c)  All  minor  tissues  in  which  katabolic  changes 
re  proceeding. 

2.  Provisions  for  the  Escape  of  Heat, — (a)  Temperature  changes  in  the  air,  especially 
tiat  expired  ;  (h)  Escape  by  the  skin,  radiation,  and  evaporation  of  sweat ;  (c)  Escape 
y  urine  and  fseces  ;   (d)  Warming  of  food,  and  anabolic  tissue  changes. 

3.  Mechanisms  for  Regulating  the  Distribution  of  Heat  generated  Locally, — (a)  A 
lain  centre  for  regulating  the  distribution  of  the  blood,  situated  in  the  medulla  ;  (b) 
ubsidiary  centres  for  the  same  purpose  situated  in  the  cord  and  (?)  elsewhere  ;  (c)  The 
hysical  properties  of  the  blood,  lymph,  and  tissue  juices  as  regards  their  circulatory 
lovements  and  their  capacity  for  absorbing  and  retaining  heat. 

These  three  belong  to  the  province  of  pure  experimental  physiology  and  physics  ; 
e  have,  then,  the  further  observations  shared  by  physiology  and  clinical  medicine  : 

4.  That  the  temperature  in  perfect  health  can  be  raised  considerably  (at  least  to  102^  F. 
-Hill)  by  strenuous  physical  exertion  ;  such  elevations  disap{>ear  very  rapidly,  possibly 
ith  small  oscillations. 

5.  That  in  exhaustion  from  violent  effort  or  exposure  (generally  both,  as  in  shipwrecks 
id  similar  accidents)  the  temperature  can  be,  and  is,  very  dangerously  depressed,  this 
ing  possibly  the  sole  cause  of  death. 

6.  That  in  every  form,  of  microbic  invasion  of  the  body,  the  temperature  may  be 
tered.  This  alteration  may  be  produced  in  several  conceivable  ways,  e.g.,  by  the  direct 
tion  of  the  microbes  or  their  poisons  on  the  seats  of  the  production  of  he  it  or  on  the 
ritres  regulating  its  distribution,  or  again  by  the  action  of  the  same  poisons  or  microbes 

the  main  sources  of  loss  of  heat.     The  exact  and  precise  cause  is  very  obscure,  though 
tremely  interesting  to  the  pathologist. 

Lastly,  as  purely  clinical  observations  we  have  learnt  : — 

7.  That  in  order  that  variations  in  temperature  may  kill,  or  indeed  of  themselves  be 
very  serious  import,  they  need  to  be  very  extreme  (say  0  or  7  degrees  above  or  below 
rmal)  or  else  very  prolonged,  the  necessarj'  duration  varying  with  the  degree  of  departure 
m  the  normal. 
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8.  That  in  the  wards  of  a  hospital  where  the  temperatures  are  taken  and  charted  M 
regular  intervals,  it  is  scarcely  possible  to  find  a  chart  of  chronic  disease  which  does  Hj 
show  some  oscillations  in  temperature,  the  causes  of  which  are  obscure  or  overlooked. 

From  these  general  propositions  we  may  pass  to  the  practical  value  of  thermoroetdl 
observations  in  diagnosis.  We  may  again  generalize,  and  say,  that  standing  alone  as  i 
primary  and  isolated  observation,  the  fact  of  a  disturbance  in  temperature  is  of  little  w 
but  when  this  observation  is  controlled  by  other  factors  in  diagnosis,  and  we  have  madei 
complete  diagnosis  of  a  given  disease,  we  are  then  in  the  position  of  knowing  by  expericoflj 
approximately  the  course  of  the  temperature  for  that  disease,  and  we  shall  get  many  useAi 
hints  from  the  thermometer  as  to  complications  or  the  severity  of  the  attack  :  a  point  li 
which  we  shall  refer  presently.  Hence,  it  is  useful  in  our  present  discussion  to  di>ideM 
patients  into  two  main  groups  :  (1)  Those  who  are  well  enough  to  xnmt  Uieir  doctor^  tm 
(2)  Those  who  are  too  ill  to  do  so. 

Patients  who  are  well  enough  to  visit  their  doctor. — ^Unless  some  special  com 
plaint  or  physical  sign  soon  leads  to  satisfactory  diagnosis,  let  it  be  an  accepted  rule  H 
take  the  temperature  ;  by  doing  so  we  shall  not  infrequently  discover,  early,  a  di 
which  we  might  otherwise  have  overlooked  until  something  or  some  one  else  had 
attention  to  it,  greatly  to  our  discomfiture  and  loss  of  credit.  The  three  most  ty 
illustrations  of  this  position  are  perhaps  typhoid^  phthisis,  and  a  condition  which  in 
haste  we  label  '  Influenza,'' 

A  headache  lasting  four  or  five  days  and  associated  with  some  degree  of  pyrexia, 
even  standing  alone,  so  suspicious  of  the  first,  that  the  patient  must  be  ordered  to  bed  ti 
be  watched.  A  nasty  dry  cough,  with  general  anaemia,  weakness,  tiredness,  and  malaia^ 
makes  us  very  suspicious  of  the  second,  especially  if  there  is  also  the  slightest  alteration  il 
the  breath  sounds  anywhere.  The  third  is  the  recently  developed  refuge  of  tk 
diagnostically  destitute  ;  it  leads  to  much  mortification  when  suppurating  gums  or  toi 
gonococcal  discharges,  decomposing  urine,  or  other  critical  points  are  discovered  later :  i 
position  which  may  be  avoided  by  examining  all  easily  accessible  orifices,  and  if  the  moutly 
throat,  and  nose  all  seem  healthy,  by  labelling  the  trouble  fever  of  uncertain  origin, 
ordering  the  patient  to  bed.  In  fact,  if  on  examining  the  patient  in  the  consulting- 
no  cause  for  the  pyrexia  is  apparent,  I  would  lay  down  as  a  golden  rule — Remove  the 
at  once  from  Group  1,  and  place  him  in  Group  2  for  further  critical  examination  of  his 
her  person,  blood,  and  excreta. 

Patients  who  request  their  doctor  to  visit  them. — It  must  be  admitted  thatM 
this  group  also,  pyrexia  by  itself  is  not  a  very  strong  diagnostic  point,  for  ex  hypotkat 
the  other.symptoms  are  of  considerable  severity  and  importance,  and  therefore  point  pretty 
strongly  in  some  diagnostic  direction.  Our  residuum  from  Group  1,  with  a  certiii 
proportion  of  individuals  originally  in  Group  2,  will,  however,  together  make  up  a  by  ■• 
means  negligible  number  of  patients  in  whom  the  cause  of  pyrexia  is  obscure  to  an  ordinuT 
examination.  Here  it  is  the  first  rule  to  examine  systematically  every  orifice  of  the  body 
for  a  possible  source  of  trouble  ;  gums,  and  especially  the  roots  of  the  teeth  for  pyorrhod, 
ears,  nose,  throat,  vagina,  rectum,  and  urethra  ;  should  all  these  prove  healthy,  the  iingeit 
and  toes  must  be  inspected  for  overlooked  sores  ;  and  the  bones  near  joints  investigated 
for  a  possible  osteomyelitis. 

The  Blood. — It  is  by  now  almost  certain  that  some  clue  will  have  been  obtained, 
but  should  none  have  appeared  (in  some  cases  even  when  a  complete  diagnosis  has  beci 
made)  we  must  now  proceed  to  have  the  blood  examined  by  the  best  available  scientific 
methods  ;  we  may  by  this  means  prove  that  the  blood  itself  is  at  fault,  or  that  it  contain! 
some  microbes,  thus  : — 

1 .  Leukocytosis  suggests  leucocythajmia  perhaps,  in  which  disease  outbreaks  of  pyrcn* 
are  not  uncommon  ;  or  some  obscure  focus  of  suppuration  ;  or  perhaps  it  pro\'es  that  ta 
obvious  focus  requires  the  surgeon's  assistance  ;  or  per  contra,  it  provides  a  slight  argument 
against  typhoid  or  tubercle,  and  in  favour  of  gross  parasitic  worms. 

2.  Poikilocylosis  suggests  a  severe  anaemia,  which,  like  leucocythaemia,  is  known  to 
have  pyrexial  periods. 

8.   WidaVs  Test,  if  positive,  practically  proves  the  presence  of  typhoid. 
4.  Cultivation  of  it  may  prove  a  microbic  invasion,  the  namo  and  nature  of  the  in^'adcr, 
and  possibly  the  point  of  invasion. 
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5.  Microparasites  of  protozoal  form  (malarial  or  other)  may  be  recognized  in  the  blood 
^      the  microscope. 

The  Urine  may  be  found  to  be  thick  or  decomposed,  and  thus  /^ive  a  clue  tu  tubercle 
the  genito-urinary  tract,  to  calculous  trouble,  or  to  li,  coli  communis  invasion.     It  is 

to  remember  that  B.  coli  may  exist  in  what  otherwise  appears  to  be  a  healthy  urine 
12). 

■ 

Tbe  Feces  may  yield  information  :    melxna,  fatty  stools,  gall-stones,  or  even  eggs 

parasites  may  be  found,  thus  clearing  up  the  cause  of  an  obscure  pyrexia. 

Tests  such  as  Calmette^s  or  von  Pirquet's  may  be  tried   for  InlenI  tubercle,  hut  the 

»ing  of  tuberculin  into  an  eye  is  not  without  its  own  risks,  and  in  my  opinion  had 

be  avoided,  especially  as  by  the  time  tubercle  has  caused  pyrexia  it  has  probably 

so  far  as  to   be  discoverable   by  careful   physical   examination   of  the  chest. 

)ver,  the  test  is  alleged  to  be  so  delicate  as  to  discover  obsolete  tubercle,  which  is  not 

cause  of  the  p^TCxia,  and  so  may  lead  one  astray. 

When  physical  examination,  clinical  methods  of  in  vest  igii  ting  secretions  and  excre- 

and    bacteriological   aids    liave    thus   all    been    exhausted,  there    will    still  remain 

few  rare  cases  in  which  the  cause  of  the  pyrexia  is  undiscoverable.     These  are  chiefly 

lominal  :     thus   gall-stones    and    their   complications,    pylephlebitis,    ovarian    abscess. 

^'ind  deep-seated  phlebitis  have  all  presented  instances  to  the  writer  :    but  he  knows  of 

9o  rules  by  which  such  cases  can  be  discovered  ;  time  or  an  auto|>sy  can  alone  clear  them 

4>.     Apart,  however,  from  such  obscurities,  there  still  remain  some  interesting  and  useful 

Obser\*ations  to  be  made  on  certain  clinical  thermometric  measurements. 

PYREXIA   OR   SUBNORMAL   TEMPERATURES    IN    CHILDREN. 

In  children  we  know  that  the  heat-regulating  function,  like  other  nervous  mechanisms, 
fcmkes  time  to  develop  proper  and  complete  connections  with,  and  control  over,  subonlinate 
centres  of  regulation,  whether  these  be  foci  of  production  or  surfaces  of  loss  ;  hence  we  are 
not  surprised,  still  less  alarmed,  at  temperatures  above  normal  in  children  which  in  adults 
have  a  very  different  significance.  It  is  rather  the  reverse  with  those  below  normal, 
iuse  we  know  that  the  growing  child  requires  very  large  supplies  of  heat  to  carry  on 
tbe  anabolic  functions  of  growth  and  development. 

Sabnormal  Temperature. — Supf)ose  we  find  a  child  in  this  condition,  the  immediate 
diagnosis  is  great  exhaustion  ;  such  temperatures  are  generally  found  in  marasmic  children 
^rho  have  been  star\'ed,  or  its  equivalent,  i.e.,  badly  fed,  or  exi)osed.  Subnormal  teinpeni- 
tuies  are  also  found  in  summer  diarrhoea,  or  sometimes  in  conditions  associated  with 
intense  pain  ;  also,  at  an  inter\'al  after  convulsions  (not  immediately),  and  in  many  other 
conditions,  the  differential  diagnosis  of  which  will  generally  be  obvious. 

Pyrexia,  on  the  other  hand,  owns  an  infinity  of  causes,  of  which  we  can  only  glance 
at  a  few  which  may  give  rise  to  trouble  in  diagnosis. 

Excitement, — In  children's  wards,  visiting  day  almost  invariably  causes  a  ]>lentiful 
crop  of  high  temperatures,  even  as  much  as  103^  F.,  and  the  private  practitioner  has  to 
ranember  this  when  a  loving  aunt  or  an  injudicious  visitor  of  any  sort  has  come  in  contact 
with  his  little  patient  at  home.  A  bad  night  may  easily  send  the  temperature  up  to  any 
bright. 

Febricula. — ^This  is  merely  a  I^tin  name  for  the  fact  of  pyrexia,  but  before  using  the 
term  let  every  system  be  examined  carefully  for  signs  of  disease.  It  may  be  that  there  is 
absolutely  nothing  else  wrong.  The  following  is  a  useful  and  ordinary  average  clinical  rule  : 
for  each  1°  F.  the  temperature  ri.st»s  we  may  expect  the  pulse  to  increase*  in  Irecpieiu'v  10 
beats  (or  in  children  15)  per  minute,  and  the  respirations  2  to  .')  per  minute,  and  if  this  ratio 
is  maintained  it  is  fairly  safe  to  say  that  heart  and  lungs  are  neither  of  them  specially  threat - 
wed.  and  hence,  if  there  be  nothing  else  to  attract  attention,  it  is  safe  to  say  that  the  child  is 
certainly  feverish,  and  we  must  nurse  and  watch  it.  I  have  known  a  delicate  boy  of  9  or  10 
thus  to  have  a  temperature  of  102*5^  to  103*5"'  for  three  or  four  days  at  a  tinu^  for  no  reason 
that  I  could  ever  detect  ;  he  ate  well,  slept  well,  and  felt  well  ;  and  this  aspect  of  affairs 
sltould  be  remembered.  On  the  other  hand,  such  temporary  attacks  of  i)yrexia  may  be 
•loused  by  the  presence  of  some  micro-organisms  which  have  hitherto  escaped  detection, 
h'lt  ^Md  the  pyrexia  in  itself  n-^thing  more  can  be  said.  Deep-seated  tubercle,  perhaps  in 
Eternal  lymphatic  glands,  D.ay  ':)e  suspected,  but  it  will  often  be  exceedingly  dillicult  to 
settle  the  diagnosis. 
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h^fTpi^  Zpm^^^r  /Au^iM^     ^Ab  dM^/'t'Tviar  *  'tuari  -mtiL  S»-i*7.  4iWf«Mi-c  vil 

Vim  m  4(  ^^mt  M  fov'^xr  '/f  'Jj^^r^-tAi^ra  «gBMRAt  a  Vxc^cIbtiK  <i/fi<£geT  facawtMi.  virJe^  fi»i|ueutly 
iMrt  »  yyf^ncM  ^4  U»#    K  ^/r  V^    V.     Hh^^  yyT'rxxt,  with  htti^^.^  wi  %^<zitB«.  nakes 


lUrf^  w«r  mekv  4Rk«r  «ltAt»tir/n  t/#  «rifiK  of  thr^t^  <aMr«  in  viutii  tht  Urkrfrr  of  kiw>«ii 

Emy^jmn,    SugQi^^^^t^  !/>-  th^  mm  of  a  piKtmyifiJa  UX^tmtA  in  a  Ic-v  dayt  by  intfr- 

Kn^ttJtfditiM,  ^vfffffM^  in  rfttfun^imn  by  a  temperatair  of  100  F.  to  lOD-S'  F.  or 
101  F.  UAUmmt^  IImt  mHhd  fsM  ffpm  ihtr  avlmini^t ration  of  wdicyiate^^  :  thousti  the  ab«ence 
#/f  mWi  pymtm  #V##^  nr^  «rxHf j^  the  <rxist«nrit  eitlMT  of  ctBdocarditK  or  of  pericaiditis. 

Il^fprry^tsnn.  Htt  with  in  rtMeufnatiwn.  t^-phoid.  and  oChrr  septic  conditions  :  its 
tfft^^  ih  ^'St^y  Vp  tUrU^  in  tli#'  latter  csondftmM  :  in  the  Cr/nncT.  rr«tle«fines«  with  Iras  com* 
j4sufii  of  pmn  ttmy  rsaiJMr  ma^tufifm.  The  diatmfptis  muvt  be  ermfirmed  b>-  a  frequency  of 
f^%H%mtitm  f/rvifjr/rtWmat/r  t/i  the  ^rvrtHy  ttf  the  initial  obser^iation  :  two-houriy.  houriy. 
iff  ev^i  iitturUrr'htturiv  tAf^TXittitm^  mav  be  necei>«sar\'.  that  treatment  mav  be  controlled. 

In  sufUlitif/n  Uf  Mirrfi  tAf\''y^%h  c9Mne%,  it  mtwt  be  remembeicd  that  in  cerebral  diseases 
u$u\  iujurwn  of  alrrvM  any  k'ttul,  tlie  temperature  may  iv»  to  most  unii5*ual  heights :  one 
ffVfr  Utt$'  y,  aUwM  4i0rriAinW  iMrral/l*  a  fiital  e%'ent :  the  same  is  sometimes  found  in  ursemia. 

WXmMum  ttmy  fie  drawn  Ut  the  fJEMrt  that  muUaria  is  not  quite  extinct  in  England,  and 
a  ffp^ulHr  ntmtif^mifm  of  fi^rexial  attacks  at  the  same  time  of  day  suggests  this  cause. 

SwI/Uft  IhtijfM  in  TtrnpeftdHre.  The«ie  are  met  with  in  many  diseases  at  times. 
^'(f'«  typtto'ui,  Hwl  tlif*  irtii'y'ui  rriUHt  Ite  examined  carefully  for  other  suggestive  factors — 
hititwitmii,  Mrvere  si,M'HttiuH\  fmin,  etir..  indicative  of  fuermorrhai^.  perforation,  or  other 
t'ifnt\t\U'HiltfU,  t>if  f¥fi  foruH  tliat  the  crisis  in  fineumcinia  is  a  great  deal  more  of  a  crisis 
for  thi'  \mi'u'ni  tlian  it  in  for  his  riiicrfiljes.  and  lie  ready  with  the  appropriate  stimulants. 

Pffrrjria  tmd  Atidigriaut  IHMffine,-  -When  tlie  nature  of  a  swelling  in  the  liver  or 
#'M'wlM're  \h  luring  cnnsidenr^l,  IIk'  discovery  of  a  temperature  hovering  about  101'  F.,  or 
f\t'%%  hfglM'r«  t\tH'%  mti  fiiilitiiti'  against  a  malignant  growth,  for  these  frec|uently  give  rise 
til  pyn-xiM  (Fin.  145,  \i.  *VM),  and  so,  t^Ki,  but  more  rarely,  may  cirriiosis  of  the  liver 
(Fifi^  Un,  If, '471). 

In  thi*  /lifTerential  diagnosis  of  cerebral  ab9cenn  from  tumour  It  must  not  be  overlooked 
I  hilt  fi  Mfbfiorrruil  ti'mfK'raturr*,  c*fintrary  to  the  usual  nile  of  suppuration,  suggests  an  abscess 
rutlMT  thiin  luriioiir. 

It  is  well  til  liear  in  riiirid  that  after  an  operation,  a  few  degrees  of  pyrexia,  even  for 
forty-<'ight  hours,  are  not  a  corichisivc  prcKif  of  infection  of  the  w^ound. 

VVhi'fi  the  source;  of  a  cr<intinucd  pyrexia  is  lieing  sought  for,  the  heart  must  be 
exiiff lined  carefully  every  day,  or  even  more  frequently,  for  infected  endocarditis  is  by  no 
riM'iiriH  iifi  infrei|uent  result  of  goncHficcal  and  other  microbic  invasions  which  may  l>e  most 
dilheult  to  detect.  Fred.  J.  Smith, 

PYROSIS.    (Si'c  llHAinni  UN.  p.  2mK) 

PYURIA.  I'us  ap|N*ars  in  the  urine  in  all  Kuppurative  conditions  afTeetin^  the 
urinary  triM't,  ami  iHTiiMionally  fn>ni  the  rupture  of  an  extra-urinary  abscess  into  the 
urinary  apparatus.  It  may  be  present  in  large  or  in  inieroseopie  quantities  :  when  in 
hulk  It  forniH  a  thick,  greyiNli,  tenacious  scMlinient,  whieh  must  be  distinguished  from 
plumpliates  and  fn»m  urates ;  urates  are  of  a  pinkish  c()k>ur,  and  will  be  cleared  by  heating 
the  Npeeimen  :  phoNphates  will  be  dissolved  by  the  addition  of  acid,  whereas  pus  will 
remain  unaltcn*d  by  either  test. 
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In  alkaline  urine,  the  pus  eells  tend  to  run  together  into  a  dense  viscid  deiK)sit,  leaving 
the  upper  layers  of  the  urine  slightly  turbid.  Microscopically  each  pus  cell  is  multinuclear, 
iDiinded,  and  about  twice  the  size  of  a  red  blood-disc.  The  content4S  are  granular,  but  the 
■ddition  of  acid  clears  the  cell  and  makes  the  nucleus  stand  out  more  distinctly.  Urine 
Bontainlng  pus  will  always  contain  at  least  some  albumin  and  frequently  epithelial  cells 
bom  some  part  of  the  urinary  tract.  If  the  specimen  containing  pus  be  shaken  gently 
■ith  Qzonic  ether,  a  slight  effervescence  will  be  produced,  or  if  mixed  with  li(]uor  [)otassie, 
i  lopy  precipitation  occurs. 

The  following  is  a  classified  list  of  the  causes  of  pyuria  : — 


(A)^  From  Diseases  of  the  Urinary  Organs. 

1.  Renal: 

3. 

Vesical : 

4. 

Prostatic : 

Px-elitis 

Cystitis                  [chronic 

Prostatitis,    acute   or 

Pyelonephritis 

Tuberculosis,     acute     or 

chronic. 

Renal  abscess 

Calculus 

5. 

Urethral  : 

Pyonephrosis 

Ulcer — Simple,  Epithelio- 

Urethritis   —  Gonor- 

Tuberculosis 

matous 

rhoea],  Septic,  Gouty 

Calculus. 

Tumour — Sloughing    pa- 

Stricture. 

2.  Vreieric: 

pilloma,  Villus-covered 

Calculus. 

carcinoma 
Bilharzia  ha;matobia. 

(B).  From  IMseases  outside  the  Urinary  Organs. 


Leucorrhcea. 
Balanitis  with  phimosis. 
From  the  extension  of  inflammatory 
processes    to    the    bladder,    or    the 
rupture  into  the  bladder  or  urethra 
of  an  abscess  such  as  : — 
Prostatic  abscess 
Appendicular  abscess 


iliac  or  pelvic  abscess 

Psoas  abscess 

Pyosalpinx 

Carcinoma  of  the  uterus,  rectum, 

cajcum,  sigmoid,  or  pelvic  colon 
Ulceration  of  the  small  intestine  — 

tuberculous  or  dy^sentcric. 


It  is  impossible  to  determine  the  lesion  producing  pus  in  the  urine  simply  by  the 
lUon  of  the  latter.     Due  consideration  must  be  given  to  the  history  and  the  other 
•ymptoms  of  any  case,  and  particular  care  be  taken  not  to  lay  too  much  emplmsis  upon 
may  symptom  which  may  point  to  a  vesical  lesion  when  in  reality  the  trouble  is  in  the 
kidney.     This  is  perhaps  most  likely  to  occur  in  a  hiematogenous  infection  of  the  kidney 
by  micro-orgamsms,  in  which  increased  frequency  of  micturition  is  a  marked  symptom, 
^riulst  the  bladder  remains  quite  free  from  disease.      Occasionally,  after  pus  has  been 
present  continuously  in  the  urine  for  some  time,  it  may  disappear  entirely,  the  change  being 
aooompanied  by  increase  of  pain  in  the  side,  by  an  elevation  of  temperature,  or  enlarge- 
ment of  the  kidney  in  a  case  of  pyonephrosis,  when  the  obstruction  to  the  flow  of  urine 
from  that  side  has  become  temporarily  complete.     Very  little  help  is  derived  from  the 
ehanicter  of  epithelial  cells  accompanying  pus  in  the  urine.     The  shapes  of  the  cells  of  the 
renal  pelvis,  ureter,  and  deeper  layers  of  the  bladder  are  so  much  alike,  that  it  is  usually 
impossible  to  differentiate  them. 

Some  assistance  in  the  determination  of  the  origin  of  the  pus  in  the  urine  may  be 
gained  by  instrumental  examination  : 

By  Catheter. — If  a  catheter  be  passed  and  the  bladder  washed  out  with  clear  solution 
of  boric  acid,  it  will  be  found  that  the  medium  is  soon  rendered  clear  if  the  pyuria  is  of 
itnal  origin,  but  that  it  is  much  more  diflicult  to  obtain  a  perfectly  clear  merliuni  if  the 
bhdder  is  the  seat  of  the  suppuration.  If  the  medium  is  cleared  cpiickly,  but  yet,  after 
iome  ten  minutes*  retention  in  the  bladder  is  again  found  to  be  turbid,  the  pus  is  almost 
certainly  descending  from  the  kidney. 

The  Cysioscope, — ^Much  more  certain  evidence  is  gained,  however,  by  a  careful  cysto- 
•copic  examination.  By  this  means  it  can  be  determined  in  the  great  majority  of  cases 
if  the  bladder  is  infected  or  if  any  ulceration  is  present.  In  a  few  cases  the  bladder  may 
be  80  affected  that  only  a  small  dilatation  is  allowed,  or  bleeding  is  produced  so  easily  that 
cystoscopy  is  rendered  futile  ;  in  these  cases  there  will  be  little  need  for  an  inspection  of 
^  bladder.  If  the  bladder  be  found  to  be  normal,  evidence  of  a  suppurative  lesion  in  the 
kidney  may  be  obtained  from  the  appearance  of  the  ureteric  orifices  or  by  the  variations 
^  the  character  of  the  urinary  efflux  from  them.     Instead  of  the  normal  forcible  flow  of 
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clear  urine  from  each  orifice,  mixing  with  the  medium  in  the  bladder  in  a  characteristic 
swiri,  urine  containing  pus  may  be  seen  emitted,  appearing  in  the  field  as  a  small  smoky 
puff  from  the  orifice  (Plate  Xl\  Fig.  B,  p.  282) :  pieces  of  muco-pus  may  be  seen  to  pass 
from  the  orifice,  or  the  turbid  urine  may  be  seen  to  leave  the  orifice  in  a  gentle  trickle 
insteail  of  a  jet  if  the  renal  secreting  function  is  impaired  or  if  renal  dilatation  is  present. 
Apart  from  the  alterations  in  the  urinar>'  efflux  from  an  orifice,  the  actual  appearance 
of  the  orifice  may  show  changes  which  indicate  renal  disease.  Thus,  in  pyelitis,  the  margins 
of  the  orifice  are  slightly  crdematous  and  congested,  and  appear  to  pout  into  the  bladder 
{Plate  XV,  Fig.  C.  p.  282);  the  mucous  membrane  of  the  bladder,  immediately  below  and 
internal  to  the  orifice,  is  frequently  congested  or  granular  from  the  effect  of  the  altered 
urinarv'  flow  upon  it.  If  the  renal  pelvis  and  ureter  are  dilated,  the  orifice  is  usually 
elongated  and  patulous,  whilst  in  tubercle  or  in  diseases  in  which  the  ureter  is  thickened, 
the  whole  ureteric  orifice  is  drawn  upwards  and  outwards  from  its  normal  situation  (Plate 
XV,  Fig.  D,  p.  282),  and  is  seen  at  the  apex  of  a  conical  retracted  area  in  the  bladder  base. 

PYURIA   CAUSED   BY   DISEASES   OF    THE    URINARY   ORGANS. 

Renal  Waeaae.      Diseases  of  inflammatory  origin. 

Pyelitis  and  pyelonephritis  may  arise  as  an  ascending  infection  from  the  lower  urinary 
tract,  esf>ecially  when  there  is  some  obstruction  to  the  normal  passage  of  urine.  Thus  it 
is  common  in  cases  of  prostatic  enlargement  and  stricture.  When  cystitis  is  present,  it  is 
usually  bilateral,  although  one  kidney  may  show  much  more  advanced  disease  than  the 
other.  Any  growth  or  lesion  in  the  bladder  which  is  accompanied  by  suppurative  infection, 
and  which  involves  the  ureteric  orifice,  such  as  vesical  epithelioma,  or  the  direct  involve- 
ment of  one  or  both  ureters  in  the  spread  of  uterine  cancer,  may  set  up  pyelitis  in  the  kidney, 
the  infection  ascending  either  by  the  ureter  or  by  the  peri-ureteric  lymphatics. 

In  this  group  of  cases  the  primary  cause  of  the  disease  has  usually  advanced  to  a 
sufTicJcntly  late  stage  to  be  obvious,  and  the  symptoms  of  suppurative  ascending  infection 
of  the  renal  pelvis  or  renal  tissues  are  usually  overshadowed  by  the  symptoms  of  the  disease 
causing  the  obstruction.  Aching  in  the  loin,  rigors  or  raised  temperature,  tenderness  on 
deep  fialpation  in  the  renal  area,  or  actual  renal  enlargement,  are  usually  indicative  of  renal 
infection.  The  urine  is  often  increased  in  quantity,  of  low  specific  gravity,  and  the  daily 
excretion  of  solids  is  lessened  :   the  skin  is  dry  and  harsh  and  the  tongue  glazed. 

Pyelitis  and  pyelonephritis  may  also  arise  as  an  infection  of  the  kidney  apart  from 
any  other  disease  in  the  genito-urinary  organs.  Infection  is  conveyed  to  the  kidney  by 
the  bIcHMl-stream  (hsematogenous  form),  and  is  not  uncommon  in  acute  fevers,  or  with 
mild  forms  of  su]>puration  in  other  parts  of  the  body,  or  in  association  with  pregnancy. 
In  the  U'HH  acute  forms  a  pyelitis  may  result,  as  in  tj'phoid  fever,  but  in  most  cases  the 
ha'iruitogenous  infection  produces  first  a  suppurative  process  in  the  renal  ]>arenchynna, 
fn>in  which  infection  spreads  to  the  calices  and  pelvis.  This  form  of  disease  has  been 
shown  by  recent  work  to  l)e  due  most  frequently  to  the  colon  bacillus  in  association  with 
affections  of  the  intestinal  canal,  less  frequently  to  the  staphylococcus,  streptococcus, 
pneuiiiococcus,  typhoid  bacillus,  or  bacillus  proleus.  The  renal  pyelitis  which  ensues  when 
a  calculus  has  ulcerated  into  the  renal  pelvis  is  truly  a  hsematogenous  infection. 

Acute  ha^matogenous  infection  of  the  renal  pelvis  without  involvement  of  the  renal 
parencrhynia  usually  begins  with  slight  rigors,  tenderness  in  the  loin,  and  increased  frequency 
of  micturition.  The  urine  is  faintly  turbid  and  opalescent,  does  not  settle  to  a  pronounced 
sediment,  but  remains  of  a  sheeny  appearance.  It  contains  numerous  bacteria,  a  little 
pus,  and  a  little  albumin.  When  the  infection  first  attacks  the  renal  parenchyma  as  well 
as  the  [)clvis,  the  symptoms  are  much  more  severe,  and  the  patient  may  become  urserme 
rapidly.  In  the  less  acute  cases,  small  foci  of  suppuration  occur,  which  coalesce  to  form 
an  abscess,  with  the  general  symptoms  of  suppuration.  Renal  abscess  may  also  result 
from  injury  when  an  effusion  of  blood  in  the  renal  tissues  becomes  infected  by  pyogenic 
micro-organisms,  or  by  the  breaking  down  of  a  renal  infarct. 

Pyonephrosis — or  dilatation  of  the  pelvis  and  calices  of  the  kidney  with  pus  and 
urine  is  caused  when  suppuration  has  occurred  in  a  kidney  which  is  at  the  same  time 
subjected  to  some  form  of  obstruction  to  the  normal  passage  of  urine.  Pyonephrosis  is 
caused  most  commonly  by  renal  calculus  or  tuberculosis,  but  is  by  no  means  unconunon 
with  a  chronic  cystitis,  complicating  urinary  obstruction  from  an  enlarged  prostate  or 
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slricture.     Carcinomatous  ulceration   affecting  a   ureteric  orifice,   either   primary   in   the 
Madder  or  by  direct  extension  of  uterine  cancer,  is  also  a  comparatively  c^nunon  cause  of 
liyonephrosis.     In  contradistinction  to  suppurative  pyelonephritis,  the  sym|)toms  of  pyo- 
nephrosis are  less  severe  ;  at  first  they  are  those  of  the  obstructive  lesion  causing  the  disease, 
to  which  are  added  the  general  symptoms  of  suppuration.     Pyonephrosis  causes  a  renal 
tumour  of  variable  size,  whilst  in  the  same  patient  distinct  intermittence  in  size  may  l)e 
obierved,  a  decrease  being  associated  with  the  discharge  of  a  larger  amount  of  pus  in  the 
urine.    In  pyonephrosis  due  to  calculous  disease  the  urine  may  contain  a  large  amount  of  pus. 
but  there  may  be  no  lumbar  pain  suggesting  a  renal  stone.     In  these  cases  a  large  calculus  wiH 
usually  be  found  in  the  renal  pelvis,  and  will  be  shown  on  ar-ray  examination  (Fig.  183,  p.  279). 
The  urine  in  suppurative  disease  of  the  kidney  and  its  pelvis  requires  careful  examina- 
tion.    It  may  be  normal  with  a  localized  cortical  renal  abscess  or  with  closed  pyonephrosis  ; 
in  all  other  lesions  it  contains  pus  and  micro-organisms.     If  the  pus-cells  are  found  in  the 
form  of  casts  of  the  renal  tubules,  infection  of  the  renal  parenchyma  is  present,  whilst  in 
this  latter  the  albumin  in  the  urine  is  in  excess  of  that  due  to  the  pus  present.     Polyuria, 
with  a  diminution  of  the  total  solids  of  the  urine  in  a  daily  examination,  is  commonly 
present  in  inflammatory  lesions  of  the  renal  tissue. 

Renal  Tuberculosis. — ^The  miliary  form  of  tuberculosis  occurs  in  children  as  part  of 

m  general  dissemination  of  tubercle,  and  causes  no  urinary  symptoms.     The  kidney  is, 

however,  attacked  not  infrequently   by  primary  tuberculous   infection,   l)eginning  as  a 

unilateral  deposit  of  small  tuberculous  nodules.     These  enlarge  and  coalesce   to  form  a 

caseating  area,  which  eventually  opens  into  the  renal  pc^lvis  by  direct  ulceration  of  a  calix 

to  dischaige  its  contents  by  the  urine,  when  the  lining  membrane  of  the  renal  pelvis  and 

ureter  become  infected  with  tubercle  and  thickened  by  submucous  infiltration.     At  first, 

before  ulceration  into  the  renal  pelvis  has  occurred,  the  symptoms  of  the  disease  are  very 

alight ;   there  may  be  aching  pain  in  the  loin  and  slight  albuminuria,  but  as  soon  as  the 

renal   pelvis   is   involved,    more   marked   symptoms   occur — including  persistent  pyuria, 

lumbar  aching,  increased  frequency  of  micturition,  and  polyuria.    The  urine  is  pale,  of 

Vm  qieciflc  gravity,  and  of  opalescent  turbidity  ;    by  careful  examination  after  centri- 

ftaging,  the  tubercle  bacillus  is  usually  found.     A   small  amount  of  blood   is  generally 

present.    The  increased  frequency  of  micturition  occurs  before  any  descending  vesical 

infection  has  occurred,  and  this  symptom,  accompanied  by  pyuria,  has  freciuently  given 

rise  to  a  diagnosis  of  vesical  disease.     The  occurrence  in  a  young  adult  patient  of  persistent 

pyuria  which  is  not  due  to  gonorrhoea,  injury,  or  stone,  should  always  be  looked  upon  with 

gnve  suspicion,  and  a  careful  search  made  for  the  tubercle  bacillus  ;   should  this  not  be 

finmd  by  the  microscope,  inoculation  experiments  into  guinea-pigs  should  be  conducted. 

A  careful  examination  of  the  bladder  should  also  be  made  by  the  cystoscopy  w^hen  early 

vesical  tuberculosis  may  be  seen  (Plate  XF,  Fig.  E,  p.  282),  or  the  characteristic  clianges 

in  the  ureteric  orifice  may  show  the  presence  of  renal  infection  (Plate  Xl\  Fig.  D).     By 

digital  examination  per  rectum,  the  lower  end  of  the  ureter  may  be  felt  to  be  thickened 

sod  rigid  in  renal  tuberculosis. 

Renal  tuberculosis  is  often  confounded  with  renal  stone,  and  the  colic  which  is  usuallv 
UBociated  with  stone  may  be  present  in  tuberculosis  if  a  piece  of  caseous  debris  be  passed 
down  the  ureter.  A  skiagraphic  shadow  of  a  calculus  shows  well-defined  margins  (Fig.  Viii, 
p. 279),  whereas  a  tuberculous  focus  in  the  kidney  may  give  rise  to  a  faint,  blurn-d,  indistinct 
shadow  in  the  renal  area  (Fig.  134,  p.  280).  The  presence  of  tulxTcle  bacilli  will,  however, 
determine  the  existence  of  tuberculosis,  whilst  tubcTculous  lesions  elsewhere  in  the  body, 
most  frequently  in  the  testes,  prostate,  or  vesicular  seniinales,  may  also  serve  to  confirm 
the  diagnosis. 

The  symptoms  of  renal  calculus  var>'  with  the  position  of  the  stone  and  the  changes 
r  that  have  taken  place  in  the  kidney  in  conseciuence  of  its  presence.  It  may  he  situated 
in  the  renal  parenchyma,  and  cause  no  symptoms  beyond  lumbar  aching  ;  or  in  tlie  renal 
pelvis,  when,  if  movable,  it  may  cause  acute  renal  colic,  due  either  to  the  attempted  passage 
*Mhe  stone  by  the  pelvic  outlet  or  to  the  increased  intnirenal  pressure  from  blockage  of 
the  ureter.  So  long  as  the  kidney  remains  aseptic  the  urine  contains  only  a  microscopic 
t'^ce  of  blood  ;  but  if  it  becomes  infected  with  micro-organisms,  j)yelitis,  pyelonephritis, 
^pyonephrosis  may  result,  with  their  attendant  symptoms.  Pus  only  occurs  in  the  urine 
^  «  case  of  renal  stone  when  infection  of  the  kidney  has  occurred. 
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the  thickened  or  pouting  lips  and  slightly  raised  area  of  thickened  mucous  membrane, 
whilst  the  urine  flowing  from  the  orifice  may  be  seen  to  be  turbid  or  to  contain  small 
particles  of  muco-pus. 

Chronic  cystitis  may  be  simulated  by  an  inflammation  of  the  posterior  urethra.  In 
such  a  case  there  is  almost  always  a  history  of  urethral  infection,  and  the  diagnosis  can  be 
made  by  urethral  irrigation.  The  patient  is  directed  to  retain  his  urine  for  some  three 
hours,  and  after  irrigating  the  anterior  urethra  as  for  as  the  compressor  muscle  with  sterile 
water  or  boric  acid  lotion,  the  urine  is  passed  into  two  glasses.  With  posterior  urethritis, 
the  urine  contained  in  the  first  specimen  will  contain  shreds  of  muco-pus,  whilst  that  of  the 
second  specimen  is  clear  ;  whereas,  with  cystitis,  the  second  specimen  will  be  as  turbid  as, 
or  even  more  turbid  than,  the  first. 

Tuberculous  qfsHHs  occurs  usually  in  young  adults.  The  characteristic  symptoms 
are  increased  frequency  of  micturition  during  both  day  and  night,  pyuria,  with  pricking 
pain  in  the  glans  penis  at  the  end  of  micturition,  and  the  appearance  of  a  few  drops  of  blood 
in  the  last  drops  of  urine.  The  same  symptoms  are  often  present  with  vesical  calculus 
and  with  vesical  epithelioma,  when  ulceration  has  taken  place.  Vesical  calculus  is  usually 
present  in  older  patients,  and  during  the  early  part  of  the  illness,  before  cystitis  has  set 
in,  the  calculus  only  gives  rise  to  penile  pain  and  desire  to  micturate  during  movement. 
When  cystitis  supervenes,  the  frequency  of  micturition  will  be  marked  during  both  day 
and  night.  Vesical  epithelioma  also  occurs  in  older  patients,  and  when  ulcerated  may 
cause  hsematuria ;  frequently  the  diagnosis  may  be  made  by  palpation  per  rectum  of  an 
indurated  area  in  the  bladder  base,  or  of  some  enlarged  glands  in  the  pelvic  lymphatic 
space.  Tuberculous  cystitis  in  the  early  stages,  when  the  disease  is  characterized  by  the 
deposition  of  greyish  tubercles  in  the  submucous  coat  of  the  bladder,  may  give  rise  to 
increased  frequency  of  micturition  without  other  symptoms,  but  in  the  progressive  advance 
of  the  disease  the  tubercles  enlarge,  coalesce,  and  ulcerate  on  the  surface,  by  which  time 
pus  and  blood  will  be  present  in  the  urine,  and  tubercle  bacilli  should  be  found.  It  may  be 
taken  as  a  general  rule  that  in  any  patient  of  young  adult  life  with  increased  frequency  of 
micturition  and  p3ruria,  a  careful  search  should  be  made  for  tubercle  bacilli  in  the  urine, 
and  for  other  tuberculous  lesions,  especially  in  the  testes,  prostate,  or  vesiculse  seminales. 

Tuberculous  cystitis  is  much  less  often  a  primary  disease  than  secondary  to  other 
lesions  in  the  genito-urinary  apparatus — most  commonly  to  tuberculous  disease  of  one 
kidney,  when,  after  the  primary  focus  has  ruptured  into  the  renal  pelvis,  the  lining  mem- 
branes of  the  latter,  of  the  ureter  and  of  the  bladder  become  afTected  successively.  The 
diagnosis  between  primary  renal  and  primary  vesical  tuberculosis  is  very  often  difficult, 
for  when  the  renal  focus  has  ulcerated  into  the  pelvis,  and  descending  infection  has  com- 
menced, the  symptoms  of  the  two  afTections  are  very  similar.  Thus,  with  renal  disease, 
persistent  pyuria,  increased  frequency  of  micturition,  and  penile  pain  at  the  termination 
of  urination,  may  be  present  before  the  bladder  shows  any  sign  of  disease  ;  blood  is  usually 
present  in  small  quantity  in  the  urine,  but  its  amount  is  not  so  definitely  greater  in  the 
urine  passed  at  the  end  of  micturition  as  is  the  case  in  vesical  disease.  In  renal  tuberculosis 
there  may  be  tenderness  in  the  loin,  the  kidney  is  usually  enlarged,  and  the  lower  end  of 
the  ureter  can  be  felt  distinctly  thickened  upon  rectal  or  vaginal  examination.  The  two 
conditions  can  usually  be  diagnosed  by  a  careful  cystoscopic  examination.  In  vesical 
tuberculosis  the  deposition  of  submucous  tubercles,  together  with  the  shallow  ulceration 
in  the  bladder  mucous  membrane,  may  be  seen  {Plate  XV,  Fig.  E,  p.  282),  whilst  in  renal 
tuberculosis,  changes  may  be  seen  in  the  ureteric  orifice  of  the  affected  side  (Plate  XV,  Fig. 
D).  At  first  the  orifice  becomes  thickened,  (Edematous,  and  slightly  patulous  ;  but  later  it  is 
rigid  and  patent,  or  drawn  up  by  the  shortening  of  the  ureter  to  occupy  a  position  above 
and  outside  the  normal  situation  in  the  trigonal  area  of  the  bladder,  or  drawn  up  to  the  apex 
of  a  conical  retraction  of  the  bladder  base.  When  tuberculous  cystitis  is  secondary  to  lesions 
in  the  testes,  prostate,  or  vesicles,  the  disease  commonly  begins  in  the  epididymis  of  one  side, 
and  spreads  to  the  vesicle  or  prostate,  whence  a  focus  may  directly  ulcerate  into  the  bladder. 
The  patient  will  first  notice  increased  frequency  of  micturition  and  vesical  pain,  followed 
by  an  attack  of  haematuria  when  actual  ulceration  into  the  bladder  base  occurs  ;  the 
formation  of  a  tuberculous  ulcer  in  the  bladder  leads  to  pyuria  and  the  other  symptoms 
mentioned  above.  This  sequence  is  by  no  means  uncommon  ;  the  history  of  testicular 
iisease  and  the  evidence  obtained  by  rectal  examination  will  serve  to  indicate  the  nature 
)f  the  condition. 
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fiingating  masses  are  found  in  the  bladder.  The  typical  ova  in  the  urine  {Fig,  26,  p.  79), 
in  addition  to  pus  and  blood,  will  be  found  on  microscopical  examination  of  the  urinary 
sediment. 

Urelliral  Causes. — Any  condition  which  sets  up  a  purulent  urethritis  will  cause 
pyuria.  If  the  urethritis  is  recent  or  profuse,  the  local  condition  will  be  enough  to  indicate 
the  diagnosis,  but  it  must  be  remembered  that  cystitis  may  complicate  a  case  of  urethritis 
by  direct  backward  infection.  If,  in  addition  to  urethral  discharge,  there  is  increased 
desire  to  urinate,  suprapubic  pain,  or  hsematuria,  acute  cystitis  is  probably  present.  The 
anterior  urethra  should  be  irrigated  well  with  sterile  water  or  boric  acid  lotion,  and  the 
patient  then  directed  to  pass  urine  into  two  glasses.  If  the  first  portion  passed  contains 
pus  and  the  second  is  clear,  infection  is  present  in  the  posterior  urethra  and  not  in  the 
bladder,  but  if  both  specimens  are  turbid  with  pus,  cystitis  is  present. 

The  onset  of  acute  prostatitis  complicating  urethritis  gives  rise  to  increased  desire 
to  micturate,  and  perineal  and  suprapubic  pain,  in  addition  to  pyuria,  or  may  cause 
retention  of  urine.  Digital  examination  of  the  prostate,  per  rectum,  will  show  the  prostate 
to  be  enlarged,  and  very  painful. 

A  small  amount  of  pus  may  be  present  in  the  urine  in  cases  of  chronic  urethritis  which 
is  not  sufficient  to  cause  any  visible  discharge  from  the  meatus.  The  anterior  urethra 
should  be  irrigated  well,  and  the  urine  again  passed  into  two  separate  glasses,  when,  if  the 
first  washings  from  the  urethra  contain  pus,  there  is  infection  in  the  anterior  urethra  ;  if 
the  first  specimen  of  urine  contains  pus  but  the  second  is  clear,  there  is  infection  in  the 
posterior  urethra  ;  whilst  if  both  contain  pus,  cystitis  is  present.  In  any  case  of  urethral 
discharge,  a  bacteriological  examination  should  be  made  for  the  organism  causing  the 
infection,  for  it  is  far  from  uncommon  to  find  that  an  apparent  gonorrhceal  urethritis  is  in 
reality  due  to  staphylococcal  infection. 

Pyuria  is  conunonly  present  in  cases  of  stricture  of  the  urethra,  from  the  co-existing 
urethritis  or  cystitis. 

PYURIA   CAUSED   BY   DISEASE   OUTSIDE   THE   URINARY   ORGANS. 

Pus  may  be  present  in  the  urine,  apart  from  any  disease  in  the  urinary  apparatus, 
either  by  accidental  contamination  of  the  urine,  or  by  the  direct  spread  of  inflammatory 
or  carcinomatous  processes  from  neighbouring  organs  to  the  urethra,  the  bladder,  or  more 
rarely  the  ureter.  In  the  male,  the  accumulation  of  pus  behind  a  phimosis  may  account 
for  pyuria,  or  in  the  female  a  leucorrhceal  discharge  may  contaminate  the  urine.  In  the 
latter  case  the  vulva  should  be  cleansed  well  with  an  antiseptic,  and  a  catheter  passed 
to  obtain  a  specimen  for  examination. 

The  spread  of  inflammatory  processes,  or  the  actual  rupture  of  an  abscess  into  any 
part  of  the  urinary  tract,  will  cause  pyuria,  and  may  create  considerable  difficulty  in 
diagnosis.  If  symptoms  pointing  to  urinary  trouble,  such  as  markedly  increased  frequency 
)f  micturition  or  slight  hematuria,  be  followed  by  the  sudden  appearance  of  a  quantity  of 
3US  in  the  urine,  there  is  strong  probability  of  the  rupture  of  an  extra-urinary  abscess  into 
he  bladder  or  urethra,  provided  that  the  sudden  emptying  of  a  renal  abscess  or  a 
)yonephrosis  can  be  eliminated.  Frequently  the  history  of  any  case  will  give  some  indication 
>f  the  primary  trouble,  of  which  the  most  frequent  are  prostatic  abscess,  appendical  abscess, 
)yosalpinx,  psoas,  iliac,  or  pelvic  abscess. 

Prostatic  abscess  is  most  frequently  a  sequela  of  an  acute  urethritis  which  has  infected 

he  posterior  urethra  and  caused  an  acute  prostatitis.     It  may  be  due  to  a  gonorrhoea!  or 

o  a  septic  venereal  infection,  or  may  result  from  septic  instrumentation  in  the  urethra. 

kn  acute  prostatitis  is  very  prone  to  result  in  the  formation  of  an  abscess  which  may  rupture 

ito  the  urethra,  bladder,  or  rectum,  unless  appropriate  s'urgical  measures  be  undertaken, 

'he  onset  of  acute  prostatitis  is  marked  by  increasing  desire  to  micturate,  pain  in  the 

erineum  and  hypogastric  areas,  and  raised  temperature,  whilst,  per  rectum,  the  prostate 

;  felt  to  be  uniformly  enlarged  and  very  tender.     If  an  abscess  result,  there  nuiy  be  rigors 

nd  increased  difficulty  in  micturition,  even  retention  of  urine,  whilst  a  soft  area  may  be 

•It  in  the  prostate  from  the  rectal  as|)ect.     A  prostatic  abscess  may  occur  nion*  rarely  in 

jnnection  with  a  prostatic  calculus  ;    or  may  be  present  in  advanced  gen  ito- urinary  tuber- 

dosis,  when  a  prostatic  focus  may  caseate  and  ulcerate  into  the  trigonal  area  of  the  bladder, 

condition  which  is  usually  accompanied  by  a  sharp  attack  of  hsematuria.     A  tuberculous 
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Lhe  faradic  current  there  is  no  difference  between  the  poles,  each  being  alternately  an  anode 
uid  a  kathode  many  times  a  minute  ;  in  the  galvanic  current,  on  the  other  hand,  the  pole 
connected  to  the  zinc  of  the  battery  is  known  as  the  kathode,  and  it  is  by  this  that  the 
current  leaves  the  body,  whilst  the  other  pole  is  known  as  the  anode,  and  by  it  the  current 
enters  the  body.  When  testing  muscles  or  nerves,  it  is  usual  to  have  one  iM>le  in  contact 
with  an  indifferent  part,  such  as  the  spine,  and  the  other  over  the  motor  point  of  the  muscle 
or  nerve  to  be  tested.  Broadly  speaking,  the  best  spot  for  stimulating  a  nerve  is  the  place 
where  it  is  most  superficial,  and  for  a  muscle,  over  the  site  of  entry  of  its  motor  nerve.  It 
is  important  to  have  the  skin  well  wetted,  to  minimize  its  resistance  to  electrical  conduction  ; 
and  the  strengths  of  current  required  to  produce  contractions  should  be  measured  by  a 
gidvanometer,  without  which  the  relative  excitabilities  of  the  nerves  and  muscles  of  the 
two  sides  of  the  body  cannot  be  compared. 

Under  normal  conditions,  both  faradic  and  galvanic  currents  produce  brisk  contrac- 
tions of  a  muscle  when  applied  either  to  it  or  to  its  nerve  ;  and  with  galvanism  it  is  found 
ihat  a  weaker  current  will  suffice  to  evoke  a  contraction  on  making  the  circuit  when  the 
kathode  is  on  the  muscle  or  nerve  than  when  the  anode  is  similarly  employed.  This  is 
usually  summarized  by  the  formula  K.C.C.  >  A.C.C.,  which  means  '*  the  kathodal  closure 
oootraction  is  more  easily  obtained  than  is  the  anodal  closure  contraction.''  When  the 
iier\'e  is  degenerated,  however,  there  is  a  change  in  these  electrical  reactions,  and  when  there 
ii  complete  reaction  of  degeneration — often  written  and  spoken  ol  as  R.D. — stimulation 
of  the  nerve  itself  evokes  no  muscular  contractions  whether  the  faradic  or  the  galvanic 
current  is  employed,  stimulation  of  the  muscle  evokes  no  contraction  when  the  faradic 
current  is  used,  whilst  with  galvanism  the  muscle  can  still  be  made  to  contract,  though  its 
method  of  response  differs  from  the  normal  in  the  following  respects  : — 

1.  It  may  be  evoked  by  a  strength  of  current  less  than  the  healthy  minimum. 

2.  The  twitch  of  the  contraction  is  slow  and  sluggish,  instead  of  brisk  and  quick. 

3.  It  may  be  evoked  at  least  as  readily  when  the  pole  upon  the  muscle  is  the  anode 
as  when  it  is  the  kathode;  this  is  expressed  by  the  formulae  A.C.C.=K.C.C.,  or  A.C.C. 
>  K.C.C,  the  latter  meaning  that  the  anodal  closure  contraction  is  obtained  from  a  smaller 
current  than  the  minimum  required  for  the  kathodal  closure  contraction. 

In  this  connection,  however,  two  considerations  require  to  be  understood  clearly. 
In  the  first  place,  if  a  given  nerve  were  cut  across  with  a  knife,  there  would  be  no  immediate 
RJ). ;  it  takes  a  week  or  more  for  the  process  of  nerve  degeneration  to  reach  the  stage 
that  produces  R.D. ;  it  then  depends  upon  what  happens  to  the  nerve  how  long  the  R.D. 
persists ;  if  regeneration  occurs,  it  takes  from  twelve  weeks  onwards  to  complete  itself, 
•od  RJ).  will  be  found  all  that  time  ;  if  the  nerve  does  not  regenerate,  then  R.D.  may 
persist  for  two  or  three  years  or  more,  provided  that  the  muscle  fibres  are  kept,  by  massage 
and  electrical  treatment,  from  becoming  mere  strands  of  fibrous  tissue.  Should  the  latter 
change  ensue,  there  will  be  no  more  electrical  response  in  the  fibrous  tissue  that  used  to  be 
musde  than  there  would  be  in  any  other  fibrous  tissue. 

In  the  second  place,  it  happens,  as  often  as  not,  that  when  some  fibres  in  a  nerve  tnmk 
degenerate,  others  do  not,  and  the  same  applies  to  the  corres{)onding  muscle  fibres.  It 
follows  that  there  will  then  be  a  mixed  reaction,  the  normal  fibres  giving  a  normal  response, 
the  degenerated  fibres  giving  R.D. ;  the  greater  the  proportion  of  degenerated  fibres,  tlie 
nearer  will  the  reactions  obtained  approach  to  complete  R.D.,  and  vice  versa.  The  result 
*  ipoken  of  as  partial  R,D, ;  some  excitability  both  of  the  nerves  and  of  the  muscles  to 
^uadism  remains,  but  it  is  less  than  normal ;  the  nerve  responds  to  galvanism,  but  not 
^  readily  as  does  the  muscle  when  the  latter  is  stimulated  directly  ;  the  res[)onse  of  the 
'nuscle  will  be  less  brisk  than  normal,  and  vet  K.C.C.  mav  still  be  more  easilv  obtained 
*^  A.C.C.  It  is  by  no  means  easy  to  be  sure  of  the  interpretation  of  a  partial  R.D..  but 
Partial  is  commoner  than  complete  R.D. 

The  chief  use  of  R.D.  is  in  distinguishing  muscular  atrophy  due  to  organic  changes 
^  the  lower  neuron  from  other  cases  of  atn)phy,  especially  when  the  latter  is  due  to  general 
^'■fiting  from  cachexia,  or  to  arthritis,  or  disuse,  or  a  primary  muscular  dystrophy.  When 
f^«D.  is  present  there  is  a  lesion  in  the  lower  neuron,  either  in  the  anterior  cornual  cells, 
^  the  anterior  nerve  roots,  or  in  the  peripheral  motor  nerve  fibres.  The  differential 
'^'•gnosis  of  the  various  affections  of  these  parts  is  discussed  under  Atrophy,  Muscular 
(p.  59). 
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It  remains  to  add  that  there  are  a  few  maladies  in  which  the  electrical  reactions  are 
peculiar,  though  they  do  not  present  R.D.     In  tetany,  for  instance,  £rb  has  shown  tlut 
A.C.C.  is  often  greater  than  K.C.C.,  although  in  other  respects  the  reactions  are  normal.    In 
Thomsen's  disease  there  is  variability  in  the  polar  responses,  the  original  contraction  producrd 
on  closure  lasting  a  long  while,  and  sometimes  developing  into  a  series  of  wave-like  move- 
ments during  the  continuance  of  the  passage  of  the  constant  current ;  but  excitability  to 
faradism  remains.    It  is  a  rare  malady,  but  one  so  characteristic  that  it  is  recognized  easily: 
the  chief  feature  of  il  is  slowness  of  the  relaxation  of  the  muscles  when  they  are  first  used 
after  a  period  of  rest.     When  the  patient  starts'  to  rise  from  a  chair,  for  example,  he  does  so 
very  slowly  and  as  though  he  were  stiff ;  the  muscles  are  unduly  rigid,  and  the  first  few  steps  ^ 
he  takes  are  consequently  awkward  and  very  slow  ;  after  a  few  seconds  the  peculiar  delay  iD 
relaxation  passes  off  and  ordinary  walking  becomes  possible.     After  sitting  down  again  for 
a  while,  the  same  difficulty  of  rising  and  starting  to  walk  ensues ;  and  the  trouble  is  gener- 
ally persistent.     There  is  no  pain  as  a  rule,  which  distinguishes  the  condition  from  true 
stiffness,  ankylosis,  or  rheumatoid  arthritis,  which  might  otherwise  be  diagnosed  in  error. 
The  legs  are  nearly  always  affected  more  than  other  parts,  and  the  main  complaint  is  that  of 
difficulty  in  starting  to  walk  or  otherwise  use  the  legs,  this  difficulty  passing  off  after  a  few 
seconds  or  minutes. 

In  some  cases  of  Raynaud's  disease,  and  in  angio-neurotic  oedema  and  allied  vaso- 
motor neuroses,  there  may  be  variations  from  the  normal  galvanic  reactions.  In  my- 
asthenia gravis  (Figs,  111,  112,  p.  235)  it  is  characteristic  that,  whereas  the  affected  muscles 
respond  readily  to  the  first  few  faradic  stimuli,  the  contractions  diminish  rapidly  in  size 
and  cease  after  a  few  minutes,  notwithstanding  the  continuance  of  stimulation.  After  a 
period  of  rest  this  myasthenic  reaction  is  obtainable  again,  and  so  on.  This  type  of  electrical 
resjK)nse  corresponds  precisely  to  the  rapid  fatigue  of  the  voluntary  muscle  movements,  j 
and  the  diagnosis  is  not  difficult,  though  the  disease  is  rare.  Herbert  Frenck. 
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Method  of  Examination. — The  patient  should  be  placed  in  a  good  light  on  a  couch  of 
convenient  height.  With  male  subjects  the  best  position  is  the  knee-elbow,  with  females 
the  right  lateral  with  the  knees  flexed  and  the  right  arm  behind  the  back.  The  examina- 
tion should  be  made  with  the  left  hand,  leaving  the  right  free  for  manipulations.  Most 
diseases  of  the  rectum  are  situated  within  two  inches  of  the  anus.  It  is  advisable,  therefore, 
that  to  begin  with  the  finger  should  be  inserted  as  far  as  the  first  joint  only,  and  the  lower 
inch  of  the  bowel  examined  thoroughly.  The  examination  must  not  be  concluded  until 
the  finger  has  been  passed  up  as  high  as  possible  and  the  whole  of  the  rectum  within  reach 
explored,  as  well  as  the  coccyx,  sacrum,  ischio-rectal  fossse,  and  adjoining  viscera.  Tlie 
rectal  speculum  and  the  sigmoidoscope  may  also  be  needed  to  complete  the  examination. 

If  any  abnormality  be  felt,  the  first  thing  to  ascertain  is  (1)  Whether  it  lies  free  in  the 
lumen  or  is  attached  to  the  wall  of  the  rectum  ;  (2)  Whether  it  is  some  ahnormaliiy  of  an  adjoin- 
ing structure  or  viscus  that  can  be  felt  tlirough  the  rectum. 

I.  ABNORMALITIES    LYING   FREE    IN   THE    LUMEN    OR   ATTACHED   TO    THE 

WALL   OF    THE    RECTUM. 

Foreign  Bodies. — Though  faeces  can  hardly  be  considered  as  foreign  to  the  rectum, 
yet  a  hard,  scybalous  mass,  enterolith,  or  hair-ball  may  amount  to  an  abnormality.  True 
foreign  bodies  include  those  that  have  been  introduced  through  the  anus,  and  tliose  that 
have  been  swallowed.  Examples  of  the  first  class  are  seldom  met  with,  and  then  are 
generally  in  persons  of  weak  intellect.  Thieves  sometimes  employ  the  rectum  as  a  hiding- 
place  for  stolen  goods.  The  majority  of  foreign  bodies  felt  per  rectum  have  been  swallowed 
— for  instance,  fishbones,  pins,  needles,  or  splinters  of  wood.  Their  importance  lies  in  the 
fact  that  they  may  cause  a  rectal  or  ischio-rectal  abscess,  and  in  treating  such  a  case  their 
discovery  and  removal  is  essential  for  a  complete  cure. 

Sweiiings  of  the  Rectum  projecting  into  the  Lumen : 

Internal  Hamorrhoids  are  rarely  palpable  to  the  finger  unless  chronically  inflamed, 
thrombosed,  or  gangrenous.     If  palpable,  they  will  be  felt  immediately  inside  the  anus, 
and  can  be  hooked  out  with  the  finger  and  made  to  protrude  through  the  anal  orifice  for 
inspection.     The  existence  of  piles  having  been  diagnosed,  an  effort  should  be  made  tc:^ 
see  if  there  is  any  causative  condition,  such  as  a  carcinoma  in  the  bowel  above. 
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Abscess  (submucous)  gives  rise  to  a  more  or  less  elongated,  smooth,  elastic  swelling 
the  rectal  wall.  It  is  intensely  tender,  the  slightest  pressure  causing  great  pain.  The 
icous  membrane  may  feel  hot,  and  pit  on  pressure.  If  the  abscess  has  burst  or  bursts 
ring  examination,  the  finger  on  withdrawal  will  be  covered  with  pus.  An  abscess  that 
i  already  emptied  itself  feels  like  a  small  pea  or  bean  in  the  submucous  tissue. 

Polypus  is  a  term  used  to  designate,  without  reference  to  its  histological  characteristics, 

r  benign  tumour  that  is  pedunculated.     Almost  all  innocent  tumours  in  this  position, 

n  if  sessile  at  the  beginning,  become  pedunculated  owing  to  the  downward  pressure 

the  faeces.     The  passage  of  blood  and  mucus,  combined  with  the  absence  of  piles  and 

cinoma,  should  lead  one  to  suspect  the  presence  of  a  polypus.     It  may  not  be  easy  to 

,  because  its  consistency  is  much  the  same  as  that  of  the  mucous  membrane,  and  further, 

peduncle  may  allow  such  free  movement  that  it  may  easily  be  mistaken  for  a  small  mass 

'seces.    The  best  way  of  fixing  these  growths  is  to  sweep  the  finger  round  and  round  the 

»le  circumference  of  the  rectum  up  to  the  highest  point  attainable.     The  growth  is  then 

«ted  by  the  pedicle,  and  the  finger  can  be  hooked  round  it,  so  that  the  growth  is  drawn 

'n  and,  if  possible,  made  to  protrude  through  the  anus.     If  the  polypus  is  large,  a  rectal 

•ulum  may  be  of  service.     It  is  to  be  remembered  that  polypi  are  often  multiple. 

Ulcers,  unless  malignant  or  chronically  inflamed,  can  rarely  be  felt  with  the  finger ; 

'  must  be  exposed  to  view  with  the  speculum.     They  may  be  tuberculous,  gummatous, 

matic,  or  due  to  ulcerative  colitis  or  dysentery. 

Carcinoma  occurs  usually  in  people  over  forty.  Its  commonest  site  is  within  the  four 
linal  inches  of  the  bowel.  It  is  generally  hard,  fixed,  irregular,  and  nodular.  Its  extent 
?s  with  its  stage  :  it  may  involve  only  part  of  the  circumference  of  the  bowel,  or  may 
nd  right  round  so  as  to  occlude  the  lumen  and  cause  a  stricture.  The  surface  is  usually 
-ating,  so  that  it  is  friable  and  bleeds  easily.  There  is  nearly  always  a  belt  of  normal 
)sa  between  the  internal  sphincter  and  the  neoplasm.  Not  only  the  lateral  but  the 
r  limit  of  the  growth  may  sometimes  be  ascertained  by  inserting  the  finger  to  its 
^me  limit,  care  being  taken  not  to  split  the  mass.  Another  point  to  be  gauged  by  a 
,1  examination  is  the  degree  of  infiltration  as  measured  by  the  fixity  of  the  tumour 
e  neighbouring  structures,  e.g.,  sacrum  and  coccyx.  Following  the  rectal  examination, 
tbdomen  is  to  be  palpated  for  evidence  of  infection  of  the  inguinal,  pelvic,  or  lumbar 
Is,  and  the  existence  of  secondary  deposits  in  the  liver. 

The  clinical  symptoms  of  carcinoma  of  the  rectum  are  very  suggestive.     The  patient 

•ally  complains  of  diarrhoea,  the  bowels  being  open  five  to  twenty  times  a  day,  and 

may   have   followed   on   a   period   of  constipation.      Notwithstanding  the  apparent 

^a?a  the  total  amount  of  faeces  passed  is  very  small,  and  no  sense  of  satisfaction  is 

ned  by  the  patient  after  stool.     The  evacuation  may  be  so  rapid  as  to  merit  the  des- 

on  *  explosive  diarrhoea.*      Haemorrhage  from  the  bowel  is  common,  and  in  the  later 

i  there  is  a  discharge  of  mucus.     Pain  is  complained  of — a  dull  aching  pain  in  the 

ti  and  at  the  bottom  of  the  back,  which  is  not  made  much  worse  by  the  passage  of 

ion,  quite  unlike  the  sharp  temporary  excruciating  pain  associated  with  an  anal  fissure 

•er.     Emaciation  is  rapid,  and  a  history  of  wasting  and  diarrhoea  in  a  middle-aged 

it  should  always  lead  to  a  careful  examination  of  the  rectum,  and  if  nothing  is  to  be 

ith  the  finger,  a  sigmoidoscope  should  be  used.     A  carcinoma  is  likely  to  be  over- 

I  from  carelessness  and  from  not  making  an  examination.     Mistakes  may,  however, 

between  carcinoma  and  an  adenomatous  polypus  or  ulceration,  either  traumatic  or 

ulous,  around  which  much  long-standing  inflammation  has  caused  thickening.     The 

that  a  carcinoma  is  hard,  the  surface  often  excavated,  and  the  edges  nodular  and 

d,  are  generally  sufficient.     If  real  doubt  exists,  a  piece  of  the  uk»er  may  be  removed 

croscopic  report. 

UusstAScepiion, — Occasionally  a  piece  of  intussuscepted  Ix^wel  may  come  down  so 
to  be  felt  per  rectum.  This  condition  is  associated  with  the  passage  of  blood  and 
,  and  therefore  might  be  mistaken  for  a  disease  of  the  rectum  proper.  The  fact 
itussusception  occurs  nearly  always  in  children,  especially  at  the  age  of  nine  months 
reabouts,  and  causes  intestinal  obstruction,  should  make  such  a  mistake  easily 
ble. 

ricture  due  to  a  carcinoma  is  dealt  with  alx)ve,  but  a  few  remarks  remain  to  be  made 
fibrous  stricture.     This  may  be  present  at  the  anal  orifice,  at  the  level  of  the  upper 
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bolder  of  the  interna)  sphincter,  or  three  to  four  inches  up  the  rectum.  It  may  be  an 
or  tubular.  The  finger  meets  with  a  firm  cord-like  constriction,  which  perhaps  mH 
allow  the  entrance  of  more  than  its  tip  ;  there  will  be  no  bleeding  unless  the  fin^rer  isC 
through  the  stenosis  and  the  mucous  membrane  torn. 

FIstuIe,  either  recto-vaginal  or  recto- vesical,  whether  congenital  or  acquired,  may  b 
with  the  finger.    The  passing  of  urine  or  faeces  by  abnormal  passages  indicates  thecompl 

Malformations  of  the  Rectum. — Some  children  are  bom  without  an  anus,  or  wH 
the  lower  portion  of  the  rectum,  or  the  finger  introduced  may  be  stopped  1>)*  a  memb 
separating  the  upper  from  the  lower  portion  of  the 
bowel.  The  diagnosis  is  obvious.  The  usual  types 
of  abnormalities  are  shown  on  the  accompanying 
diagrams.  Figs.  240-252.  reproduced  from  the 
Medical  Annual,  IfllO  :  the  figures  are  a  summary 
by  Dr.  A.  Keith  of  n  series  of  54  cases  in  male, 
and  52  cases  in  female,  children. 


Fi^.  SID,— Saglltal  WLiion  ol  tli*  iwliti  oJ  a  nwh  f™  •.■«.— DUiijmm  Ulusi 

child,  8bow(n»!  ths  rectum  opiiing  into  tbe  pnututlc  ^ew  oj  impwUctioii   i»   t 

part  o(  Iti«  uicthra.    A  bladder:    B  rertnin  ;   c  recto-  nclum   is   abaleil :    ib*    i 

■mn;    r  proaWle  ;    G  proctodwum:  'h  eitenml  and  and  bme  o!  tin  iTwtait.' 
inlenral  riplilncfprt ;    I  ConpcTH  ffltml. 


foHa  of  the  rulm.    A   tilodder;    B  rectum;    c  ra^tu.  ftoiRlc;    llie  vfatrrn  degmj   miiie  up  ■ 

ut«riiri  told:    O  symphysis   pubiA;    E  Tulvii.aiiu-i :    F  ^ertn  between  Ihe   pnxtodvjm   arid    tl* 

cervix  ;    Q  proctodkeum  {mrolf  present  it  llie  recmm  rwlo-uterine  fold. 

'^^."         "    """  ■  '""     '   ''"'"'■ 

II.  ABNORMALITIES   OF    NEIGHBOURING   STBUCTUBES   FELT   FEB  RECTUL 

It  does  not  lie  within  the  scope  of  this  article  to  give  the  ditterential  diagnosis''' 
the  morbid  conditions  that  can  be  felt  through  the  rectum  ;  it  suffices  to  take  tlic  stnidv 
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ithin  reach  of  the  finger,  and  indicate  the  varying  conditions  in  which  a  diagnosis  may 
;  aided  by  a  rectal  examination. 

On  the  Anterior  Wall  the  structures  that  can  normally  be  felt  are  the  prostate  in 
e  male,  and  the  uterus  in  the  female. 

Prostate. — Any  enlargement  is  easily  felt.  An  adenoma  is  the  commonest  form.  This 
soft,  elastic,  and  has  a  groove  in  the  middle  line.  A  carcinoma  or  sarcoma  is  hard  and 
:ed,  and  the  outlines  are  blurred.  A  prostatic  abscess  causes  a  marked  painful  protrusion 
to  the  rectum. 

The  Vesiculas  Seminales  are  not  palpable  normally.  The  fact  that  they  can  be  felt 
almost  sufficient  to  declare  them  diseased.  They  are  most  commonly  affected  in 
nnection  with  tuberculosis  of  the  testes  or  from  present  or  past  gonococcal  vesiculitis. 
The  Bladder  is  not  felt  if  healthy.  If  greatly  distended  it  may  form  a  tense  resistance 
the  anterior  wall  of  the  rectum.  Rarely,  a  large  stone  or  a  malignant  growth  of  the 
Dr  may  be  felt. 

The  Uterus  is  easily  palpable.  Enlargement  or  retroversion  can  be  recognized  ;  the 
»sure  of  a  foetal  head  may  occlude  the  rectum. 

The  Vagina  cannot  be  felt  unless  it  is  occupied  by  a  foreign  body  such  as  a  pessary, 
is  the  seat  of  a  growth. 

The  Ovaries,  if  enlarged  by  cystic  disease  or  by  new  growth,  may  come  within  reach 
the  finger  ;  pyosalpinx  is  often  a  bilateral  affection  in  which  the  inflammatory  masses 
I  be  felt  per  rectum  in  Douglas's  pouch  ;  they  can  be  detected  more  readily  by  vaginal 
kmination,  however,  when  this  route  is  p>ermissible. 

Through  the  Posterior  Wall  the  only  structures  that  can  be  recognized  are  the  coccyx 
i  sacrum. 

The  Coccyx  may  be  found  bent  in  and  pressing  on  the  rectum.  In  coccydynia  any 
vement  of  the  coccyx  may  cause  great  pain. 

The  Sacrum  may  be  the  seat  of  either  a  growth  or  an  abscess,  which  will  cause  a  bulging 
>  the  posterior  wall. 
On    the  two  Lateral  Surfaces  no  structures  are  normally  recognized.    The  ischio- 
jal  fossae  are  common  sites  for  abscesses,  and  these  can  be  felt  as  tense  swellings  pushing 
he  wall.     Rarely  an  aneurysm  of  the  internal  iliac  artery  or  a  stone  in  the  lowest  portion 
he  ureter  may  be  felt. 
If  anything  is  felt  with  the  tip  of  the  finger  through  the  upper  portion  of  the  rectum, 
ill  usually  be  something  distending  Douglas's  pouch.     This  may  be  blood  coming  from 
iptured  or  leaking  ectopic  gestation,  or  a  localized  abscess,  cither  parametric  or  arising 
1  a  septic  Fallopian  tube  or  the  vermiform  appendix.     Some  surgeons  state  that  they 
able  to  detect  the  appendix  if  it  is  hanging  over  the  brim  of  the  pelvis,  but  to  do  this 
finger  must  be  long  and  the  senses  very  acute. 

Sometimes,  when  there  is  doubt  as  to  whether  symptoms  arising  in  connection  with 
ore  distant  organ,  e.g.,  the  stomach  or  the  gall-bladder,  are  due  to  malignant  disease 
lOt,  rectal  examination  affords  valuable  evidence  of  malignancy  even  when  there  are 
pelvic  symptoms  at  all.  When  secondary'  deposits  have  arisen,  they  (ievelop  not 
Hjuently  in  the  pelvic  peritoneum,  presumably  as  the  result  of  gravitation  of  malignant 
ides  into  Douglases  pouch.  These  latent  secondary  deposits  can  sometimes  be  felt 
definitely  as  a  firm  band  or  shelf — the  '  rectal  shelf — if  the  observer's  index  finger 
fairly  long  one.  Rectal  examination  is  sometimes  of  value  also  in  verifying  tlie 
«nce  of  free  fluid  in  the  peritoneal  cavity.  George  E.  Gash, 

RECTUM,  BLOOD  PER.— (See  Blood  pkr  Anum,  p.  75  ;   and  Mkl.^na,  p.  385.) 

REDUPLICATION  OF  HEART  SOUND.— It  seldom  happens  that  the  diagnosis  in 
rticular  case  is  influenced  to  any  marked  degree  by  the  presence  or  absence  of  redupli- 
n  of  either  heart  sound  ;  nevertheless,  the  reduplication  is  sometimes  so  definite  tliat 
tracts  special  attention  and  needs  interpretation.  It  has  to  be  distinguislied  from 
r  triple  sounds,  particularly  from  the  canter-rhythm  that  occurs  most  commonly  with 
*  pericarditis,  and  less  often  with  dilatation  of  the  heart  from  fatty  change,  especially 
^micious  anaemia  and  other  conditions  of  oligochronuemia  ;  and  from  the  beginning 
nid-diastolic  bruit  at  the  impulse  in  a  case  of  acute  rheumatic;  endocarditis  of  the  mitral 
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e  existence  of  the  latter  may  have  been  recognized  at  the  time,  but  quite  often  the 
»htherial  attack  has  been  so  slight  as  either  to  have  caused  no  definite  illness,  or  else  to 
ve  been  regarded  as  simple  sore  throat.  The  palate  alone  may  be  paralyzed,  giving 
e  to  a  nasal  alteration  in  the  character  of  the  voice  as  well  as  to  the  regurgitation  ;  or 
?re  may  be  paresis  of  the  ciliary  muscles  and  the  eyes  as  well,  causing  difficulty  in  reading  ; 
s  commonly,  there  is  further  evidence  of  peripheral  neuritis  affecting  the  limbs  and  heart. 
e  trouble  may  not  come  on  for  three  or  four  weeks  after  the  diphtherial  attack,  and  there- 
e  it  may  no  longer  be  possible  to  detect  Klebs-LofTler  bacilli  in  swabbings  from  the  tonsils 
fauces  ;  but  in  every  such  case  it  is  important  to  look  for  them,  both  directly  and  by 
•ans  of  cultures.  Probably  not  a  few  cases  ascribed  to  '  influenza,'  or  to  undetermined 
jses,  are  really  post-diphtheritic.  The  paresis  recovers  in  time,  sometimes  quickly, 
t  often  not  until  three  months  or  more  have  elapsed. 

Post-operative  Cases. — The  history  in  these  cases  will  point  to  the  diagnosis  ;  the 
rident  is  rare,  and  as  a  rule  the  effects  are  temporary  ;  it  may  happen  during  the  removal 
tonsils  and  .adenoids. 

Syi^iilltlc  Paralysis  of  the  Palate  is  not  common,  and  it  hardly  ever  occurs  by  itself. 

is  a  general  rule  that  luetic  affections  of  cranial  nerves  are  multiple  and  often  asym- 

trical ;  thus  there  may  be  strabismus,  or  a  laryngeal  paresis,  in  addition  to  that  of  the 

ate  ;  or  there  may  be  a  history  or  other  evidence  of  syphilis. 

Bulbar   Paralysis. — When  this  affects  the  palate  and  causes  regurgitation  of  food 

)ugh  the    nose,  there   have  generally   been    other  symptoms   for  some   time.      The 

ady  is  slowly  progressive,  and  starts  with  paresis  of  the  lips  and  tongue  ;  swallowing 

ifAcult,  not  so  much  because  of  the  regurgitation  as  because  the  tongue  is  unable  to 

ist  the  bolus  back  between  the  fauces.     The  constant  dribbling  of  saliva  from  the 

les  of  the  mouth  is  characteristic  of  some  cases.     The    title  labio-glosso-pharyngo- 

ngeal  paralysis  indicates  the  usual  sequence  of  events.      Bulbar  paralysis  may  be 

elated  with   progressive   muscular   atrophy   (p.   61),    and   it   may    be   distinguished 

I  pseudo-bulbar  piaralysis  by  the  atrophy  of  the  tongue,  which  occurs  in  the  former 

not  in  the  latter.     Bulbar  paralysis  is  due  to  a  lesion  in  the  medulla  oblongata,  whereas 

do-bulbar  paralysis  has  very  similar  symptoms  due  to  bilateral  cortical  softening.     In 

*r  case  the  patients  are  generally  elderly. 

Undetermined  Causes. — ^As  regards  such  cases,  it  may  be  rep>eated  that  the  majority 
doubtless  post-diphtheritic,  so  that  it  is  important  to  examine  swabbings  from  the 
sit  of  all  such  patients  for  the  Klebs-Loffler  bacillus.  The  symptom  is  very  rarely 
erical.  Herbert  French 

RETENTION  OF  URINE.— (See  Micturition,  Abnokmalities  of,  p.  393.) 

RETRACTION  OF  THE  ABDOMEN.— (See  Rigidity  of  the  Abdomkn,  i>.  592.) 

lETRACTION  OF  TBS:  GUMS  is  occasionally  a  symptom  which  troubles  patients 

much,  but  in  itself  it  seldom  indicates  more  than  a  local  affection.     In  a  mild  degree 

»y  be  due  to  excessive  use  of  a  hard  tooth-brush  ;   in  most  cases  it  results  from 

al  infective  process,  especially  tartar,  caries   of   the  teeth,  or  pyorrhtt»ii  alveolaris. 

I  conditions  are  discussed  under  the  heading  of  Bleedinc;  Glms  (p.  72),  thouj^li  very 

retraction  may  be  present,  even  in  an  extreme  degree,  without  actual  bleeding. 

Herbert  French. 

RETRACTION    OF   THE   HEAD    may    be    a    marked   symptom    in   the    following 
tions  : — 

te  meningitis  :  ;  Superior  longitudinal  sinus  Strychnnie  poisoning 

Suppurative  '  thrombosis  Tetanus 

Tul)erculou8  (basal)  i  Acute  rncef)halitis  Hydrojihobia 

Meningoeoceal      (pos-  Bronchopneumonia       witli  Catalej)sy 

terior  basal)  partial  asphyxia  Spasmodic  torticollis 

Meningococcal       (epi-  i  I^aryni^eal  ol)st ruction,  esfKj-      '      Paramyoclonus  mnltiplcx 

demic  cerebrospinal)  .  cially  diphtheria  in  chil-  Hysteria      and      liystero- 

bellar  or  other  subten-  dren  epilepsy. 

rial  tumour  or  abscess  | 

1  arriving  at  a  diagnosis  in  any  ^ivcn  case,  the  probability  is  that  strychnine  poisoning, 
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nicocytes  in  pairs,  like  gonococci,  but  without  the  reniform  shape  of  the  latter.  The 
tisms  of  suppurative  meningitis  may  be  discovered  on  direct  staining,  but  more  often 
nl  methods  are  required. 

Where  posterior  lusal  nieningitis  ends  and  epidemic  cerebrospinal  meningUts  begins. 
difHcult  to  say  ;  they  are  both  meningococcal,  and  proltably  tliey  are  only  difTerent 
)  of  the  same  malady,  connected  together  by  sporadic  cases  in  which  posterior  basal 
ngitis  is  associated  with  more  or  less  severe  spinal  symptoms.  The  way  in  which 
cast  touch  or  movement  causes  the  patient  to  er>-  out  with  (kain  sometimes  indicates 
inflamed  the  coverings  of  the  posterior  ner\'e-roots  are,  besides  which,  the  erythe- 
Mu,  vesicular,  or  purpuric  akin  eruptions  that  may  accompany  it  often  suggest  the 
OMis.  There  is  less  difficulty  during  an  epidemic ;  it  is  the  sporadic  case  that  may 
lined.  The  clinching  point  in  the  diagnosis  is  bacteriological  investigation  after  lumbar 
!ture,  assisted  perhaps  by  the  beneflcial  effects  of  the  specific  antimeningococcal  serun). 


■  longitudinal  ainus  ihrombosia  and  acute  jiolia-eiirephalilis  are  lK)tii  nearly 
.  I'diagnosed  as  acute  meningitis  in  the  first  instance.  It  is  when  a  case  tliat  has 
uiated  acute  and  severe  meningitis,  with  coma  and  apparently  impending  dentil,  gets 
dly  better  after  a  few  days  and  ends  in  sjieedy  recovery,  with  or  without  some  imjiair- 
it  of  local  or  general  brain  functions,  in  a  child  or  young  person,  that  one  changes  ones 
ptosis  of  meningitis  to  polio-encephalitis,  though  even  then  it  remains  one  of  opinion 
4y.  Almost  the  same  applies  to  superior  longitudinal  sinus  thrombosis  ;  though,  if 
le  cerebral  symptoms  in  a  previously  healtliy  chihl  end  in  a  gradual  and  but  partial 
•very,  accompanied  by  permanent  spastic  paralysis  of  tlie  legs,  without  much  affection 
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veloped  the  appearance  of  the  patient  is  very  characteristic,  exhibiting  the  *"  Hippocratic 
cies.'  The  pulse  is  often  of  great  assistance  in  arriving  at  a  diagnosis  of  the  need  to 
•erate  urgently  in  these  cases  ;  it  should  be  counted  every  ten  minutes  ;  if  its  rate  falls 
does  not  rise  at  successive  counts,  peritonitis  is  less  probably  present  than  when  the 
ilse-rate  is  found  to  be  rising  each  time. 

In  suppurative  peritonitis  leucocytosis,  though  it  may  not  occur  at  all,  is  often  marked 
5,000  to  30,000  per  c.mm.). 

It  does  not  necessarily  follow,  because  the  whole  abdomen  is  rigid,  that  the  peritonitis^ 
general.  For  instance,  in  cases  of  perforative  appendicitis  it  has  been  shown  by  opera-^ 
m  that  pus  was  only  to  be  found  around  the  csecum,  and  yet  there  was  general  rigidity* 
ithout  operating,  it  is  often  impossible  to  tell.  The  best  way  of  finding  out  whether 
ere  is  pus  in  the  abdomen,  and  the  method  to  be  employed  at  once  if  there  is  any  doubt, 
to  open  the  abdomen  and  see. 

Other  Conditions  associated  with  Abdominal  Rigidity  which  may  be 

mistaken  for  perfronitis. 

Pneumonia  or  Diaphragmatic  Pleurisy. — In  the  early  stages  here,  before  the  onset  of 
illness  in  the  lungs  and  other  physical  signs  in  the  chest,  the  most  prominent  features 
ly  be  abdominal  pain  and  rigidity.  Laparotomy  has  often  been  performed  on  the 
staken  diagnosis  of  peritonitis.  If,  however,  the  examination  is  thorough,  signs  pointing 
implication  of  the  lungs  will  usually  be  found.  Rapidity  of  respiration,  working  of  the 
res,  and  blueness  of  the  lips  should  receive  particular  attention.  Examination  of  the 
•od  may  reveal  a  high  leucocytosis  (80,000  to  40,000)  ;  in  suppurative  peritonitis  the 
fnbers  are  rarely  so  high. 

Colic, — ^The  suddenness  of  the  onset  of  pain,  its  intense  character,  and  the  abdominal 

Idity,  may  render  this  condition  extremely  difficult  to  differentiate  from  peritonitis  due 

perforation  of  some  viscus.     Collapse  may  be  marked,  and  the  effect  on  the  pulse  is 

jnderable  ;    vomiting  is  common  also.     The  temp>erature  is  raised  slightly  but  rarely 

ceds   lOO''   F.,   and   the  pulse,   though  it  may  be  rapid,   does  not  tend  to  quicken 

gressively.     The  pain  is  spasmodic,  not  continuous  as  in  peritonitis,  and  is  generally 

eved  in  a  few  hours.     Biliar^'^  and  renal  colic  are  fairly  characteristic,  but  that  due  to 

I,  the  crises  of  tal>es  dorsalis,  or  gastro-intestinal  disturbances  may  easily  be  mistaken. 

?  gums  are  to  be  examined  for  a  blue  line,  the  knee-jerks  and  pupils  tested,  and  a  blood- 

at   made.      In  uncomplicated  colic  there  is   no   leucocytosis.      In   cases   of  extreme 

culty  the  abdomen  may  have  to  be  opened.     The  persistence  of  borborygmi  is  in  favour 

olic  rather  than  of  general  peritonitis. 

Intestinal  Obstruction, — The  vomiting  and  constipation  here  present  may  lead  one  to 
k  of  peritonitis,  and  indeed  the  two  conditions  may  be  present  at  the  same  time,  as  in 
case  of  an  ulcerating  carcinoma  of  the  bowel.     Usually  the  rigidity  is  not  well  marked, 
the  constipation,  which  is  not  absolute  in  peritonitis,  is  here  complete. 
Injuries  of  the  Abdomen, — 

1.  Contusion  of  the  abdominal  wall,  with  laceration  of  muscle  :  Particularly  in 
?nts  wIk)  have  been  run  over  aon)ss  the  abdomen,  rigidity  is  a  marked  feature,  and 
;  must  always  be  a  doubt  at  first  as  to  whether  any  of  the  viscera  have  been  torn  and 
>leeding,  or  whether  the  escape  of  their  contents  is  setting  up  peritonitis.  In  the  case 
ere  contusion,  if  the  patient  is  put  to  bed  and  ke[)t  warm,  collapse  will  soon  disappear. 
kbdomen  will  become  less  rigid,  and  the  pulse-rate  will  fall. 

2.  Contusion  of  the  abdominal  wall  with  injury  of  viscera  :  The  si^ns  here  will  be  more 
:ed,  and  instead  of  tending  to  diminish  rapidly  will  become  worse.  If  there  is  internal 
ing  the  mucous  surfaces  will  be  pale,  the  skin  cold  and  clanuny,  and  the  ])ulse  small 
requent.  If  the  contents  of  a  viscus  have  escaped,  the  signs  of  peritonitis  will  develop 
ly.  In  all  cases  of  doubt  an  exploratory  laparotomy  should  not  be  delayed. 
Ruptured  Tubal  Gestation .- This  may  simulate  general  peritonitis.  The  abdominal. 
ty  here  is  not  well  marked,  and  the  signs  of  bleedin)2:  are.  A  moderate  degree  of 
cytosis  is  present  (10,000  to  15,000),  but  the  number  of  red  cells  is  much  diminished. 
J  patient  is  a  woman  of  the  child-bearing  age,  known  to  be  a  week  or  more  overdue 

monthly   period,  and  has   begun   to  lose   blood    per   vaginani   synchronously   with 
iset  of  acute  abdominal  pain  and  pallor,  the  diagnosis  will  suggest  itself  at  once. 


Q« 
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Acute  Hcemorrhagic  Pancreatitis  is  usually  diagnosed  as  intestinal  obstruction  or  acute 
perforative  peritonitis.  The  attack  sets  in  with  intense  pain,  usually  in  the  upper  and 
left  part  of  the  abdomen.  Vomiting,  constipation,  and  tympanitic  distention  are  present. 
The  condition  is  so  rare,  and  the  signs  are  so  unreliable,  that  an  exploratory  laparotomy 
should  be  made,  and  the  nature  of  the  case  becomes  obvious  directlv  the  characteristic 
opaque  yellow  patches  of  fat-necrosis  are  seen  in  the  omentum. 

Rupture  of  an  Abdominal  Aneurysm,  Dissecting  Aortic  Aneurysm,  Embolism  of  the 
Superior  Mesenteric  Artery,  may  simulate  peritonitis,  and  so  also  may  Acute  Throfnbosis 
of  the  Inferior  Vena  Cava  ;  but  all  these  conditions  are  rare,  and  they  will  be  very  difficult 
of  diagnosis  unless  the  existence  of  some  cause  for  them,  such  as  aortic  aneurj-sm  or 
f ungating  endocarditis,  is  already  known. 

Acute  Suppurative  Nephritis  sometimes  gives  abdominal  rigidity,  and  is  associated 
with  fever  and  vomiting.  There  is  always  marked  tenderness  in  the  loin  on  the  affected 
side,  and  the  urine  will  contain  albumin,  pus,  blood,  casts,  and  bacteria.  The  milder  types 
of  the  infection  (see  Bacteriuria,  p.  60)  may  be  mistaken  for  acute  appendicitis,  or  for 
general  peritonitis,  unless  the  centrifugalized  deposit  from  the  urine  is  examined  micro- 
scopically for  pus.  George  E.  Cask. 

RIGORS,  or  CHILLS,  arc  common  at  the  onset  of  the  most  various  acute  febrile 
disorders,  and  may  occur  at  regular  or  irregular  intervals  in  the  course  of  many  of  the  more 
severe  of  them.  The  chief  sign  of  a  rigor  is  shivering,  the  chief  symptom  a  feeling  of  cold 
and  general  wretchedness.  At  its  beginning,  the  patient  looks  chilly,  pinched,  and  blue, 
and  sits  or  lies  huddled  up,  complaining  of  the  cold  ;  his  arteries  are  contracted,  the  pulse 
is  rapid,  small,  and  of  raised  tension  ;  the  extremities  are  chilled  superficially,  but  the 
internal  temperature  is  above  the  normal.  Very  soon  the  sensation  of  cold  induces 
involuntary  shivering  ;  the  patient  shakes  all  over,  sometimes  so  violently  that  the 
chair  or  bed  is  thrown  into  noisy  vibration  ;  the  teeth  chatter,  and  even  the  muscles 
of  the  face  twitch  involuntarily.  This  shivering  lasts  for  minutes,  or  even  for  an  hour, 
dying  away  gradually  as  the  patient  feels  himself  to  be  warmed  up.  Thus  the  initial  stage 
of  the  fever  passes  into  the  second  stage  or  fastigium,  in  which  the  complaint  is  of  sweating, 
thirst,  and  undue  heat,  and  the  body  temperature  rises  still  further.  In  children,  general 
convulsions,  with  partial  or  complete  coma,  may  occur  at  the  onset  of  an  acute  infection, 
in  conditions  that  would  give  rise  to  a  rigor  in  adults.  In  adults,  convulsions  are  not  known 
to  take  the  place  of  rigors.  Cases  may  arise,  however,  particularly  when  only  an  imp)erfect 
history  can  be  obtained,  in  which  it  may  be  hard  to  say  whether  a  patient  has  had  a  rigor, 
or  an  epileptiform,  hysterical,  or  epileptic  fit.  Should  the  patient  have  lost  consciousness 
during  the  shivering,  or  have  fallen  down,  bitten  his  tongue,  or  passed  his  water  during 
the  attack,  or  should  he  give  a  history  of  similar  attacks  on  previous  occasions,  the  diagnosis 
of  epilepsy  would  be  more  than  probable.  Epileptiform  fits  that  unskilled  observers  might 
confuse  with  rigors  may  occur  in  uraemic  or  eclamptic  patients  ;  the  history  of  the  case, 
and  the  discovery  of  albumin  in  the  patient*s  water,  together  with  other  evidences  of  acute 
or  chronic  renal  disease,  should  make  the  diagnosis  clear.  Fits  indistinguishable  from 
rigors  to  the  untrained  eye  may  occur  in  hysteria  ;  in  these,  however,  the  shivering  patient 
would  be  red  in  the  face,  or  at  least  would  not  present  the  slightly  livid  and  shnmken  facial 
appearance  characteristic  of  a  rigor,  the  temperature  would  not  be  raised,  and  the  signs  or  a 
history  of  other  hysterical  phenomena  should  be  obtainable. 

For  their  further  consideration  it  is  convenient  to  classify  rigors  according  as  they  are 
niingle  or  multiple. 

1.  Single  Rigors. — The  occurrence  of  a  single  rigor  at  the  outset  of  an  acute  infectious 
^disorder  is  extremely  common,  and  may  be  taken  as  evidence  of  the  severity  of  the 
infection  to  some  extent  ;  in  lobar  pneumonia  this  initial  rigor  is  often  particularly  long 
and  severe.  No  exhaustive  list  of  the  disorders  tliat  may  be  thus  ushered  in  can  be  given ; 
but  it  may  be  stated  generally  that  an  initial  rigor  is  common  in  : — 

Lobar  pneumonia  I  Pneumonic  tuberculosis  Malaria 

Small-pox  Typhus  Yellow  fever 

Influenza  Relapsing  fever  Weirs  disease 

Severe  feverish  colds  Er^'^sipelas  After  catheterization. 

Septicaemia  Cerebrospinal  fever 

Pysemia  Acute  poliomyelitis 
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is  less  often  seen  in  : — 

Scarlet  fever 
Measles 
Diphtheria 
Tonsillitis 
Rheumatic  fever 


id  is  comparatively  rare  in  : — 

Enteric  fever 

German  measles  I 

Mumps  ' 

Gout 


Tetanus 

Miliary  tuberculosis 

Sapraemia 

Glanders 

Sick  headache 


Anthrax 
Hydrophobia 
Cholera 
Plague 


Acute  gastro-intestinal 

disorders 
Nephritis 
Cholelithiasis 
Renal  calculus. 


Dysentery 
Malta  fever 
Beri-beri. 


The  diagnosis  of  all  these  different  morbid  conditions  must  naturally  be  made  from 
e  history  of  exposure  to  infection,  and  from  the  subsequent  signs  and  symptoms.  It  is 
?ar  that  the  occurrence  or  non-occurrence  of  an  initial  rigor  will  rarely  be  of  much  practical 
sistance  in  determining  the  nature  of  the  disorder  from  which  any  given  patient  is 
ffering. 

A  rigor  after  catheterization  is  not  rare,  whether  the  kidneys  be  sound  or  no,  and  in 
me  cases  is  due  to  septic  infection  of  the  urethra  or  bladder.  In  others,  however,  it 
sues  when  no  infection  has  taken  place,  and  is  not  followed  by  any  evidences  of  urinary 
)sis  ;  in  these  instances  the  rigor  must  be  referred  vaguely  to  nervous  shock,  and  need 
t  give  rise  to  alarm. 

2.  A  Second  Rigor  coming  on  in  the  course  of  any  of  these  disorders,  or  a  rigor 
;urring  unexpectedly  for  the  first  time  when  the  disease  is  well  established  or  declining, 
>ften  evidence  of  the  spread  of  the  infection,  or  of  the  occurrence  of  some  complication, 
r  example,  a  second  rigor  occurring  in  the  course  of  lobar  pneumonia  may  coincide  with 

appearance  of  signs  indicating  the  spread  of  the  disease  to  the  second  and  previously 
nd  lung  ;  a  second  rigor  happening  after  the  crisis  may  indicate  an  empyema.  In 
?rtc  fever  a  rigor  is  rare,  though  it  may  be  due  to  such  complications  as  perforation  of  the 
^stine,  acute  peritonitis,  pleurisy,  pneumonia,  middle-ear  disease,  periostitis,  and  so 
h  ;  but  there  is  an  abnormal  type  of  enteric  fever  in  which  rigors  occur  for  no  apparent 
K)n,  followed  by  heavy  sweats  ;  and  rigors  may  be  observed  in  cases  with  constipation, 
during  dcfer\'escence,  or  in  enteric  patients  who  have  been  treated  with  antipyretic 
gs. 

3.  Recurring  Rigors. — The  occurrence  of  a  series  of  rigors  often  gives  information  of 
•e  definite  value,  for  they  are  seen  in  but  a  limited  number  of  local  or  general  infections, 
t  of  which  have  some  characteristic  or  localizing  signs.  In  themselves  these  rigors 
no  more  than  evidence  of  the  severity  of  the  infection,  and  of  the  extent  to  which 
:erial  toxins  have  been  absorbed  into  the  blood.  The  following  are  the  chief  disorders 
"acterized  by  a  series  of  rigors  : 


ilaria — tertian,   quartan, 

estivo-autumnal  or  malig- 

lant 

'lapsing  fever 

ute  leukaemia 


ute  inflammations,  e.g. : — 

Pyelitis 

Pyelonephritis 

Cystitis 

Cholecystitis 

:Cmpyema 

nfective  sinus  thrombosis 


Acute  blood-infections,  in- 
cluding 

Portal  pyajmia 
Pyaemia 
Septieo-])yaemia 
Septicicmia 

Abscess  formation  : — 
Hepatic  (tropical) 
Appendicular 
Subphrenic 
Perinephric 
Prostatic 
Cerebral 


Special  forms  of  these 
may  be  known  as  puerperal 
fever,  malignant  endo- 
carditis, acute  infective 
osteomyelitis,  suppurative 
pylephlebitis,  etc. 

Pulmonary  tuberculosis 

Bronchiectasis 

Enteric  fever 

Erysipelas 

Kat-bite  fever 

Influenza. 


\  very  thorough  physical  examination  of  any  patient  presenting  multiple  rigors  should 
ade  ;  the  condition  is  always  serious,  and  may  be  due  to  septic  absorption  from  some 
seated  abscess  that  produces  only  the  scantiest  of  physical  signs.  When  no  abnormal 
cal  signs  can  be  found  bacterial  cultures  should  be  made  from  the  circulating  blood, 
^eing  taken  to  draw  off  a  suflicient  quantity  of  blood — 5  to  10  c.c. — and  to  repeat 
iiltivation  several  times  before  it  is  decided  that  the  blood-stream  is  sterile. 
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ideed,  of  academic  rather  than  clinical  interest.  The  necessity  for  it  is  in  part  avoided 
y  the  use  of  the  term  septicopycemia,  the  evidences  of  which  are  much  the  same  as  those 
r  pyaemia  :  all  three  conditions  may  arise  from  identical  causes,  and  bacteria  (streptococci, 
:aphylococci,  gonococci,  pneumococci,  B,  coli  communis,  B.  typhosus,  B,  influenzcet 
'.  pyoq^aneuSy  etc.)*  niay  be  cultivated  from  the  circulating  blood  in  any  of  them.  Multiple 
gors  are  far  commoner  in  pyaemia — where  several  may  occur  daily — ^than  they  are  in 
rpticcemia.  The  latter  condition  is  due  to  the  growth  of  microbes  in  the  blood  without 
le  fonnation  of  metastatic  abscesses  ;  it  originates  in  lesions  very  similar  to  those  that 
nderlie  pyaemia,  or  results  from  infected  but  apparently  trifling  cuts  or  injuries,  or  even 
x)m  neglected  chronic  suppuration  about  the  teeth.  Its  main  symptoms  are  pyrexia, 
ebility,  anaemia  ;  in  severe  cases  rigors  occur,  and  the  patient  may  fall  into  the  typhoid 
»te.  The  bacteria  causing  it  can  be  cultivated  from  the  circulating  blood  ;  septic  rashes 
re  often  seen  in  both  pyaemia  and  septicaemia,  but  they  are  not  seen  in  enteric  fever.  It 
lould  be  noted  that,  at  the  best,  a  deal  of  looseness  attaches  to  the  meaning  of  the  term 
^pticaemia ;  for  in  lobar  pneumonia,  enteric  fever,  Malta  fever,  and  many  other  acute  febrile 
sorders,  the  specific  microbes  can  habitually  be  cultivated  from  the  circulating  blood 
echnically  speaking,  therefore,  these  are  all  instances  of  septicaemia.  Two  new  terms 
ive  recently  come  into  vogue  in  this  connection,  namely,  bacillcFmia  and  hactericemia. 

Multiple  rigors  may  result  from  acute  localized  inflammatory  infections  if  the  inflam- 

ation   is  sufficiently  extensive   and  the  infecting  micro-organism  virulent.     It  is  often 

ipossible  to  say  how  far  such  rigors  are  evidence  of  the  absorption  of  toxins,  and  how 

r  they  indicate  that  living  bacteria  have  gained  access  to  the  blood-stream.     Situated  in 

e  genito-urinary  tract,  these  inflammations  are  often  associated  with  a  history  of  gonor- 

a?a,  renal  calculus,  or  gout,  and  produce  characteristic  pathological  changes  (hiematuria, 

uria,  albuminuria)  in  the  urine,  or  difficulties  in  micturition.     If  the  gall-bladder  or 

e-ducts  are  the  seat  of  the  inflammation,  jaundice,  and  pain  in  the  hepatic  region  will 

Dbably  be  observed  with  the  fever  and  rigors,  and  a  history  of  gall-stone  colic  may  be 

^en,  suppurative  cholecystitis  or  suppurative  cholangitis  having  supervened  ;    the  gall- 

idder  will  be  tender  and  probably  enlarged  from  the  former,  the  whole  liver  swollen 

d  possibly  tender  from  the  latter  ;  Charcot's  hepatic  intermittent  fever  is  due  to  chronic 

}langitis,  with   intermittent  biliar>^   obstruction  due  to  a  ball-valve    stone  often   lying 

the  ampulla  of  Vater.      The  occurrence  of  rigors  in  a  child  convalescing  from  pneu- 

»nia,  measles,  scarlet  fever,  or  pleurisy,  may  lead  to  the  discovery  of  an  unsuspected 

pyenia.     Infective    sinus    thrombosis    occurs    mainly    in    patients    with    otorrhcea,    and 

licates  that  the  bacterial  infection  has  spread  from  the  ear  to  one  of  the  cranial  venous 

uses.     Its  symptoms  are  general — those  of  septicaemia  or  pyaemia,  often  with  an  initial 

3r  and  vomiting  followed   by  high  fever,  more  rigors  {Fig,  2+1-,  p.  567),  and  sweating  ; 

1  local — very  severe  pain  about  the  ear,  excruciating  headache,  and  venous  congestion 

the   optic   disc,    with    others    that   vary   with   the    site    of  the   thrombosis.       If  the 

Tioid   sinus   is   thrombosed,    oedema   and   tenderness    over    the    mastoid   appear,    and 

uld  the  clotting  spread  downwards  a  thrombus  may  be  felt  in  the  internal  jugular 

1.     Thrombosis  of  the  cavernous  sinus  is  accompanied  by  squint,  cxophtlialnios,  and 

^ma  of  the  orbits  and  eyelids.     Thrombosis  of  the  superior  longitudinal  sinus  may  set 

oedema  of  the  scalp  near  the  sagittal  suture.     The  diap:iiosis  must  be  made  from  cerebral 

•erebellar  abscess,  in  which  repeated  vomiting  is  likely  to  occur,  and  the  loealizinir  signs 

symptoms  will  suggest  brain-disease  ;    and  from  meningitis,  in  whicli  rigors  are  rare. 

>ther  patients,  some  acute  inflammatory  disorder  may  result  in  definite  abscess  formation, 

n  rigors  may  develop  from  toxic  or  septic  absorption  :   here  again,  the  virulence  of  the 

:icular  microbe  causing  the  inflanunation  will  be  the  chief  factor  in  determining  whether 

rs  occur  or  not.     In  many  eases  the  rigors  will   really  be  due  to  a  secondary  and 

)ably  terminal  septicaemia  or  pyjemia. 

Tropical  abscess  of  the  liver,  usually  single,  occurs  in  patients  who  have  been  abroad 
have  had  dysentery,  whether  auHrbic  or  bacterial.  The  early  symptoms  of  liver 
ess  are  often  obscure,  malaise,  fever,  sweating,  rigors,  and  gastro-intestinal  disturbances 
irring,  or  a  pleural  effusion  secondary  to  spread  of  infection  through  the  dia])liragm, 
e  nothing  particularly  suggests  im|)lieation  of  the  liver.  As  a  rule,  complaint  of  dull 
in  the  right  hypochondriuin,  axilla,  or  shoulder  will  be  made.  The  diagnosis  of  this 
other  forms  of  suppuration  in  the  liver  is  discussed  on  p.  ,*3(i9. 
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Multiple  rigors  may  occur  from  septic  absorption  in  various  diseases  of  the  lun 
most  important  of  which  are  bronchiectasis,  and  advanced  puipionary  lubereulosi 
secondary  pyogenic  infection  of  the  bronchi  ot  tuberculous  cavities.  In  either  c: 
sputum  will  be  abundant,  and  will  probably  contain  fragments  of  elastic  tissue  :  it 
to  be  offensive  in  bronchiectasis. 

High  or  irregular  fever  with  recurring  rigors  has  been  recorded  in  a  few  uniisui 
of  enteric  fever  (Fig.  241,  p.  565)  and  of  infltienai  free  ftom  any  complication, 
crtjsipelnn  (Fig.  :i45,  p.  588), 

Only  about  a  dozen  cases  of  ral-biU  fever  have  been  recorded  in  Great  Britain 
but  it  is  probably  commoner  than  it  would  appear  to  be,  and  habitually  unreco 
It  occurs  in  persons  who  have  been  bitten  by  rats,  or  by  ferrets,  cats,  or  weasels  tlu 
killed  rats  recently  :  the  rat-bite  heals  slowly,  and  after  an  incubation  period  of  from 
four  weeks  the  patient  begins  to  suffer  from  a  series  of  acute  febrile  attacks  at  fairly 
intervals  of  a  few  days.  These  attacks  recur  for  from  two  to  ten  months  in  d 
instances  (Fig.  25^).    The  onset  of  each  is  abrupt,  with  headache,  fever  up  to  ICK!'-: 


malaise,  pains  all  o^'e^,  often  a  rigor,  severe  pain  and  swelling  in  some  of  the  i 
recurrence  of  inflammatory  phenomena,  rarely  suppurative,  about  the  original  won 
urticarial,  measly,  patchy  erythematous  raslies  on  the  face,  limbs,  and  trunk.  Kael 
lasts  for  a  day  or  two,  the  patient  being  fairly  well  in  the  intervals  ;  during  tht 
a  varying  leueoeytosis  is  common.  Rat-bitc  fever  is  not  fatal  ;  the  infecting 
though  often  looked  for,  remains  unknown.  _4,  j,  j, 

RINGWOBH.— (See  Fi  ngovs  .Afkkctions  of  the  Skin,  p.  246.) 

RISUS  SARDONICUS  is  the  fixeil  unmirthful  grin  that  results  from  spasm 
muscles  of  both  sides  of  the  face.  The  angles  of  the  mouth  are  drawn  outwards  j 
eyelids  raised  by  tonic  contraction  of  the  sanic  muscles  as  produce  the  facial  ex] 
of  smiling,  but  the  spasm  is  maintained  in  a  way  that  at  once  excludes  natural 
The  chief  causes  of  the  condition  are  tetanus,  strj'chnine  poisoning,  malingering,  li 
catalepsy. 

Catalepsy. — The  differential  diagnosis  is  not,  as  a  rule,  difficult.  A  catnle]) 
is  chronic  :  the  facies  is  by  no  means  always  that  of  smiling,  but  if  it  should  be.  t 
smile  is  a  lixcd  one  ;  the  chief  characteristic  of  the  condition  is  the  maintenance  fc 
at  a  si  retch  of  some  attitude  that  would  rapidly  fatigue  an  ordinary  person  ;  the 
and  the  assiicialcd  mental  symptoms  of  melancholia  or  dementia  point  to  the  di 
and  tetanus  and  strj-chnine  poisoning  would  be  excluded  by  the  absence  of  tetanic 

Hysteria  sometimes  takes  a  form  that  may  for  a  while  raise  doubts  as  to  str 
having  been  taken,  but,  as  a  rule,  the  multiformity  of  the  contortions  points  to  the 
diagnosis.  'Ihe  features  may  be  kept  fixed  for  a  time,  but  sooner  or  later  they 
twisied  into  all  sorts  of  shapes,  and  the  tonic  and  clonic  spasms  of  tlie  body  and  li 
not  in  any  way  regular,  as  they  are  apt  to  be  in  strjehnine  poisoning  and  tetanu 
patient  is  likely  to  be  a  woman,  and  there  may  be  a  history  of  previous  hysteria  ( 
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g  a  quiescent  interval  it  may  be  found  possible  to  stroke  or  touch  the  patient  without 
ing  on  a  convulsion,  whereas  in  strychnine  poisoning  and  in  tetanus  the  slightest 

is  apt  to  evoke  a  violent  and  generalized  spasm,  even  opisthotonos. 
lalingering  may  take  the  form  of  imitated  convulsions,  during  which  the  features 
be  kept  fixed  in  one  position  or  another,  sometimes  in  that  of  smiling.  The  fixed 
itary  contractions  cannot  be  maintained  long,  however,  on  account  of  fatigue,  so  that 
ugh  there  may  be  some  doubt  at  first,  this  generally  disappears  soon.  The  patient 
ually  a  man  who  has  something  to  gain  by  malingering  :  a  night's  lodging  in  a 
ital,  for  instance. 

Strydmine  Poisoning  and  Tetanus  are  the  two  chief  causes  of  typical  risus  sardonicus. 
main  f>oint  to  rely  on  in  distinguishing  the  two  is  the  history,  if  it  is  obtainable — the 
tion  of  an  overdose  of  strychnine  hypodermically,  or  the  taking  of  a  rat-paste,  on  the 
land,  or  the  occurrence  of  some  small  but  penetrating  wound  by  a  rusty  nail  or  earth- 
i  knife  or  stick  during  the  fortnight  preceding  the  sj^mptoms,  on  the  other.  The 
ice  of  any  known  wound,  however,  does  not  exclude  tetanus.  If  lock-jaw  and  stiffness 
e  neck  are  prominent  features,  tetanus  is  more  probable  than  strychnine  poisoning, 
vice  versa.  In  strychnine  cases,  the  patient  will  either  die  quickly,  or  the  symptoms 
iubside  rapidly,  whereas  in  tetanus  they  may  persist  unabated  for  several  days.  In  a 
nstances  the  diagnosis  may  only  be  settled  by  the  discovery  of  strychnine  in  the  gastric 
?nts,  or  of  tetanus  bacilli  (Plate  XXVIII,  Fig.  T,  p.  614)  in  anaerobic  cultivations 
the  infected  wound. 

It  only  remains  to  add  that  a  few  cases  of  facial  sclerodermia  may  simulate  risus 
tnicus,  though  more  often  there  is  complete  smoothness  of  the  features  and  lack  of 
."ssion.  There  are  no  spasmodic  contractions,  the  condition  comes  on  gradually,  is 
anent,  and  the  diagnosis  becomes  obvious  at  once  when  the  hard  smooth  skin  is 
ited,  for  one  cannot  pick  it  up  between  one's  fingers.  Herbert  French. 

BURHNATION.— (See  Mervcism,  p.  388.) 

RUPLL— (See  Scabs,  below.) 

SALIVARY  GLANDS. — (See  Swelling  of  the  Sai^ivarv  Gi^nds,  p  694.) 

SAUVATION,  UNDUE.— (See  Ptvalism,  p.  542.) 

SAND,  INTESTINAL. — This  is  seen  in  the  motions,  especially  when  they  are  fluid 
the  patient  has  membranous  colitis.  It  is  like  the  finest  sea-sand  ;  its  colour  varies 
ig  to  varying  degrees  of  imbibition  of  faecal  pigment.  Usually  it  is  red,  looking  some- 
5  like  fine  uric  acid,  and  it  varies  from  this  to  a  pale  dirty  yellow.  It  is  seen 
showing  up  against  the  white  of  the  bed-pan  in  which  it  lies.  Analysis  shows  that  it 
ists  of  from  30  to  70  per  cent  of  organic  matter,  doubtless  all  derived  from  the  ficces. 
inorganic  matter  is  invariably  nearly  all  calcium  phosphate,  with  traces  of  calcium 
ate,  magnesium,  iron,  and  perhaps  silica.  The  amount  of  sand  passed  in  a  day  inay 
)ur  teasp>oonfuls,  but  usually  it  is  much  less.  Many  patients  pass  it  for  years,  but  not 
lys  constantly  even  then  ;  it  may  be  passed  daily  for  weeks,  and  then  for  weeks  none 
ssed.  It  is  far  commoner  in  those  who  have  membranous  colitis  than  in  other  patients, 
it  has  been  seen  with  malignant  disease  of  the  large  intestine  ;  it  always  indicates  some 
nic  disease  of  the  colon.  It  must  be  distinguished  from  false  intestinal  sand,  which 
5  very  like  it  and  may  be  found  in  the  motions  of  those  who  have  eaten  largely  of  pears, 
is  entirely  vegetable,  and  can  be  distinguished  easily  from  true  intestinal  sand  by 
Dscopical  examination  (PlcUe  XXIII).  IV.  Hale  White. 

SCABS. — The  scab,  or  crust,  one  of  the  secondary  cutaneous  lesions,  is  a  more  or  less 
ular,  dried-up  mass  of  exudation  on  the  surface  of  the  skin.  It  may  be  produced  by 
iesiccation  of  serum,  pus,  or  blood,  or  of  a  mixture  of  these  fluids,  and  commingling 

these  substances  there  may  be  epithelial  debris,  or  fat,  or  fungous  elements.  Scabs 
I  on  matured  vesicles,  bulke,  and  pustules,  on  ulcerations,  erosions,  and  on  every  kind 
Eooriation,  pathological  or  traumatic.     If  the  exudation  is  thin,  as  sometimes  in  eczema. 
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ipkigus  vulgaris  the  crusts  into  which  the  bullae  shrink  are  brownish-yellow  ;  and  when 
y  fa\\  off  spontaneously  the  surface  beneath  is  not  raw,  as  in  impetigo,  but  is  found  to 
covered  with  newly-formed  epidermis,  at  first  purple,  afterwards  turning  brown,  and 
dually  becoming  normal  in  colour.  When  the  area  covered  by  the  scabs  is  extensive 
re  is  an  unpleasant  sense  of  tension,  and  if  they  are  removed  prematurely,  excoriation 
y  be  caused.  In  the  more  serious  affection  known  as  pemphigus  foliaceuSy  the  crusts 
yellowish,  and  as  the  disease  proceeds,  large  scales  are  formed.  In  pemphigus  vegetans 
foul-smelling  secretion  from  the  patches  of  affected  skin  forms  a  thin  crust,  which  can 
ily  be  stripped  off,  when  a  papillary  excrescence,  partly  covered  with  a  thin  stratum  of 
lermis,  is  revealed.  The  process  usually  ends  in  gangrene  and  death.  The  excrescences 
distinguishable  from  the  condylomata  of  syphilis  by  always  being  surrounded  by  a 
e  of  buUse,  while  condylomata  have  an  infiltrated  border. 

In  nerve  leprosy  the  bullae,  which  have  the  same  characters  as  those  of  pemphigus 
garis,  form,  on  rupture,  a  large  crust,  the  removal  of  which  exposes  a  grey  surface  con- 
ing of  altered  rete,  the  epidermis  being  cast  off  by  suppuration.     In  this  way  a  succession 
reWovf  scabs  or  crusts  may  be  formed  and  fall  off,  leaving  at  last  a  granulating  surface, 
ch  ultimately  is  converted  into  a  white  scar.     If  the  bullae  abort,  they  are  followed  by 
archment-like  scale  instead  of  a  crust,  and  this  in  turn  gives  place  to  a  hyperapsthetic 
T.    The  scabs  of  nerve  leprosy  have  some  resemblance  to  the  rupial  crusts  of  secondary 
Wlis,  but  there  is  little  danger  of  confusion  between  the  two.     The  rupial  crusts,  greenish 
>lackish,  consist  of  several  successive  layers,  each  smaller  than  the  one  immediately 
w  it,  so  that  a  pyramidal  structure  is  formed,  somewhat  resembling  the  shell  of  a  limpet. 
{  very  characteristic  crust,  which  can  scarcely  be  mistaken  for  that  of  any  other  con- 
m,  and  distinguishable  from  the  psoriasis  rupioides  of  M*Call  Anderson  by  the  base 
g  ulcerated,  is  formed  from  pustules  usually,  but  may  follow  also  on  the  drying  up 
ullae.     The  scabs  in  secondary  yaws  form  upon  the  yellow  heads  of  large  papules,  and 
•ath  them  are  found  reddish  raspberry-like  granulations  which  secrete  a  little  pus,  and 
•  a  time  become  pale  or  even  white.     HeaUng  usually  takes  place  beneath  the  scabs, 
h  fall  off  about  the  end  of  the  second  month  from  the  onset  of  the  secondar\'  rash, 
raspberry-like  granulations,  the  characteristic  lesion  of  yaws,  will  obviate  confusion 
een  these  crusts  and  those  of  any  other  affection.     The  crusts  of  lupus  vulgaris  are 
lish-black,  like  rupial  crusts,  but  they  do  not  consist  of  layers  superimposed  upon 
other,  and  dotted  around  the  ragged  edge  will    be   seen    the  *  apple-jelly  '  nodules 
h  are  the  '  note  '  of  lupus. 

In  small'pox  the  formation  of  scabs  on  the  pustules  begins  in  the  centre  and  causes  a 
idary  '  umbilication  '  ;  it  is  generally  attended  by  intense  itching.  In  from  three 
ur  weeks  from  their  appearance  the  crusts  fall  off,  leaving  a  reddened  surface,  made 
?n  by  scars  or  '  pits.'  The  true  nature  of  the  disease  will  have  been  discovered, 
in  doubtful  cases,  before  the  crust  stage  is  reached.  (For  the  differential  diagnosis, 
ider  Pustules,  p.  557).  In  the  diagnosis  of  ulcers,  as  in  that  of  small-pox,  the  crust 
ittle  importance.  These  are  dealt  with  under  Ulckration  of  the  Face  (p.  785)  and 
RATION  OF  THE  FooT  (p.  735).  Malcolm  Morris. 

SCALY    ERUPTIONS. — Tlie   scjuaine,   or    scale,   one    of   the    secondary    cutaneous 

s,  is  a  drj',  and  as  a  rule  laminated,  exfoliation  of  the  epidermis.      Disregarding  the 

,  imperceptible  desquamation  which  is  a  purely  physiological  process,  scales  may  be 

3  result  either  from  inflammation,  as  in  psoriasis  and  pityriasis  rubra  pilaris  :   from  an 

mal  dryness  of  the  skin,  as  in  dry  seborrhcra  and  keratosis  ))ilaris  ;   or  from  an  earlier 

hypcraemia,  as  in  scarlatina  and  other  erythematous  eruptions.     The  process  may 

t  in  an  over-multiplication  of  the  epidermic  cells  or  in  interference  with  the  normal 

transformation.     In   colour,   scales  are   ordinarily   white  or  grey,   either  dull   and 

ess,  as  in  seborrha»a,  or  silvery,  as  in  psoriasis  ;    but  they  are  sometimes  a  dirty 

,  as  in  some  dry  syphilides,  or  even  reddish-brown,  as  in  oily  seborrlura.     They  may 

fc  and  thin,  as  in  pityriasis  rubra,  or  small  and  branny,  as  in  tinea  versicolor  :   even 

same  affection  (e.g.,  pityriasis  rubra)  they  may  vary  greatly  in  size  in  different 

5.     They  may  consist  of  a  single  layer,  as  in  scjuamous  eczema,  or  of  several  adherent 

as  in  psoriasis.     In  quantity  they  may  be  inconsiderable,  as  in  tinea  versicolor, 

t  profuse,  as  in  psoriasis  and  pityriasis  rubra.     I'sually  they  are  dry  and  friable,  but 
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itarrti  with  which  the  affection  begins  being  followed  by  the  agglutination  of  epidermic 
*ales  which  are  thrown  off  in  the  form  of  large  lamellae.  In  some  cases  the  scales  may 
icrease  in  quantity,  in  others,  as  is  mentioned  under  Scabs  (p.  599),  they  may  become 
lassed  into  fatty  crusts  among  the  hairs.  The  differential  diagnosis  of  eczema  has  been 
ct  out  in  the  articles  on  the  primary  lesions.  The  secondary  lesions  in  this  affection  may 
odeed  be  rather  a  hindrance  than  a  help  in  determining  its  true  nature,  and  in  doubtful 
aaes  the  first  thing  to  do  is  to  remove  both  scales  and  crusts  in  order  that  tlie  under- 
ying  lesion  may  be  examined  carefully.  As  between  eczema  and  psoriasis,  however,  just 
IS  between  eczema  and  seborrhcea,  the  scales  afford  guidance  in  the  diagnosis  ;  while  in 
iwriasis  the  lower  layers  of  scales  are  whitish  or  silvery  and  hard,  in  eczema  they  are 
fdlowish,  dull,  and  friable. 

In  psoriasis  the  scale  has  distinct  diagnostic  value.  It  enters,  indeed,  into  the  defin- 
ilion  of  the  disease  as  an  affection  of  the  skin,  characterized  by  flat.  dr\'  patches  of  varying 
extent,  covered  with  whitish,  silver-grey,  or  asbestos-like  scales.  The  scaliness  may  vary 
bom  a  thin  film  to  a  dense,  heaped-up  mass.  If  the  scales  are  removed,  a  smooth,  dry, 
riuning  hyperacmic  surface  is  seen,  studded  with  spots  that  show  various  gradations  of  colour, 
from  a  deep  to  a  bright  red,  the  bright-red  points  being  the  tops  of  inflamed  papilla?.  The 
eruption  appears  as  papules  of  pin-head  size,  at  first  red,  but  becoming  white  as  the  scales 
fixm.  Spreading  centrifugally,  the  papules  form  patches,  generally  roundish  or  oval  when 
mall,  and  becoming  more  irregular  as  they  grow  larger.  They  may  remain  stationary  for 
fttong  time,  and  slowly  disappear,  or,  continuing  to  spread,  may  become  confluent.  While 
the  disease  is  active  the  individual  patch  is  encircled  by  a  narrow  zone  of  redness,  but 
when  it  is  not  spreading  this  fades  away.  Sooner  or  later  involution  takes  place,  and  the 
Rdness  which  the  lesions  leave  behind  them  soon  disappears,  though  in  protracted  eases  a 
blown  stain  may  persist,  and  in  rare  instances  there  may  be  superficial  atrophy.  The 
malady  may  come  and  go,  recrudescing  after  nearly  disappearing,  for  the  greater  part  of  a 
pstient's  life.  It  is  often  most  abundant  when  the  patient  is  in  the  best  health,  and  may 
■fanost  or  quite  disappear  during  serious  illness.  In  distribution,  psoriasis  is  almost  iiivari- 
•bly  symmetrical.  Like  small-pox,  it  shows  a  marked  predilection  for  surfaces  that  are 
exposed  to  friction.  Almost  always  it  starts  on  the  tips  of  the  elbows  and  the  fronts  of  thc^ 
knees.  After  the  extensor  aspects  of  the  limbs,  its  favourite  site  is  the  hair\'  scalj),  and 
then  the  trunk,  es|)ecially  over  the  lumbar  region.  In  typical  cases  the  clinical  picture  — 
the  patches  with  sharply  defined  border,  covered  with  hard,  shiny  scales  ;  the  hypeneinic 
surface  beneath,  dotted  with  red  points  ;  the  distribution  as  just  described  ;  the  unim- 
paired  health,  the  natural  complexion,  the  proneness  to  attack  blue-eyed  fair-haired  persons, 
and  the  absence  of  exudation — scarcely  admits  of  misinterpretation.  In  all  these  particulars, 
except  the  unimpaired  health,  psoriasis  differs  from  eczema,  as  well  as  in  the  less  iIltens(^ 
and  less  constant  itching  by  which  it  is  attended.  On  the  scalp,  while  psoriasis  usually 
occurs  in  patches  and  ends  abruptly  at  or  only  just  beyond  the  margin  of  the  hair. 
•eborrhocic  eczema  almost  invariably  extends  over  the  whole  surface,  and  often  involves 
the  face  and  the  neck.  Almost  always,  too,  psoriasis  spreads  upwards  from  its  sites  of 
election,  seborrhoeic  eczema  downwards  from  the  head.  In  verv  chronic  forms  of  eo/onia, 
in  which  there  may  be  no  history  of  "  weeping,'  the  diagnosis  from  psoriasis  may  br 
difficult.  In  all  doubtful  instances,  gentle  scratching  on  the  affected  surface  will  brinix 
out  the  silvery  scales,  if  the  case  is  one  of  psoriasis. 

The  papular  stage  of  lichen  planus  may  be  mistaken  for  psoriasis.  In  lichen  pluiuis, 
however,  the  eruption  shows  a  preference  for  the  flexor  aspects  of  the  wrists  and  knees  : 
it  consists  of  shining-smooth  papules,  without  scales  ;  the  ground-tint  is  bluish-red  or 
>iolet ;  and  the  patches  are  formed  by  the  aggregation  of  a  number  of  papules  instead 
of  by  centrifugal  extension.  In  doubtful  cases  the  whole  body  must  be  searched  for  the 
typical  lesions  of  either  disease. 

Lupus  erythematostis  differs  from  psoriasis  in  that,  in  the  former  condition,  the  scales 
*renot  abundant,  the  edge  of  the  patch  is  more  elevated,  the  cheeks  are  usually  attacked, 
Bs  they  are  not  in  psoriasis,  and  there  are  the  distinctive  plugs  in  the  orifices  of  the 
sebaceous  ducts,  as  described  earlier  in  this  article.  Scarring,  too,  may  be  found  in  the 
l»lch,  and  there  may  be  atrophy  of  the  ears. 

As  between  psoriasis  and  papular  syphilides,  the  diagnosis  is  given  under  Papules 
(p.  487).     The  heaped-up  crusts  of  the  condition  which  has  been  styled  psoriasis  rupioides 
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can  be  distinguished  from  the  rupial  lesions  of  syphilis  by  the  base  being  ulcerated  in  the 
latter  disease  ;  but  syphilis  mimics  everything,  and  cases  sometimes  occur  in  whicli  it  can 
be  distinguished  even  from  so  distinctive  an  affection  as  psoriasis  only  by  attention  to  the 
history,  and  by  the  discover^'  of  other  lesions,  the  presence  of  cachexia,  the  influence  of 
salvarsan,  iodides,  and  mercury,  or  by  the  Wassermann  serum  test. 

In  pityriasis  rubra  the  whole  cutaneous  surface  is  always  inflamed  and  reddined. 
without  infiltration  or  thickening,  but  accompanied  by  profuse  desquamation  (Plate  XXIV). 
branny  on  the  head,  larger  flakes  from  the  trunk,  huge  scales  from  the  hands  and  feet. 
Pityriasis  rubra  may  occur  as  an  independent  disease — ^an  extremely  rare  event — <»r  may 
follow  in  the  wake  of  erythema  multiforme,  eczema,  psoriasis,  lichen  planus,  dermatitis 
herpetiformis,  and  certain  drug  eruptions.  Its  niost  frequent  precursor  is  psoriasi'i.  The 
constant  and  profuse  desquamation,  the  papery  scales  and  sheets  in  which  tlie  epidennis 
is  shed,  are  important  diagnostic  signs  ;  others  are  the  vivid  redness  of  the  eruption,  the 
rapidity  with  which  it  is  diffused,  its  universality,  the  serious  impairment  of  health  —some- 
times issuing  in  death — and  the  frequent  absence  of  itching.  From  eczema  it  is  distinguished 
by  the  absence  of  exudation  and  of  crusts  ;  from  psoriasis  by  its  rapid  spread  and  universal 
diffusion  ;  from  pemphigus  foliaceus  by  the  absence  of  loose  bullae  and  of  foul-snielling 
discharge,  the  less  severe  general  symptoms,  and  the  greater  amenability  to  treatment : 
from  lichen  ruber  planus  by  the  absence  of  papules,  as  well  as  by  its  rapid  extension  and 
involvement  of  the  whole  area  of  the  body. 

The  essential  lesions  of  pityriasis  rosea  are  patches  or  circles,  very  slightly  raisi'd  and 
thinly  covered  with  small  scales.     The  eruption  usually  shows  itself  first  on  the  alxiomen, 
though  it  may  begin  on  the  chest,  the  face,  or  the  arms.     It  spreads  less  rapidly  than 
pityriasis  rubra,  but  in  two  or  three  weeks  the  trunk,  the  face,  and  the  limbs  may  be 
covered,  and  though  occasionally  it  is  universal,  it  seldom  extends  below  the  enx)w  or  the 
knee.     The  diagnosis   is  seldom  in  doubt,  the  characteristic   'herald  i)atch  '    with  which 
the  rash  begins,  the  pale-red  tint,  the  slight  elevation  of  the  patches,  the  niinglin«!  of 
maculate  and  circinate  lesions,  the  slight  degree  of  scaliness,  and  the  s|>ontaneous  involu- 
tion, forming  a  distinctive  ensemble.     The  differences  it  presents  from  pityriasis  rubra  luive 
been  indicated  above.     From  psoriasis  it  is  differentiated  by  its  less  inflanimator\'  character, 
the  more  rapid  onset,  the  slight  scaliness,  its  neglect  of  the  situations  most  vulnerable  to 
psoriasitic  attack,  and  the  absence  of  hyperaemic  spots  on  the  surface  beneath  the  scales. 
From  seborrhoea  corporis,  by  the  dryness  of  the  scales,  its  much  less  chronic  character,  the 
lesions  disappearing  spontaneously  in  a  few  weeks.     From  tinea  circinata,  by  the  large    I 
number  and  wide  distribution  of  the  lesions,  and  the  absence  of  the  fungus  which  is  the 
cause  of  cutaneous  ringworm.     From  the  maculo-papular  syphilide,  by  the  absence  of 
infiltration,  the  lighter  colour,  the  fact  that  the  palms  of  the  hands  are  usually  s|)ared. 
and  the  lack  of  concomitant  syphilitic  signs. 

Pityriasis  rubra  pilaris  may  appear  in  the  form  of  scaly  patches,  resembling  ps<iriasis. 
on  the  palms  and  soles,  or  as  a  dry  eruption,  covered  with  eczematous-looking  crusts  :  but 
the  papule  which  soon  appears  is  a  more  characteristic  lesion,  and  the  diagnosis  of  the 
condition  from  psoriasis  and  other  affections  will  be  found  under  Papulks  (p.  488). 

Miilcolm  Morris. 

SCLEROTICS,  BLUE.— (Sec  Fracture,  Spontaneous,  p.  242.) 
SCOLIOSIS.— (See  Curvature,  Spinal,  p.  153.) 
SCOTOMATA.— (See  Vision,  Defects  of,  j).  737.) 

SENSATION,  SOME  ABNORMAUTIES  OF.— The  abnormalities  of  sensation 
met  with  in  disease  are  as  numerous  as  they  are  important  for  the  pur|>ose  of  diagnosis. 
Under  Pain  in  the  Face  (p.  440) ;  Pain  in  the  Upper  Extremity  (p.  442)  ;  and  Pain  in 
THE  Lower  Extremity  (p.  438),  the  question  of  subjective  jjain  in  relationship  to  diagnosis 
has  been  discussed,  and  reference  will  be  found  on  p.  444  to  another  subjective  abnormality 
of  sensation  to  which  the  term  '  acropara*sthesia  '  is  applied. 

Wherever  sensory  loss  occurs,  it  should  assist  in  forming  a  conclusion  as  to  the  site  of 
disease,  even  if  it  does  not  indicfite  clearly  anything  with  regard  to  its  nature.  In  onler 
that  the  senson^^  loss  may  give  the  necessary  information,  it  is  absolutely  necessary  that  the 
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siderable  degree  of  h3rperalgesia  in  the  affected  area  ;  that  is  to  say,  the  pain  produced 
I  pin-prick  or  a  scratch  is  out  of  all  proportion  to  the  nature  of  the  stimulus. 
So  far  we  have  dealt  with  the  disturbance  of  sensibility  produced  by  the  disease  or 
try  of  a  single  nerve.  In  the  disease  known  as  peripheral  neuritis  the  sensory  disturb- 
es  are  very  characteristic,  and  consist  of  pain,  tingling,  tenderness,  and  cutaneous 
isthesia.  Spontaneous  pain  in  the  limbs  is  often  complained  of,  but  more  important  is 
intense  suffering  produced  by  movements,  and  especially  by  handling  the  limbs  or  by 
eezing  the  muscles.  At  the  same  time  cotton-wool  touch  is  often  unperceivcd  on  the 
pheral  parts  of  the  limbs,  particularly  in  what  are  known  as  the  glove  and  stocking 
ks  (Fig,  256).  This  combination  of  deep  hyperalgesia  and  cutaneous  ansesthesia  con- 
ites  an  important  differential  sign  between  peripheral  neuritis  and  tabes  dorsalis,  in 
;h  superficial  and  deep  analgesia  are  nearly  always  associated. 

Dlslarbances  of  Sensatton  in  Lesions  of  the  Cord. — The  impulses  of  the  three 
pheral  sub-systems — deep,  epicritic,  and  protopathic — combine  in  new  groups  soon 
r  they  enter  the  spinal  cord.  Some  impulses  cross  to 
opposite  side  immediately,  others  cross  after  running  a 
t  course  on  the  same  side,  and  others  ascend  to  the 
nr  extremity  of  the  cord  entirely  on  the  side  of  their 
y.    This    rearrangement   may    be  summarized    briefly 

1.  Impulses  of  pain,  whether  excited  by  cutaneous 
uli  or  by  excessive  pressure,  run  together  in  the  spinal 
,  and  cross,  probably  soon,  to  the  opposite  side. 

2.  Impulses  of  temperature  of  all  degrees  cross  to  the 
site  side  and  are  closely  associated,  but  not  inter- 
led,  with  those  of  p&in  ;  the  impulses  of  heat  are 
separated  from  those  of  cold. 

}.  Impulses  excited  by  light  touch  and  by  pressure, 
those  which  subserve  their  localization,  accompany 
other,  cross  to  the  opposite  side,  probably  less  rapidly 
those  of  pain  and  temperature,  and  ascend  in  a  path 
1  is  distinct  from  that  of  the  latter. 

t.  Impulses  subserving  the  senses  of  passive  position 
novement  .are  associated  with  those  of  tactile  dis- 
nation      (compass 

i  iVeMwre  and  iUioeaHaatUm.^-^ — ^^ 
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Fig.  2o8. — Diagram  illaHtratiiii;  the  <our>jfi  of  the  seusorv  impulses  past*inp  from  the 
I)erii)henil  nerves  into  the  spitiul  oonl.  fl'rom  the  outhor'tj  article  in  OsUr's  MwUrrn 
Medicinr,  vol.  vii.) 
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,1  work  to  be  deduced  from  the  above  considerations  are  as  follows  :  In  the  first 
analgesia  resulting  from  a  cord  lesion  always  includes  deep  as  well  as  superficial 
ind  so  differs  from  the  analgesia  produced  by  a  peripheral  nerve  lesion  in  which,  as 
ve  seen,  superficial  analgesia  may  be  associated  with  deep  hyperalgesia.  Secondly, 
n  of  the  spinal  cord  may  abolish  the  appreciation  of  thermal  stimuli,  but,  if  it  does 
;  discrimination  between  all  degrees  of  heat  and  cold  will  be  lost.  This  again  differs 
he  effect  of  some  peripheral  lesions.  In  the  third  place,  a  lesion  of  the  posterior 
IS  may  produce  loss  of  the  sense  of  passive  position  and  movement  without  any 

tactile,  painful,  or  thermal  stimuli,  a  combination  which   does  not  obtain  as  the 
of  a  lesion  limited  to  the  peripheral  nervous  system. 

all  diseases  or  injuries  of  the  spinal  cord,  the  degree  of  sens  Dry  loss  depends,  of  course, 
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arm,  so  as  to  give  it  the  appearance  of  a  glove  distribution.  Similarly,  on  the  face  a 
ral  area,  including  the  nose,  mouth,  and  eyes,  may  preserve  its  sensibility  intact,  while 
surrounding  regions  are  completely  insensitive  to  painful  and  thermal  stimuli.  Thermo- 
sthesia  and  analgesia  are  sometimes,  but  not  nlw&ys,  co-extensive.  Tactile  los^  also 
ITS,  but  usually  supervenes  in  the  later  stages  of  the  disease.  Subjective  sensations 
'  form  the  initial  evidence  of  the  disease,  and  may  be  thermal,  painful,  or  tactile, 
cinating  pains  and  cramps  are  described.  More  curious  are  the  subjective  sensations 
reoching  sweat  in  a  part  which  is  dry,  or  of  cold  in  a  part  which  is  quite  normal  in 

In  tube*  doraalU  the  disturbances  of  sensation  are  numerous  and  characteristic.  Light- 
and  dull  boring  pains,  tingling,  numbness,  girdle  sensations,  and  various  painful 
s  are  among  the  subjective  abnormalities.  Impairment  or  loss  of  deep  and  super- 
I  pain  sensibility  in  various  parts  of  the  body  is  one  of  the  earliest  and  most  important 
deal  signs  for  the  purpose  of  diagnosis.  The  cutaneous  analgesia  is  generally  found 
tie  legs,  and  often  also  in  the  root  areas  on  the  arms  and  thorax  corresponding  to  the 
o  D  5  segments  {Fig.  268).     Deep  analgesia  is  nearly  always  present  in  the  calf  muscles. 


L  ■  chuK!Uristic  dUtfibUlioD   of  Afm- 
dsieij   u    paliilul 

Jeep  fcniJgHiB. 


icial  nerves  such  as  the  ulnar  may  often  be  found  insensitive  to  rolling  or  pinching, 
d  sensibility  is  another  phenomenon  very  characteristic  of  some  cases  of  tabes 
s.  Hyperesthesia  may  be  present,  especially  in  bands  around  the  abdomen,  when 
or  intestinal  crises  form  part  of  the  chnical  picture.  Intolerance  of  hot  or  cold 
>n  any  part  of  the  skin  is  described  by  some  patients  suffering  from  severe  forms  of 
Ease.     Allocheiria,  or  reference  of  a  sensory  stimulus  to  the  opposite  side  of  the  body. 

0  been  observed.  The  sense  of  position  and  movement  is  nearly  always  disturbed 
motor  ataxy,  and  this  results  in  varying  degrees  of  inco-ordination  and  in  the  pri>- 

1  of  Romberg's  sign.  Astercognosis,  or  the  inability  to  gauge  approximately  the 
1  shape  of  objects  placed  in  the  patient's  hand,  is  another  common  sensory  defect. 

diagetninaltd  sclerosis,  sensory  troubles  do  not  as  a  rule  constitute  so  prominent  a 
as  do  the  motor  disabilities,  but  subjective  and  objective  changes  are  by  no  means 
non.  Numbness  of  one  limb  lasting  a  few  weeks  or  months,  girdle  sensations,  and 
»ins  of  a  neuralgic  type,  are  sometimes  complained  of.  I  have  known  transient 
esthesia  to  be  an  initial  symptom  in  one  case,  and  astercognosis  with  loss  of  sense 
ion  on  one  side,  to  be  the  earliest  signs  of  disease  in  two  or  three  cases.  From  the 
tic  standpoint  these  are  important  facts,  because  it  is  very  tempting  to  assume, 
usiy,  that  such  sensory  phenomena,  occurring  alone  without  any  rellex  or  motor 
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signs  of  orfjanic  disease,  are  hysterical  in  origin.     They  are  doubtless  due  to  patches  at 
disease  near  the  internal  capsule. 

Tliis  brings  us  to  the  consideration  of  the  Abnormalities  of  SoustloD  resnltlnC  tnm 
Disease  of  tbe  Hi^er  Parts  of  tbe  Nervous  System.  Hemianssthesia  is  a  commoo 
result  of  the  various  vascular  accidents  responsible  for  apoplexy  and  hemiplegia.  It  rmj 
be  present  with  or  without  motor  paralysis  and  with  or  without  hemianopia  ;  sometitna 
all  three  phenomena  are  associated  in  the  ease  of  severe  leskias  of  tbe  internal  capsule 
and  optic  radiations.  In  most  cases  of  apoplexy  hemianeBthe8i&  ia  slight  and  transient. 
Tactile  and  pain  sensibility  may  be  impaired,  usually  more  so  on  the  limbs  than  o: 
trunk,  and  more  especially  in  the  distal  portions  of  the  aim  and  1^.  fiven  when  toudiet 
are  perceived  they  are  localized  badly  by  the  patient.  In  UaUmM  of  the  optic  tkaJoMiis 
opposite  side  of  the  body  may  be  the  site  of  a  curious  aenaory  disturbance  irtiich  considt 
in  part  of  a.  lowered  sensibility  to  painful  stimuli  and  in  part  of  a  great  exaggeiation  of  the 
disagreeable  effects  produced  by  such  stimuli  when  they  are  perceived.  Por  instance,  the 
patient  may  fail  to  recognize  a  light  pin-prick  so  well  on  the  affected  as  on  the  sound  sidt, 
but  a  scratch  may  produce  an  intensely  painful  sensation  referred  to  a  very  wide  aret 
not  localized  to  the  spot  stimulated.  In 
cases  the  patient  often  complains  also  of  parox- 
ysms of  severe  pain  in  the  affected  limbs. 

The  hemianiesOiaia  of  hysteria  is  usiully  hr 
more  complete  to  all  forms  of  stimulation  t' 
any  hemianesthesia  due  to  organic  disease  of  llw 
brain.     The  hysterical  patient   is  found  to  ha\e 
lost  taste,  smell,  and  sometimes  even  liearine.  ua 
the  atuesthetic  side.     The  visual  defect,  instead  of 
being    hemianopie    as    in    the    organic   cases, 
generally  a  marked  contraction  of  the  visual  tifldi. 
sometimes  amounting  to  blindness,  especially 
the  eye  corresponding  to  the  other  sensory  defeds. 
Lesions   of  the  Imiin-slem    may    also  be  n 
sponsible    for  extensive   loss   of   sensation.    Fo 
instance,    thrombosis    of    the    posterior    infrriot 
cerebellar  artery  gives  rise  to  a  localized  sofienin; 
on    one    side    of    the    medulla,    which   prodiim 
thermo -anesthesia  and  aiudgesia  on  the  same 
~£!infl"  r^Br^SS?  il..'?'  V!!i^^,  '"'^     °^  *''^  f**'^'  *"■*  ""  '***  trunk  and  limbs  of  the 
i»  or     opposite  side  (Pig.  2ttl).     This   sensory  distiiiti- 
""'^        ance  is   sometimes  complicated    by    homolatvnl 
cerebellar  ataxy  and  cranial  nerve  palsies. 
So  far  wc  have  dealt  chiefly  with  the  various  forms  of  lowered  sensibility,  and  lu>tt 
given  little  attention  to  perversions  of  sensation,  such  as  are  indicated  by  the  terms  liyptr- 
ipslhesia  and  parteslhesia. 

Hyperesthesia  is  observed  in  cases  of  tabes  dorsolis  and  peripheral  Dcrve  ksions  »s 
described  above,  but  it  is  also  met  with  in  other  conditions  of  organic  as  well  as  ftuictionil 
disease.  It  is  found,  for  instance,  in  root  areas  in  coses  of  vertebral  and  iotiavertebnl 
disease.  In  spinal  caries  and  in  iumours  of  the.  spinal  meninges,  a  zone  of  hypenesthrsi* 
may  be  detected  just  hImvc  the  area  of  anesthesia  produced  by  the  compression  of  the 
cord,  or  it  may  precede  the  appearance  of  compression  signs,  liie  increased  sensibility  is 
prol>ably  caused  by  pressure  on.  or  irritation  of,  the  posterior  root  flbres,  A  similu 
phenomenon  is  a  frequent  accompaniment  and  sequel  of  an  attack  of  herpes  ^oif"- 
The  shape  and  situation  of  such  hypera-sthetic  zones  afford  a  clue  to  the  site  of  the  lesli>n- 
Ilypcnesthesite  as  well  as  |>anesthesiie  are  among  the  earliest  signs  of  subamie  tambii"^ 
degeneratinn  oftherorri,  and  are  referred  by  the  patient  to  peripheral  partsof  his  four exirrm- 
ities.  They  may  precede  by  many  weeks  or  months  the  appearance  of  ataxic  or  s|>a*iif 
imrapk'ffia  and  definite  areas  of  scnsorj-  loss.  Similar  symptoms  are  also  complained  nf  »" 
not  a  few  cases  of  i>cmicious  aiiicnna  and  other  severe  blood  diseases,  probably  on  aceiu*"' 
of  scattered  degenerations  in  the  ner\oiis  system  as  the  result  of  the  An.«mia  (p.  ■X). 

Xearaathenic  and  hysterical  stales  arc  responsible  for  hypencsthetic  areas  whkh  iia"*' 
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relation  to  central  or  peripheral  innervation.  In  neurasthenia,  especially  the  traumatic 
riety,  the  patches  are  usually  found  on  and  around  the  spine  and  over  the  scalp.  In 
sterical  conditions  similar  patches  may  be  detected  in  the  mammary  and  ovarian  regions. 

Hyperaesthesia  in  connection  with  visceral  disease  has  been  referred  to  in  other  articles, 
»h  as  those  on  Pain  in  the  Face  (p.  446) ;  Pain  in  the  Upper  Extremity  (p.  442) ;  etc. 

A  very  special  peculiarity  of  sensation,  known  as  Magnan's  sign,  is  met  within  sufferers 
m  the  cocaine  habit ;  it  consists  in  a  subjective  feeling  as  of  multiple  small  worms  creeping 
>ut  under  the  skin,  though  in  some  eases  the  patient  compares  his  sensation  to  that  of  fine 
id  under  his  skin.  e.  Farquhar  Buzzard, 

SHIVERING  FITS.— (See  Rigors,  p.  594.) 

SHORTNESS  OF  BREATH— ;See  Breath,  Shortness  of,  p.  87.) 

SKIN  ERUPTIONS.— (See  Macules,  p.  382  ;  Papules,  p.  487 ;  Etc.) 

SKIN,  PIGMENTATION  OF.— (See  Pigmentation  of  the  Skin,  p.  527.) 

SKODAIC   RESONANCE.— When  there  is  a  basal  and  unilateral  pleuritic  effusion 

nedium  degree,  the  pitch  of  the  percussion  note  over  the  upper  part  of  the  thorax  in 

it  is  often  higher  on  that  side  of  the  chest  on  which  the  effusion  is  than  on  the  other.     It 

lOt  a  question  either  of  impairment  of  resonance  or  of  hyper-resonance,  but  merely  of 

ih.    This  higher  pitch  of  the  percussion  note  over  the  upper  lobe,  when  the  lower  lobe 

ompressed  by  an  effusion,  is  named  '  Skodaic  resonance,'  after  the  observer  who  first 

w  attention  to  it.     Its  importance  is  mainly  twofold  :  in  the  first  place  it  does  not  indi- 

i  disease  of  that  part  of  the  lung  which  affords  the  sign — for  instance,  the  fact  that,  in 

tse  of  right-sided  effusion,  the  right  upper  lobe  gives  a  higher-pitched  percussion  note 

1  does  the  left  cannot  be  taken  as  evidence  that  there  is  a  lesion,  perhaps  tuberculous, 

he  right  apex  ;  in  the  second  place,  it  is  erroneous  to  suppose  that  skodaic  resonance  is 

lined  only  in  cases  of  effusion  ;  its  occurrence  cannot  be  taken  as  proof  that  dullness  at 

base  is  due  to  fluid  there.     It  is  true  that  pleural  effusion  gives  it  not  only  in  most 

ked  degree,  but  also  most  commonly  ;    nevertheless  it  may  also  be  observed  in  some 

8  of  based  pneumonia  without  effusion,  or  as  the  result  of  compression  of  a  lower  lobe 

mch  causes  as  subdiaphragmatic  or  hepatic  abscess,  hepatic  masses  such  as  carcinoma, 

ma  or  hydatid  cyst,  great  enlargements  of  the  spleen  such  as  occur  in  leukaemia,  a  big 

I,  a  pericardial  effusion,  or  a  mediastinal  or  pulmonary  new  growth. 

The  cause  of  skodaic  resonance  has  never  been  quite  decided,  and  many  theories  have 

propounded  about  it  ;    clinically,  the  most  serviceable  view  is  that  anything  that 

ns  the  degree  to  which  the  upper  lobe  is  stretched,  yet  without  actually  compressing 

lay  produce  a  rise  in  the  pitch  of  its  percussion  note.     Bilateral  compression  of  the 

3  of  the   lungs   by   such    lesions    as    ascites,    presumably    causes    bilateral    skodaic 

lance,  but  this  is  difficult  to  determine,  because  the  latter  is  recognizable  only  when 

",  is  a  difference  of  pitch  between  the  two  sides. 

Skodaic  resonance  over  an  upper  lobe  when  there  is  some  lesion  affecting  the  lower 

on  the  same  side,  should  not  be  confused  with  the  tympanic  note  that  may  sometimes 

jard  over  the  other  parts  of  the  thorax.     Stomach  tympany  is  heard  normally  external 

id  below  the  precordial  region  over  an  area  known  as  Traube's  space,  which  is  bounded 

e  by  the  precordial  dullness,  behind  by  the  splenic  dullness,  and  below  by  the  rib 

in.     When  the  stomach  is  dilated  there  may  be  an  abnormal  extent  of  this  gastric 

>any  in  the  thorax.     When  the  transverse  colon  is  distended  with  gas,  or  when  it  is 

^  upwards  by  something  intra-abdominal,  it  may  produce  abnormal  areas  of  thoracic 

any,  particularly  in  the  lower  sternal  region  or  on  either  side  of  this.     Such  condi- 

can  scarcely  be  mistaken  for  skodaic  resonance,  for  the  latter  concerns  the  upper 

and  is  not  a  definite  tympany,  but  rather  a  moderate  rise  in  the  pitch  of  tlie  ordinary 

ssion  note,  not  as  a  rule  obvious  till  the  two  sides  are  contrasted.  Herbert  French. 

SLEEPLESSNESS.  -(See   Insomnia,  p.  .TiO,) 

(MELL,     ABNORMALITIES    OF.— Abnormalities  of  the   sense   of  smell    fall    into 
main  categoricF,  namely  : — (1)  Too  great  sensitiveness  to  smells  which  actually  exist ; 
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(2)  Deficient  sensitiveness  to  smells  which  actually  exist ;  (3)  Subjective  sensations  of 
smells  which  do  not  exist. 

Too  great  sensitiveness  to  existing  smells  is  sometimes  a  nuisance  to  the  individual, 
but  is  seldom  a  sign  of  disease.  There  are  great  differences  in  the  powers  of  perception 
of  different  sensations  in  different  persons,  and  just  as  some  can  appreciate  very  slight 
differences  in  sounds  more  than  others,  so  can  some  detect  smells  that  are  indiscernible 
by  others.    This  is  natural  idiosyncrasy. 

Deficient  sensitiveness  to  actual  smells  is  often  but  the  obverse  of  the  above,  and 
no  sign  of  disease,  although  it  may  be  a  detriment  to  the  individual,  especially  in  certain 
conmiercial  pursuits  in  which  the  varying  qualities  of  products  are  judged  partly  by  smell. 
When  the  power  of  smell,  having  been  normal,  becomes  deficient  or  totally  absent,  the 
change  may  affect  one  nostril  only,  or  both.  The  condition  may  be  transient  or  persis- 
tent. The  commonest  cause  of  transient  anosmia  is  acute  nasal  catarrh,  whether  the  result 
of  an  ordinary  cold,  or  of  other  affections  such  as  hay  fever  (coryza  e  feno),  oncoming 
measles,  or  the  effects  of  drugs  such  as  iodide  of  potassium  or  arsenic. 

Persistent  anosmia  may  be  due  to  : — 

(a).  Inability  to  get  air  freely,  or  at  all,  through  the  nostril,  as  the  result  of : — 


Adenoids 

Polypi 

Dislocated  nasal  septum 

Nasal  septal  spur 


Hypertrophic  rhinitis 

Syphilis 

Necrosis  of  bones  in  the  nares 

Occluded  anterior  or  posterior  nares. 


(6).  Alteration  in   the  olfactory  mucous   membrane,  so   that   it   no    longer    transmits 
impulses  to  the  endings  of  the  olfactory  nerve,  although  the  airway  is  free  : — 


Atrophic  rhinitis 


(c).  Abnormalities  of  the  olfactory  nerves  : — 


Paralysis  of  the  fifth  nerve,  leading  to 
undue  dr3mess  of  the  mucosa. 


Congenital  absence  noxious  vapours,  ammonia,  or  snuff ; 

Hydrocephalus  or  part  of  a  general  peripheral  neuritis 

Olfactory  neuritis,   either  the  result  of  Post-influenzal  changes, 
overstimulation      locally     by     strong 

(d.  Cranial  lesions,  especially  haemorrhage,  thrombosis,  embolism,  softening,  injury, 
or  tumour  of  the  uncinate  gyrus,  which  is  the  centre  for  smell. 

(e).  General  nerve  diseases,  especially  : — 

General  paralysis  of  the  insane  |      Tal>cs  dorsalis 

(f).  Hysteria. 

There  is  little  need  to  discuss  the  above  table  in  detail,  for  each  heading  speaks  for 
itself.  When  a  case  is  being  investigated,  the  history  is  very  important ;  it  is  next  neces- 
sary to  examine  the  nose  carefully  through  a  speculum,  and  to  test  the  air-way  through 
each  nostril ;  if  there  is  any  local  lesion  it  will  generally  be  obvious,  and  only  after  local 
affections  have  been  excluded  should  conditions  in  groups  c,  d,  e,  and  f  be  discussed. 
Anosmia  will  seldom  if  ever  be  a  prominent  symptom,  except  in  connection  with  local 
affections  of  the  nose  ;  when  due  to  any  other  cause  there  will  nearly  always  be  some 
other  symptoms  which  will  attract  attention  more  than  the  anosmia  itself. 

Subjective  sensations  of  smells  which  do  not  exist  externally  may  be  due  to  : — 
(a).  Offensive  or  purulent  inflammations  of  the  nose  or  of  the  air-cells  communicating 
with  it,  especially  empyema  of  the  antrum  of  Highmore,  or  of  a  frontal  sinus. 
(6).  Local  thickening  of  the  meninges,  tumour  of  the  brain,  or  interference  with  the 

vascular  supply,  causing  irritation  of  the  hippocampal  region, 
(c).  An  aura  preceding  an  epileptic  seizure. 
(d).  Hysteria, 
(e).  Insanity. 
In  arriving  at  a  diagnosis,  it   is   chiefly   important  to    exclude  purulent    affections 
discharging  into  the  nose  ;    if  it  is  possible  to  state  with   certainty   that  the  abnormal 
sensations  have  no  such  organic  basis,  it  is  not  difficult  as  a  rule  to  decide  between  the 
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causes.  It  is  a  curious  fact  that  subjective  abnormalities  of  smell  are  apt  to  be 
iated  with  delusional  insanity  concerning  the  genital  organs,  in  which  the  prognosis 
t  ftree  from  acute  dangers.  Herbert  French, 

INORING  may  be  a  very  troublesome  symptom  in  some  patients,  particularly  to 
who  have  to  sleep  in  the  same  room  with  them  ;  but  it  is  often  less  an  indication  of 
se  than  merely  a  bad  habit.  Most  snorers  sleep  with  their  mouths  open,  and  breathe 
^  through  the  nose  and  partly  through  the  mouth  ;  but  it  is  possible  for  snoring  to 
with  the  mouth  completely  shut,  and  nothing  the  matter  with  the  nasal  passages. 
:endency  is  increased,  however,  by  any  obstruction  of  the  nasal  airway,  so  that 
!ular  examination  should  be  made  for  such  lesions  as  undue  smallness  of  the  nares 
tendency  for  the  soft  parts  of  the  nostrils  to  collapse  on  inspiration,  deflected 
m,  hypertrophic  rhinitis,  polypi,  adenoids,  acute  or  chronic  nasal  catarrh,  inflamma- 
f  the  accessory  sinuses  or  of  the  pharyngeal  tonsils,  or  even  a  flbrosarcoma  or  other 
s»m  of  the  nasopharynx.  Herbert  French, 

lOBE  THROAT  may  be  due  to  one  or  other  of  many  different  causes  : — 

.  Affections  of  the  Tonsils : — 

^nsy. 

cuie  Tonsillitis, 

(a).  With  reddening  and  swelling  only  : 
Acute  inflammation  due  to  vanous 

micro-organisms,    especially    to 

streptococci  ;       staphylococci  ; 

pneumococci  ;     pneumobacilli ; 

diphtheria  bacilli ;    Hofmann^s 

bacilli ;     Vincent's  spirilla  and 

fusiform    bacilli ;       spirochsta 

(treponema)  pallida  ;  micrococci 

catarrhales  ;    bacilli  influenzae  ; 

tubercle     bacilli.       The   sore 

throats  of  scarlet  fever,    rheu- 
matic  fever,   German   measles, 

and  measles  are  probably  not 

due  to  specific  micro-organisms, 

but   to   streptococci,  or  others 

of  the  bacteria  just  enumerated. 


(6).  With  redness,  swelling,  and  exuda- 
tion : 
Follicular  tonsillitis  due  to  strepto- 

corol.  etc.,  as  above 
Diphtheria 
Vincent's  angina 
Syphilis 

Kirkland's  disease,  or  epidemic  cer- 
vical adenitis, 
(c).  With  ulceration  : 

Phlegmonous     tonsillitis    due     to 

streptococci,  etc.,  as  above 
Syphilis 

Vincent's  angina. 
Chronic  Affections  of  the  Tonsils : — 

Recurrent  inflammation  often   associ- 
ated with  adenoids,  or  tonsillar  hy- 
pertrophy, especially  in  children 
Primary  or  secondary  syphilis 
Vincent's  angina  [lioma) 

Squamous-celied     carcinoma     (epithe- 
Sarcoma.         Gumma  Tubercle. 


Inflammation  of  tlie  Soft  Palate,  Uvula,  and  Fauces : — 


Catarrh,  occurring  either  by  itself  or 
associated  with  any  of  the  varieties 
of  tonsillitis  enumerated  above 

Affections  of  the  Pharynx : — 

Acute  catarrhal  pharyngitis  due  to  any 
of  the  micro-organisms  mentioned 
under  the  heading  of  acute  tonsillitis 

Chronic  granular  phar\nigitis  due  to 
smoking  in  excess  :  or  to  over-use, 
as  in  clergyman's,  costermonger's,  or 
stockbroker's  sore  throat 

Laryngeal  Conditions,  especially  : — 

Acute  catarrhal  laryngitis  due  to  any 
of  the  organisms    mentioned  above 
Tuberculous  laryngitis 
Syphilitic  laryngitis 


Gumma 

Squamous-celied  carcinoma 

Tubercle. 


Squamous-celied     carcinoma 

pharynx 
Post-pharyngeal  abscess 
Varicella 
Variola. 


of     the 


Carcinoma  laryngis 

Acute  perichondritis  of  the  arytenoid, 
thvroid,  or  cricoid  cartilages. 


ilore  Throats  the  result  of  the  Swallowing  or  Inhalation  of  Irritants  : 

Corrosives,  such  as  alkalies  or  strong  Ammonia  vapour,  chlorine  fumes 

acids  Hot  steam. 

Mumps. 

kcute  and  Subacute  Adenitis  of  the  lymphatic  glands  in  the  neck. 
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Notwithstanding  the  length  of  the  above  Hst  the  differential  diagnosis  of  a  sore  throat 
in  practice  is  not  difficult  as  a  rule.  Inquiry  into  the  history  and  inspection  of  the  parts 
locally  in  a  good  light  will  generally  serve  to  give  one  a  shrewd  notion  of  the  nature  of  the 
complaint.  The  chief  point  in  practice  is  to  determine  as  soon  as  possible  whether  the 
Klebs-Loffler  bacilli  of  diphtheria  are  present  or  not,  for  it  has  been  established  that  there 
is  no  kind  of  sore  throat  which  can  be  recognized  clinically  as  non-diphtheritic.  It  is  im[X)r- 
tant  that  swabbings  should  be  taken  from  the  inflamed  parts  and  examined  by  a  bacterio- 
logist both  directly  in  films  stained  by  Neisser's  method  or  one  of  its  modifications,  and  by 
means  of  cultures.  Similar  bacteriological  investigations  will  serve  to  determine  which  of 
the  organisms  mentioned  above  is  responsible  for  an  acute  or  follicular  or  ulcerative  sore 
throat  other  than  diphtheritic,  it  being  borne  in  mind,  however,  that  the  organism  should 
be  found  in  fairly  pure  cultures  if  it  is  to  be  regarded  as  causative  and  not  merely  as  a 
secondary  or  even  casual  infection. 

Affections  of  the  Tonsils. 

Quinsy  is  practically  always  asymmetrical,  one  tonsil  being  very  much  more  bulged 
than  the  other  ;  the  surface  is  reddened,  generally  without  follicular  suppuration,  and  the 
diagnosis  is  ultimately  confirmed  by  the  bursting  of  the  abscess. 

The  presence  of  Klebs-Loffler  bacilli  in  association  with  a  sore  throat  may  be  regarded 
as  conclusive  proof  that  the  lesion  is  diphtheria,  even  though  there  may  be  no  typical  diph- 
theritic exudate.  Diphtheria  having  been  excluded,  the  diagnosis  of  one  of  the  other 
varieties  of  acute  tonsillitis  is  rendered  possible.  The  frequency  with  which  acute  rheuma- 
tism is  associated  with  recurrent  tonsillitis,  especially  in  young  people  between  the  ages  of 
five  and  twenty,  should  always  be  borne  in  mind  ;  the  patient  may  or  may  not  hsi\t 
suffered  from  other  effects  of  acute  rheumatism,  such  as  joint  pains,  endocarditis  (evidenced 
by  the  bruits),  pericarditis,  pleurisy,  erythema  nodosum,  chorea  ;  or  a  history  of  such 
rheumatic  affections  may  be  obtained  in  other  members  of  the  same  family.  The  tonsillitis 
is  benefited  by  sodium  salicylate,  but  by  no  means  to  the  same  extent  as  are  the  joint 
pains,  so  that  the  effect  of  treatment  is  not  by  itself  conclusive  evidence  of  the  nature  of 
the  complaint. 

When  acute  rheumatism  gives  rise  simultaneously  to  generalized  erythema  and  to 
tonsillitis,  there  will  be  very  considerable  difficulty  in  excluding  scarlet  fever,  especially  if 
there  has  been  considerable  nausea  or  actual  vomiting  ;  in  some  such  cases  the  diagnosis 
will  be  one  of  opinion  only  ;  that  which  was  regarded  at  first  as  acute  rheumatic  tonsillitis 
and  erythema  may  prove  to  have  been  scarlatina  after  all,  should  the  patient  presently 
develop  acute  nephritis,  or  if  other  members  of  the  family  develop  typical  scarlatina: 
the  occurrence  of  extensive  peeling  of  the  skin  is  not  conclusive  evidence  of  scarlatinal 
erythema  and  sore  throat.  If  the  patient  is  known  to  have  had  scarlet  fever  formerly. 
the  rheumatic  nature  of  the  case  is  more  likely. 

Follicular  tonsillitis  is  not  a  final  diagnosis,  for  it  may  be  due  to  various  different 
micro-organisms,  and  there  is  no  doubt  that  the  diphtheria  bacillus  may  produce  that 
which  to  inspection  presents  multiple  foci  of  pus  in  the  different  tonsillar  cr>^pts  formerly 
regarded  as  characteristic  of  follicular  as  distinct  from  diphtheritic  tonsillitis.  The  only 
conclusive  proof  that  a  comparatively  simple  follicular  tonsillitis  is  not  diphtheritic  is 
bacteriological  examination.  If  clinical  points  alone  have  to  be  relied  on,  one  would  say 
that  the  higher  the  temperature,  the  greater  the  constitutional  disturbances,  and  the  more 
sudden  the  onset,  the  more  likely  is  it  not  to  be  diphtheria. 

VincenVs  angina  has  been  differentiated  bacteriologically,  cases  of  this  kind  having 
formerly  been  regarded  either  as  diphtheria  or  as  follicular  tonsillitis.  The  characteristic 
micro-organisms  present  are  elongated  fusiform  bacilli  symbiotic  with  spirilla  (P/<i^^ 
XXV II I J  Fig,  M).  The  disease  is,  as  a  rule,  more  resistant  to  treatment  than  are  other 
forms  of  acute  sore  throat,  so  that  what  has  originally  been  a  tonsillitis  with  exudation 
presently  becomes  an  ulceration  associated  with  remarkable  foetor  of  the  breath,  but 
without  that  tendency  to  fatal  termination  presented  by  most  other  varieties  of  acute 
ulcerative  or  phlegmonous  sore  throat.  The  disease  cannot  be  recognized  witJiout  the 
aid  of  the  bacteriologist. 

Syphilis  may  cause  acute  soreness  of  the  throat  in  its  secondary  stages,  and  unless 
that  possibility  is  borne  in  mind,  one  may  diagnose  as  acute  simple  or  acute  follicular  ton- 
sillitis that  which  is  really  syphilitic.     There  is  more  or  leas  pyrexia,  and  in  most  cases 
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!  wiH  be  tenderness  of  the  scalp  and  of  the  bones,  together  with  the  well-known 
)lous  eruption  upon  the  skin  and  the  '  snail-track  '  ulcer.s  upon  the  pharynx.  The 
aosis  may  be  more  difficult  in  women  than  in  men,  for  in  the  latter  the  remains  of  the 
cie  may  still  be  obvious.  Wassermann's  serum  test  may  assist  materially  in  the 
losis  of  doubtful  cases. 

Chronic  affections  of  Ihe  tonsils  in  children  are  nearly  always  the  result  of  recurrent 
!  attacks  of  non- diphtheritic  tonsillitis,  generally  in  association  with  adenoids,  both 
tions  arising  from  the  habit  of  mouth  breathing.  Inspection  of  the  bulging  hyper- 
lied  tonsils,  with  or  without  digital  examination  of  the  posterior  nasal  fosste,  will 
ate  the  diagnosis.  In  an  older  person,  simple  hypertrophy  from  recurrent  tonsillitis 
mes  progressively  less  common.  Chronic  tonsillitis  in  a  young  adult  may  be  diph- 
tic,  syphilitic,  or  due  to  Vincent's  angina,  the  diagnosis  between  these  being  arrived 
the  way  de5crit>ed  above.  It  may  be  mentioned  that  in  very  rare  instances  an  actual 
cK  appears  upon  one  tonsil,  giving  rise,  unless  secondary  symptoms  are  present,  to 
I  difficulty  in  diagnosis  until  the  case  has  been  watched.  Malignant  disease  of  the 
!»,  whether  squaTnous-eelkd  carcinoma,  or  sarcoma,  is  fortunately  not  very  common ; 
.  it  does  develop,  its  comparatively  non-acute  course  and  its  unihiteral  distribution 
progressive  ulceration  of  the  central  parts  and  ovei^rowtli  of  the  edges  of  the  neo- 
1  will  point  to  the  diagnosis.  A  gumma  of  the  tonsil  is  rare,  but  may  at  first  simulate 
nous-celled  carcinoma  :  in  case  of  doubt  a  small  portion  of  the  suspicious  mass 
t  be  excised,  and  examined  microscopically  ;  or  if  operative  measures  were  not  to  be 
ted  at  once,  potassium  iodide  or  salvarsan  might  be  administered,  and  the  lesion  would 
own  to  be  gummatous  if  it  were  thereby  relieved  or  cured.  Tubercuhus  ulceration  of 
onsils  is  uncommon,  practically  never  primary,  but  nearly  always  preceded  by  both 
sis  and  tubereulosis  of  the  larynx.  The  diagnosis  will  be  indicated  by  the  discovery 
berele  bacilli  in  the  sputum,  though  it  should  not  be  forgotten  that  carcinoma  or 
la  might  affect  the  tonsil  in  a  person  who  has  phthisis. 
nflanunatlaB  ot  the  Son  Palate.  Uvula,  and  Fauces. 

niis  may  be  seen  in  many  cases  of  common  cold  ;  in  association  with  acute  rheuma- 
;  in  persons  who  have  recently  returned  to  town  from  a  holiday  ;  in  patients  who  have 
subjected  to  the  influence  of  motor-car  dust  stirred  up  from  the  roads  after  the  latter 
been  dry  for  about  three  days — a 
r  period  of  dryness  seems  to  lead 
:lative  disinfection  of  the  dust, 
;  rain  keeps  the  dust  from  rising, 
■at  either  continuance  of  fine 
ler  or  a  return  to  wet  leads  to  a 
pearance  of  the  sore  throats ;  or 
ose  who  are  subjected  to  the 
nee  of  relatively  concentrated 
bes,  as  in  the  air  of  old-fashioned 
:al  wards,  of  ill- ventilated  much- 
ited  rooms,  of  sewers,  and  the 
Often  a  rim  of  acute  reddening  is 
seen  all  along  the  edge  of  the 
or    pillars    of    the    fauces,     and 

ng  much  of  the  uvula   and    of  the  ^^    ^|^    -TemJ-iT.iliin'   rhirt    in  n.  wverc   .HP  of    Kirkliril'* 

>alate,  producing,  as   a  rule,  but        iiineu.-*  m  wtui'i.  iiw  *)re  lUniBt  ■j|;'-'J^'j^'|'|![j;^"'"['J^.||J"J{'^;'. 
ayrexia,  though  much  discomfort         ta«  iiie  lemiwramn-  lnw  !»«  ilum  n  ■■«k. 
allowing,   and   a  raspy  feeling  at 

ick  of  the  mouth  on  first  waking  in  the  morning.  This  inflammation  of  the  palate 
luces  may  or  may  not  be  associated  with  tonsillitis,  jiharyngitis,  or  laryngitis  ;  it 
irly  microbial ;  and  doubtless  more  than  one  of  the  varieties  of  bacteria  mentioned 
may  produce  the  lesion.  The  diagnosis  of  the  fact  of  inflammation  is  ol)vious  on 
tion  ;    that  of  the    nature   of  the   micro-organism    requires  skilled    bacteriological 

uring  the  last  few  years  a  new  and  common  disease,  epidemic  in  character,  and  with 
sore  throat,    fever,   and  enlargement  of  the   upper  cervical    glands    as    its  main 


616  SORE    THROAT 

symptoms,  has  been  described  by  Kirkland,  of  Cheltenham  ;  it  is  spoken  of  variously  » 
Kirkland"s  disease^  the  Cheltenham  disease^  or  epidemic  ceivical  adenitis.  In  some  respects 
it  resembles  diphtheria,  in  some  rheumatic  fever,  and  in  some  atypical  scarlatina  without 
rash,  but  it  differs  from  all  these  according  to  most  observers,  and  it  is  now  regarded  as  t 
specific  malady.  It  affects  young  and  old  alike,  is  very  infectious,  generally  occurs  ia 
epidemic  form,  may  be  mild,  medium,  or  very  severe,  but  generally  ends  in  reeoveiy. 
Starting  with  sore  throat  and  a  rise  of  temperature  to  102°  F.  or  higher,  the  patient  sooo 
complains  mainly  of  extreme  tenderness  of  the  neck,  and  on  palpation  acute  tender  swelling 
of  the  parotid,  submaxillary,  and  jugulo-facial  glands  is  found  ;  the  swelling  may  be  verjr 
considerable,  but  it  generally  resolves  without  suppuration.  Fever  may  last  only  a  daj 
or  two,  but  in  severe  cases  it  may  persist  for  a  fortnight,  especially  if  the  malady  relapsa 
after  a  period  of  improvement  as  it  is  apt  to  do  {Fig,  265).  The  tonsils,  uvula,  fauces,  and 
pharynx  may  be  merely  red  and  injected ;  or  on  the  other  hand  there  may  be  an  exudatioi 
simulating  diphtheria.  On  cultivation  of  swabbings  from  the  throat  no  Klebs-Loffler  badii 
can  be  found,  but  as  a  rule  streptococci  in  abundance.  What  is  very  remarkable  is  that  m 
most  of  the  cases  the  heart  is  affected  during  the  illness,  but  without  producing  permanent 
valvular  changes  like  those  of  rheumatic  fever  ;  the  impulse  becomes  diffuse,  the  heart 
dilates,  there  is  often  a  local  systolic  mitral  or  aortic  bruit,  or  both,  and  the  pulse  may  be 
both  feeble  and  intermittent.  There  is  seldom  albuminuria,  but  the  general  toxaemia  in 
severe  cases  may  be  enough  to  cause  delirium  and  temporary  coma.  There  are  no  definite 
joint  pains,  though  the  patient  aches  all  over.  Convalescence  is  generally  slow  at  first 
two  or  three  weeks  elapsing  before  the  patient  begins  to  feel  anything  like  well :  but 
complete  recovery  soon  takes  place  after  this. 

Gumma,  squamous-celled  carcinoma^  and  tuberculous  affections  of  the  fauces,  soft 
palate,  and  uvula  are  relatively  uncommon  ;  they  are  differentiated  in  the  same  way  as  has 
been  described  in  connection  with  tonsillitis. 

Affections  of  the  Pharynx. 

Acute  pharyngitis  may  occur  by  itself,  or  in  association  with  acute  tonsillitis  or  acute 
laryngitis,  and  in  either  case  it  may  be  due  to  any  of  the  micro-organisms  mentioned  abo^•e. 
The  differential  diagnosis  of  the  micro-organisms  is  carried  out  in  the  bacteriological 
laboratory.  The  fact  of  acute  pharjrngitis  is  determined  by  careful  inspection  of  the 
structures  at  the  back  of  the  mouth. 

Chronic  pharyngitis  is  generally  the  result  of  excessive  smoking,  or  of  the  undue  use 
of  the  voice,  in  which  latter  case  it  may  be  associated  with  hoarseness  or  ready  tiring  of 
the  voice,  as  in  those  who  have  to  declaim  loud  and  long — clergymen,  stockbrokers,  coster- 
mongers,  public  orators,  and  others.  The  history  will  generally  point  to  the  nature  of  such 
a  case,  but  one  should  examine  the  sputum  and  the  lungs  for  evidence  of  tuberculosis,  and 
also  look  for  signs  of  syphilis  or  new  growth,  in  order  to  exclude  these  possible  alternatives. 

Post-pharyngeal  abscess  is  a  cause  of  acute  dyspnoea  rather  than  of  soreness  of  the 
throat ;  it  is  almost  confined  to  infancy  ;  after  three  or  four  years  of  age  the  disease 
becomes  almost  unknown.  It  might  be  simulated  by  spinal  caries,  in  which,  long  before 
there  is  soreness  of  the  throat,  there  is  severe  pain  in  the  cervical  region  of  the  spine, 
especially  on  movement. 

Chicken-pox  and  small-pox  may  each  produce  its  characteristic  eruption  in  the  mouth, 
pharynx,  and  oesophagus,  and  thus  give  rise  to  sore  throat ;  but  the  latter  symptom  will 
never  be  present  by  itself,  and  the  presence  of  the  cutaneous  papules,  vesicles,  or  pustules, 
will  indicate  the  diagnosis,  especially  if  there  have  been  other  similar  cases  in  the  neigh- 
bourhood. 

Laryngeal   Conditions. 

Acute  laryngitis  may  be  due  to  the  same  micro-organisms  as  acute  tonsillitis  ;  soreness 
of  the  throat  is  generally  less  complained  of  than  is  huskiness,  or  weakness,  or  loss  of  voice. 
The  nature  of  the  inflammation  is  determined  bacteriologically.  One  variety  of  acute 
non-diphtheritic  larj^ngitis  that  merits  special  mention  is  that  due  to  pyogenic  cocci— 
pneumococci,  streptococci,  staphylococci — which  in  a  few  cases,  in  addition  to  producing 
acute  superficial  inflammation,  also  lead  to  rapid  and  extreme  oedema  of  the  larynx,  with 
death  from  asphyxia  unless  tracheotomy  be  performed  speedily.  These  cases  have  been 
spoken  of  as  acute  suffocative  oedema  of  the  larynx. 

Tuberculous,  syphilitic,  and  carcinomatous  lesions  of  the  larynx  are  less  acute,  though 
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may  have  relatively  acute  exacerbations  or  become  secondarily  infected  with  pyogenic 
;  their  diagnosis  depends  partly  upon  laryngoscopic  inspection — tuberculosis  and 
lis  being  bilateral,  whilst  new  growth  is  generally  unilateral ;  upon  examination  of 
3Utum  for  tubercle  bacilli,  and  of  the  lungs  for  apical  physical  signs  of  phthisis  ;  upon 
eneficial  influence  of  potassium  iodide,  mercury,  or  salvarsan  ;  upon  Wassermann's 
litic  serum  test ;  upon  microscopic  examination  of  small  excised  portions  ;  or  upon 
DUTse  of  the  disease. 

kNre  Throats  the  Result  of  the  Swallowing  or  InhalaUon  of  Irritants  and 
islves  are  diagnosed  as  a  rule  by  the  history  ;  inquiry  will  generally  suffice  to 
ite  that  some  irritant  has  been  taken,  or  there  may  be  direct  evidence  of  it  in  the  form 
ihars  on  the  lips  or  the  buccal  mucosa  ;  there  may  be  vomiting  and  hsematemesis  ; 
sis  of  the  gastric  contents  may  indicate  the  nature  of  the  poison  taken  ;  ammonia 
ye  detected  by  the  smell. 

lumps  and  Acute  Adenitis  of  the  Cervical  Lymphatic  Glands  may  each  produce 

^d  soreness  of  the  throat  in  addition  to  dysphagia,  stiffness,  discomfort,  and  pain. 

)S  is  not  difficult  to  diagnose  unless  its  possibility  is  forgotten,  in  which  case  it  might 

Btaken  for  acute  oedema  of  the  neck  or  other  similar  lesions.    The  way  in  which  the 

ig  is  located  in  the  salivary  glands,  starting  on  one  side  and  spreading  to  both,  is 

pathognomonic.     Cervical  adenitis  might  simulate  mumps,  but  careful  palpation 

snerally  enable  one  to  determine  that  the  swelling  is  not  in  the  salivary  but  in  the 

latic  glands,  and  it  will  only  remain  to  decide  what  has  been  the  source  of  the  infec- 

This  will  probably  have  been  from  some  inflammatory,  ulcerative,  or  malignant 

in  connection  with  the  shoulders,  neck,  head,  face,  lips,  cheeks,  gums,  teeth,  tongue, 

,  uvula,  palate,  tonsils,  pharynx,  or  nares  ;   the  difTerential  diagnosis  will  be  based 

inspection  and  palpation  of  the  parts,  together  with  bacteriological  examination. 

only  remains  to  add  that  scarlet  fever  is  at  the  present  time  so  atjrpical  that  acute 

il  adenitis  may  really  be  of  scarlatinal  origin  without  any  scarlatiniform  rash  having 

observed  upon  the  skin.     One  would  naturally  look  for  evidence  of  desquamation, 

iroat,  bald  tongue,  albuminuria,  nephritis,  perhaps  otitis  media  ;    but  there  is  no 

that  some  cases  of  acute  cervical  adenitis  are  really  scarlatinal,  without  there  having 

ny  other  sign  of  this  disease  except  pyrexia  and  sore  throat.     A  few  such  cases  prove 

r  fatal,  and  they  have  recently  been  recorded  as  examples  of  acute  and  fatal  sore 

corresponding  to  one  form  of  the  angina  maligna  of  the  eighteenth  century. 

Herbert  French. 

)B£Sy  PENILE. — Sores  on  the  penis  may  be  present  on  the  thin  mucous  covering 
glans  or  prepuce,  or  on  the  cutaneous  surface  of  the  body  of  the  penis  ;    they  are 
ommon  in  the  former  situation, 
ceration  in  the  neighbourhood  of  the  glans  penis  may  be  due  to  : — 

'..  Balanitis  4.  Chancre  7.  Tuberculous  ulceration. 

!.  Herpes  progenitalis       I    5.  Epithelioma 

I.  Soft  sore  6.  Gummatous  ulceration 

lanitis. — If  inflammatory  processes  have  been  allowed  to  continue  beneath  the 
*,  ulceration  and  excoriation  of  the  mucous  membrane  covering  the  glans  penis  or 
the  prepuce  will  occur.  The  surface  of  the  glans  will  be  denuded  of  epithelium, 
*  process  will  be  accompanied  by  a  stinking,  purulent  discharge.  Multiple  shallow 
ire  formed,  rapidly  coalescing  and  causing  considerable  discomfort.  The  prepuce 
>ecomes  swollen  and  oedematous,  preventing  retraction,  so  that  a  condition  of 
is  occurs  ;  care  must  then  be  exercised  in  diagnosing  a  simple  balanitis  from  one 
anying  acute  gonorrhceal  urethritis  or  an  underlying  syphilitic  or  soft  chancre. 
n  acute  urethritis,  there  will  be  a  history  of  infection,  pain  along  the  course  of  the 
during  micturition,  and  perhaps  chordee  ;  further,  the  intracellular  gonococeus 
identified  in  a  stained  smear  of  the  discharge  (Plate  XXVIII,  Fig.  K,  p.  (314). 
a  chancre  exist  under  the  swollen  phimosed  prepuce,  there  is  often  a  tender  spot 
he  corona  or  at  the  fraenum.  With  a  soft  sore,  consecutive  sores  may  appear  about 
ice  of  the  prepuce,  whilst  the  inguinal  glands  are  much  more  likely  to  be  inflamed 
ippurate  than  with  simple  balanitis.  A  syphilitic  chancre  obscured  by  a  phimosis 
lally  be  felt  distinctly  under  the  skin,  and  causes  a  comparatively  small  amount 
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tent  for  syphilis  until  the  diagnosis  is  absolutely  certain.  The  Spirochwta  pallida 
be  looked  for  in  scrapings  from  the  affected  parts,  but  too  much  reliance  should  not 
ced  upon  a  negative  Wassermann  blood-reaction  in  the  early  stages  of  the  disease. 
chancre  may  be  simulated  by  an  inflamed  soft  sore,  especially  if  the  latter  has  under- 
lauterization.  Soft  sores  are,  however,  frequently  multiple,  appear  within  a  few 
f  infection,  and  are  accompanied  by  painful  enlargement  of  the  inguinal  lymphatic 
,  which  are  particularly  prone  to  suppurate.  It  must  not  be  forgotten  that  a  double 
>n  may  have  occurred,  so  that  a  soft  sore  may  show  little  inclination  to  heal  or, 
ing  indurated,  may  present  the  features  of  a  chancre  after  about  three  weeks,  and 
iie  symptoms  of  constitutional  syphilis. 

>ithelioma  of  the  penis  in  the  early  stage  may  be  confused  with  syphilitic  chancre. 

helioma  there  is  no  history  of  infection  ;  it  occurs  only  in  elderly  patients,  and  there 

lently  a  greater  destruction  of  tissue  than  in  syphilis.    The  inguinal  glands  are  not 

d  until  the  sore  has  been  present  for  some  weeks,  and  there  are  no  secondary  lesions 

( the  faucial  ulceration  and  cutaneous  rash.     If  any  doubt  exists,  a  small  piece  may 

oved  from  the  edge  of  the  ulcer  for  microscopical  examination. 

rhaps  the  greatest  difficulty  in  the  diagnosis  of  a  chancre  is  experienced  when  thr^ 

s  hidden  beneath  an  inflamed  and  phimosed  prepuce.       There  is  a  purulent  and  foul 

ge  from  beneath  the  oedematous  and   swollen  prepuce  :    the    inguinal  glands  are 

d  from  tht!  associated  sepsis.     If  a  chancre  is  present,  it  can  frequently  be   felt  as 

jrated  area  under  the  prepuce,  whilst  if  it  has  been  present  for  some  time,  the 

iry  lesions  of  syphilis  may  be  present.     If  any  doubt  exists  in  an  elderly  patient 

whether  an  indurated  subpreputial  area  be  an  early  epithelioma  or  a  syphilitic  sore, 

puce  should  be  split  up  along  the  dorsal  aspect  under  ansesthesia,  the  ulceration 

sd,  and  a  small  piece  submitted  to  microscopical  examination  if  necessary. 

Ithelloma    (squamous-celled  carcinoma)   is  the  most  common  form  of  malignant 

of  the  penis.     It  arises  most  frequently  from  the  inner  aspect  of  the  prepuce,  or 

le  mucous  membrane  of  the  glans,  as  a  small,  raised  ulcer,  with  friable,  irregular 

It  is  rarely  present  before  the  age  of  forty,  and  frequently  occurs  on  the  site  of 

s    ulceration    or    long-standing    irritation.     An    epitheliomatous    ulcer    increases 

ly  in  size,  in  spite  of  various  forms  of  treatment,  and  with  it  is  frequently  associated 

ar  enlargement  in  the  inguinal  area.     At  flrst  the  glands  may  be  enlarged  from 

nfection,   but  later  from  malignant  inflltration.     An  epitheliomatous  ulcer  may 

eases  be  confused  with  a  chancre  ;   but  the  friable,  irregular  edges  of  the  former, 

ility  to  bleed,  and  the  gradual  progressive  increase  in  size  in  spite  of  treatment  in 

*ly  patient,  should  give  rise  to  grave  suspicion  of  malignant  disease.     Microscopical 

ition  of  a  small  piece  removed  from  the  edge  of  the  ulcer  will  give  direct  evidence 

lelioma. 

nmatous  Ulceration   of  the  penis  occurs  occasionally,  resulting   from  the  disin- 

n  of  a  small  gumma  of  the  glans  or  prepuce,  frequently  in  the  position  of  an  old 

i  gumma  commences  as  a  small,  elevated  nodule,  which,  if  left  untreated,  softens 

iharges  its  contents,  leaving  an  ulcer  bounded  by  thin  edges  and  with  a  yellowish, 

base.     A  gummatous  ulcer  has  been  mistaken  for  a  primary'  lesion  of  syphilis  ; 

absence  of  induration,  the  history  of  the  onset  and  of  a  previous  infection  with 

would  be  points  against  a  chancre.     A  second  infection  with  syphilis  is  by  no 

mknown,  especially  in  those  who  have  had  salvarsnn  alone  in  the  treatment  of 

attack,  but  it  is  rare.     Occasionally  the  base  of  a  gummatous  ulcer  proliferates 

>apillary  tumour  and  has  given  rise  to  a  suspicion  of  carcinoma  ;   the  diagnosis 

confirmed  by  the  behaviour  of  the  lesion  under  potassium  iodide,  when  a  tertiary 

c  affection  will  clear  up  rapidly. 

erculous  or  Lupoid  Ulceration  of  the  penis  is  rare,  and  is  generally  associated 
^anced  tuberculous  inflltration  elsewhere.  Tuberculous  ulcers  are  usually  shallow, 
n  overhanging  edges,  painful  and  multiple.  The  infection  has  resulted  from  the 
ifantile  circumcision  by  the  Jewish  method.  H.  II.  Jocelyn  Sican. 


tESy  PERINEAL.-    Ulceration  may  be  present  in  the  perineum  as  the  result  of :  - 

4.  Syphilis 

5.  Epithelioma. 


Cutaneous  innammations  or  injury 
Urethral   fistula?  or  suppuration 
Prostatic  suppuration 
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Y,  gradual  progressive  increase  in  size,  raised,  friable  edges,  and  tendency  to  slight 
rrhages.     The  inguinal  glands  may  be  enlarged  early  from  inflammatory  absorption,  j 

r  by  infection  with  malignant  disease.     In  case  of  doubt  a  fragment  may  be  removed  .| 

3TOSCopical  examination.  r,  //.  Jocelyn  Swan, 

ORES,    SCROTAL. — Ulceration  of  the  scrotum  occurs  in  association  with  : — 
1.  New  growth  : 


Epithelioma 
Papilloma. 
2.  Fistuls. 


8.  Syphilis.  Syphilitic. 

4.  Testicular  disease  :  5.  Suppuratiog  cysts. 

Inflammatory  < 

Tuberculous 


dthelloma   of   the   Serotum,  commonly   known   as    *  chimney-sweep's    cancer,'    is 

means  limited  to  this  avocation,  but  is  certainly  more  common  in  men  engaged  in 

a  which  they  are  exposed  to  much  irritation  from  solid  particles  or  from  noxious 

Hence  the  disease  is  most  commonly  seen  amongst  chimney-sweeps,  employes  in 

rks,  paraffin  and  chemical  works,  and  coal-mines.     It  often  begins  as  a  small  sub- 

>U8  nodule,  over  which  the  skin  is  thinned  and  adherent ;  the  nodule  enlarges  slowly, 

i  thinned  covering  gives  way,  to  form  an  ulcer  with  thickened,  irregular  edges  and 

incy  to  bleed  on  slight  injury.    The  ulcerated  area  extends  both  radially  and  into 

nies  of  the  scrotum,  later  involving  the  testes.     The  inguinal  lymphatic  glands 

enlarged  soon  after  active  ulceration  commences,  at  flrst  from  inflammatory  causes, 

om  malignant  inflltration.     In  other  cases  a  scrotal  epithelioma  begins  in  a  wart 

Uoma,  which  may  have  been  present  for  years  with  only  slight  increase  in  growth. 

ioft  papillomata  are  not  unusually  the  starting-point  of  malignant  change,  when 

icome  more  vascular,  whilst  the  surface  epithelium  becomes  thinned  and  easily 

:ed.     A  small  amount  of  foul  discharge  is  present,  often  encrusted  into  a  scab, 

tn  removal  leaves  an  ulcer  with  indurated,  everted  edges,  with  the  gradual  progress 

taneous  epithelioma.     Any  ulcer  on  the  scrotum,  especially  if  indurated  or  readily 

to  bleed,  must  be  looked  upon  with  extreme  suspicion,  and  when  it  does  not 

i  with  ordinary  antiseptic  medication,  should  be  widely  removed  without  waiting 

idular  enlargement. 

thelioma  may  occur  in  the  scrotal  area  as  a  localized  recurrence  after  removal 
lignant  growth  of  the  penis  or  testicle.  Knowledge  of  the  previous  condition  for 
peration  has  been  performed  would  give  the  diagnosis. 

oln  may  occur  in  the  scrotum  and  cause  ulceration.  They  are  most  common  in 
on  with  tuberculous  or  syphilitic  disease  of  the  testes  (see  below),  but  occasionally 
ur  from  urethral  extravasation,  or  burrowing  from  rectal  suppuration.  An  abscess 
m  and  open  through  the  scrotal  skin  from  a  peri-urethral  abscess  accompanying 
;  urethritis  or  formed  by  septic  infection  behind  a  urethral  stricture.  In  either 
mall  amount  of  urine  may  leak  through  the  opening  during  micturition,  whilst 
)ry  of  urethral  discharge,  or  of  difficulty  in  micturition  and  other  symptoms  of 
,  will  point  to  the  diagnosis. 

lilis  of  the  Scrotum  may  be  present  either  as  a  primary'  chancre  or  as  a  mucous 

A  primary  chancre  in  this  situation  is  by  no  means  easy  to  recognize  unless  other 

syphilis  are  present ;    but  the  presence  of  a  cutaneous  sore  which  does  not  show 

3lination  to  heal  under  non-mercurial  antiseptic  dressings  should  always  ^ive  a 

of  syphilis.     There  is  often  only  slight  induration  of  the  ulcer  compared  with 

penile  chancre,  but  the  edge  is  raised  and  of  a  rolled  appearance.     The  inguinal 

c  glands  are  enlarged  and  discrete,  and  some  five  to  six  weeks  after  the  comnience- 

:he  ulcer  the  usual  secondary  symptoms  of  syphilis  become  manifest. 

ous  tubercles  may  be  present  on  the  scrotum,  usually  on  the  femoral  aspect.    They 

nd  directly  from  the  anal  area.     No  difficulty  will  be  met  with  in  the  diagnosis, 

;igns  of  syphilis  are  obvious. 

cular  Disease. — In  some  cases  extension  of  disease  in  the  testicle  may  involye 
ings  of  the  scrotum,  and  may  even  perforate  them  to  form  a  scrotal  sore.  This 
occasionally  occurs  with  :  (1)  A  testicular  abscess  ;  (2)  Tuberculosis  of  the  testis  ; 
ria  of  the  testis. 

ticular  abscess  is  somewhat  uncommon,  but  may  arise  from  direct  extension  from 
ra  via  the  vesiculae  seminalcs  and  vasa  deferentia  or  by  a  hsematogenous  infection 
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L   hernial  protrusion  of  necrotic  testicuktr  (issue  may  be  present  either  with  tuber- 

}  disease  or  from  a  gumma.     In  tuberculosis  the  mass  is  greyish  and  necrotic,  dis- 

ing  thin  pus,  and  there  will  be  sufficient  evidence  of  tuberculous  disease  in  the  under- 

testis  and  other  genital  organs.     Tubercle  bacilli  may  be  found  in  the  discharge.     A 

ctive  feature  of  the  gummatous  hernia  testis  is  found  in  the  appearance  of  the  cutan- 

ipening  ;  if  the  fungating  mass  be  pushed  aside,  the  opening  in  the  scrotal  skin  will  be 

o  be  cleanly  cut  and  to  encircle  the  protruding  tissue  tightly.     The  fungating  hernia 

of  tubercle  or  syphilis  must  also  be  diagnosed  from  other  conditions  producing  a 

tumour  on  the  scrotum.     An  epithelioma  of  the  scrotum  has  raised  borders,  but  the 

t  is  excavated,  and  there  is  rarely  any  enlargement  of  the  testis.     A  sloughing  papil- 

of  the  scrotum  may  more  nearly  reproduce  the  appearance,  but  the  tumour  and  the 

re  freely  movable  on  the  underlying  testis,  whilst  in  hernia  testis  the  mass  is  connected 

he  testicle,  and  the  tubular  structure  of  the  latter  is  often  apparent  on  picking  up  a 

fragment  of  the  Amgating  tumour. 

fsts  of  the  Scrotum. — ^As  an  exceptional  occurrence,  a  sebaceous  cyst  may  develop 
scrotal  skin,  suppurate,  and  leave  an  open  sore.  The  areas  remaining  present  raised 
"s,  and  are  easily  mistaken  for  an  early  epithelioma.  An  accurate  history  of 
«vious  swelling  in  the  skin  is  of  little  assistance  in  these  cases,  but  microscopical 
nation  of  a  piece  removed  from  the  margin  of  the  ulcer  will  exclude  malignancy, 
purating  cyst  in  the  scrotum  is  more  uncommon  than  epithelioma. 

R.  H.  Jocelyn  Swan, 

PASTICITY.— (See  Gait,  Abnormalities  of,  p.  251.) 

PEECH,  ABNORMALITIES  OF.— Abnormalities  of  speech  are  numerous,  varying 
somplete  mutism  to  slight  defects  in  articulation,  and  dependent  on  disturbances, 
>nal  or  organic,  in  some  part  of  the  complex  mechanism  which  is  responsible  for 
oduction  of  intelligible  language.  This  article  is  intended  to  expose  the  broad 
lies  by  which  various  abnormalities  of  speech  can  be  detected  and  used  for  the 
es  of  diagnosis  ;  it  does  not  embrace  a  discussion  of  the  controversial  views  which 
Id  concerning  their  exact  production. 

le  amount  of  investigation  required  for  making  a  diagnosis  in  cases  of  speech 
nality  varies  within  wide  limits.  Great  care  is  called  for  in  examining  cases  of 
i  which  result  from  disturbance  in  the  function  of  the  cerebral  speech  centres  or 
ependent  paths  of  communication  ;  the  defective  articulation  of  a  patient  suffering 
left  palate  needs  only  a  comparatively  superficial  examination  in  order  to  arrive 
rrect  diagnosis. 

will  be  convenient  to  consider  the  various  abnormalities  of  speech  under  the 
ng  heads  :  (1)  Mental  defects  ;  (2)  Aphasia  ;  (3)  Deaf  mutism  ;  (4)  Dysarthria  ; 
ictional  disorders — stammering,  tailing,  idioglossia. 

mtal   Defects. — The  acquirement  of  the  power  of  speech  may  be  delayed  in  children 

•e  mentally  defective,  and  in  some  forms  of  idiocy  may  be  suspended  altogether. 

making  a  diagnosis  of  mental  deficiency  in  a  child  who  appears  to  be  dilatory  in 

,  it  is  well  to  remember  that  the  age  at  which  speech  is  acquired  is  very  variable, 

it  the  delay  may  be  considerable  where  no  mental  impairment  is  present.     In  such 

tie  diagnosis  must  depend  on  a  consideration  of  other  points  in  the  child's  develop- 

Inquiry  should  be  made  as  to  whether  he  is  clean  in  his  habits,  whether  he  is 

tive,  whether  he  plays  with  toys  or  with  other  children  in  a  natural  manner,  and 

r  he  displays  abnormally  bad  temper  or  irritability.     In  some  cases  the  delay  in 

tg  may  be  due  to  a  defect  in  hearing  which  has  been  unsuspected  by  the  parents. 

)int  is  especially  apt  to  arise  in  respect  to  children  who  have  begun  to  talk  at  the 

age,  and  who  have  lost  what  little  they  had  learned  of  the  art  in  the  sequel  of  some 

llness. 

adults,  loss  of  speech  may  be  due  to  many  forms  of  mental  deficiency  of  a  temporary 
nanent  nature.  A  familiar  example  of  temporary  loss  of  speech  is  that  degree  of 
ic  intoxication  to  which  the  term  '  speechless  '  is  vuljjjarly  applied.  Similarly,  the 
ition  of  the  higher  mental  faculties  associated  with  organic  poisons,  such  as  those  of 
mia  or  typhoid  fever,  may  be  responsible  for  temporary  loss  of  speech.  Complete 
due  to  disease  of  the  higher  intellectual  centres  is  common  in  various  forms  of 
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»ng  impression.    These  centres  are  more  diffuse  in  their  function  than  they  appear 

on  a  map  of  the  brain,  and  they  are  much  more  interdependent  than  their  topography 

I  suggest.     Communicating  nervous  tracts  bind  them  together  in  such  a  way  that 

^nictive  lesion  of  one  must  necessarily  upset  the  function  of  another,  and  so  modify 

mdly  the  clinical  picture  of  any  particular  case.     In  the  second  place,  aphasia  is,  in 

instances,  the  result  of  a  vascular  lesion,  and  all  the  centres  referred  to  lie  in  the  area 

ed  by  one  artery — ^the  middle  cerebral.     Consequently  even  when  the  main  brunt 

Bscular  disturbance  falls  on  one  of  the  special  speech  centres,  the  others  may  also 

more  or  less,  temporarily  or  permanently,  from  disturbances  of  nutrition.     In  any 

f  aphasia,  therefore,  we  may  have  to  be  satisfied  if  we  can  arrive  at  a  conclusion  as- 

site  of  the  chief  defect,  without  being  able  to  define  the  exact  limits  of  the  loss  or 

ment  of  cerebral  function.     In  the  third  place,  due  allowance  must  be  made  for 

Jt  that  the  right  cerebral  hemisphere  may  gradually  acquire  some  degree  of  speech 

y,  especially  in  cases  of  aphasia  occurring  during  the  earlier  years  of  life,  and  may 

)  replace  the  loss  caused  by  the  defective  action  of  the  left. 

ord'deafness  is  the  result  either  of  a  lesion  of  the  auditory  word  centre  in  the 

•al  cortex,  or  of  one  which  isolates  that  centre  from  the  periphery  :   that  is  to  say, 

lb-cortical  lesion  cutting  off  the  centre  from  auditory  impulses.     In  either  case  the 

;  who  is  word-deaf  is  unable  to  recognize  the  meaning  of  spoken  language,  although 

hear  perfectly  the  sounds  by  which  it  is  conveyed.     He  fails  to  understand  anything 

is  said  to  him,  and  does  not  obey  simple  commands  so  long  as  they  are  not  accom- 

by  gestures  suggestive  of  their  meaning.     If  the  visual  word  centre  has  not  been 

1  at  the  same  time,  he  will  still  be  able  to  read  and  to  understand  what  is  written. 

I  depend  upon  writing  and  reading  for  his  means  of  communication  with  others. 

lount  of  interference  with  spontaneous  speeqh  will  depend  upon  whether  the  lesion 

!al  or  sub-cortical.     If  the  latter  the  integrity  of  the  auditory  word  centre  preserves 

I  speech,  and  so  permits  the  patient  to  speak  spontaneously  with  fluency  and  probably 

curacy,  and  his  power  of  writing  will  be  equally  unimpaired.     When  the  cortical 

s  itself  destroyed,  internal  language  is  thoroughly  disorganized,  and  although  some 

eous  speech  may  be  possible,  it  is  certain  to  be  more  or  less  unintelligible.   Accord- 

:he  extent  of  the  lesion,  it  will  vary  between  a  speech  containing  inaccuracies  of 

mportanee.  and  one  which  is  a  jargon  incapable  of  interpretation.     Characteristic 

lefect  is  the  fact  that  the  patient  himself  does  not  appreciate  the  mistakes  he  makes. 

tten  language  is  likely  to  be  more  accurate  and  more  intelligible  than  his  spoken 

e,  but  it  wilt  probably  not  reach  a  very  high  standard.     He  may  copy  with  accuracy. 

juite  unable   to  write   from  dictation.      Such   are  the  usual   chief  attributes   of 

afness  in  its  pure  form.      Clinically,  word-deafness   is  usually  accompanied    by 

ndness,  to  a  greater  or  less  extent. 

^d'hlindnesSy  or  Alexia,  is  produced  by  a  lesion  of  the  left  angular  gyrus,  and  may 

not  be  accompanied  by  defective  vision.     As  in  the  case  of  word-deafness,  it  may 

3m  a  cortical  or  from  a  sub-cortical  lesion,  and  it  is  in  association  with  the  latter 

2ase  that  Hemianopsia  (p.  300)  is  most  common.     In  cortical  word-blindness  the 

is  unable  to  read,  although  he  sees  the  letters  clearly  and  may  even  be  able  to  copy 

the  same  way  as  a  child  copies  letters  when  learning  the  alphabet.    Writing  conveys 

ing  to  his  mind,  although  in  the  less  severe  cases  the  patient  may  still  recognize 

words,  such  as  his  name.     There  are,  in  fact,  varying  degrees  of  word-blindness, 

which  are  difficult  to  understand  and  to  analyze.     The  word-blind  patient  suffers 

mtaneous  speech  to  a  greater  or  less  extent  according  to  whether  he  uses  his  visual 

iditory  memories  chiefly  in  the  process  of  internal  language.      Should  he  be  a 

his  spontaneous  speech  will  suffer  much  more  than  if  he  is  an  '  auditive/     The 

dsual '  and    *  auditive  '    are    used  to  distinguish  two  classes  of  persons,  the  first 

%  more  on  their  visual  memories  of  words,  and  the  second  more  on  their  auditory 

of  words  in  the  course  of  reviving  them  for  the  purposes  of  internal  thought  and 

Spontaneous  writing  is  likely  to  be  lost  completely,  but  writing  from  dictation 

arried  out  with  more  or  less  accuracy.     In  word-blindness  due  to  a  sub-cortical 

:hough  hemianopia  is  almost  certain  to  be  present,  spontaneous  speech  and  spon- 

mting  are  preserved  perfectly,  although  the  power  of  reading  and  of  copying 

ten  sentences  into  printed  capitals  is  entirelv  in  abeyance. 
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0  not  aphasic  but  dysarthric.  Articulation  is  usually  slow,  spastic,  and  indistinct,  if  it 
is  not  altogether  unintelligible.  These  cases  are  differentiated  from  cases  of  dysarthria 
lue  to  lesions  of  the  bulbar  nuclei  or  of  the  cranial  nerves,  not  only  by  the  presence 
9f  other  hemiplegic  signs  in  the  limbs  and  trunk,  but  by  the  fact  that  the  tongue  retains 
its  shape,  nutrition,  and  normal  electrical  reactions,  and  the  palate  its  natural  reflex.  This 
oondition  of  pseudo-butbar  palsy,  as  it  is  sometimes  called,  is  further  distinguished  by  facial 
■tarcbiness  or  spasticity,  and  by  the  patient's  inability  to  control  the  expression  of  his 
emotions. 

Dysarthria  of  similar  origin,  but  generally  of  less  degree,  may  be  observed  in  cases 
of  general  paralysis  of  the  insane,  in  cerebral  diplegia,  and  in  disseminated  sclerosis.  In  the 
latter  disease  the  terms  *'  staccato  '  or  *'  scanning  '  are  applied  to  describe  the  articulatory 
defect.  Some  cases  of  Friedreich's  ataxy  exhibit  a  form  of  articulation  which  is  slow  and 
joky,  not  unlike  that  of  disseminated  sclerosis.  Probably  some  degree  of  inco-ordination 
enters  into  the  production  of  this  peculiar  utterance.  In  all  these  diseases  the  diagnosis 
of  the  condition  depends  upon  the  presence  of  other  sym[)toms  and  physical  signs,  and  can 
xarely  be  deduced  from  the  articulation  alone. 

Dysarthria  also  arises  from  disease  of  the  bulbar  nuclei,  or  of  the  nerves  arising  from 
the  latter  which  supply  the  muscles  of  the  larynx,  pharynx,  tongue,  and  lips.  In  true 
%%Ubar  palsy,  which  is  a  disease  depending  on  a  slowly  progressive  degeneration  of  these 
motor  nuclei,  articulatory  defects  are  often  among  the  earliest  symptoms.  The  diagnosis 
of  these  cases  is  based  on  the  fact  that  the  symptoms  begin  insidiously  and  progress 
gradually,  that  the  paresis  affects  the  muscles  of  both  sides  more  or  less  symmetrically, 
and  that  it  is  an  atrophic  form  of  paralysis.  The  atrophy  is  seen  best  in  the  tongue  muscles, 
and  is  usuaUy  associated  with  a  certain  amount  of  fibrillation,  and  with  diminution  of  their 
electrical  excitability.  The  palatal  reflex  is  also  impaired,  and  examination  of  the  vocal 
eords  shows  that  they  too  are  the  seat  of  a  progressive  palsy.  The  dysarthria  is  always 
accompanied,  sooner  or  later,  by  some  degree  of  dysphagia,  and  also  by  some  weakness 
and  atrophy  of  the  muscles  of  mastication.  Atrophic  palsy  may  also  be  observed  in  the 
small  muscles  of  the  hands,  and  there  is  a  tendency  to  exaggeration  of  all  the  tendon  reflexes 
in  the  limbs.  A  similar  clinical  picture  may  develop  in  cases  of  gross  disease  of  the  bulb, 
dne  either  to  local  softening  or  haemorrhage,  or  in  rarer  cases  to  the  gradual  growth  of  a 
tumour  in  that  region.  Such  cases  can  be  differentiated  from  true  bulbar  palsy,  partly 
by  the  more  acute  onset  of  symptoms  in  the  case  of  the  vascular  lesions,  and  partly  by  the 
isymmetrical  distribution  of  the  muscular  atrophy  and  paresis  when  a  tumour  forms  the 
basis  of  the  disease.  Gummatous  meningitis  at  the  base  of  the  brain  may  involve  the  cranial 
nerves  close  to  their  exit  from  the  bulb,  and  so  produce  a  dysarthria  of  a  somewhat  similar 
character.  When  tumour  or  meningitis  is  the  cause  of  dysarthria,  symptoms  of  increased 
intracranial  pressure  are  likely  to  be  observed. 

Another  form  of  bulbar  palsy  is  seen  in  cases  of  myasthenia  gravis.  In  this  condition 
there  is  little  or  no  atrophy  of  the  articulatory  muscles,  although  some  thinning  of  the 
tongue  is  observed  sometimes.  The  distinguishing  characteristics  of  this  dysarthria  are 
first  of  all  its  marked  variability,  and  secondly  the  effect  produced  by  fatigue.  A  myasthenic 
patient  may  begin  a  conversation,  or  may  begin  to  read  aloud  from  a  book,  without  showing 
much  difficulty  in  his  utterance,  but,  as  he  progresses,  his  articulation  becomes  more  and 
more  defective  and  more  difficult  to  understand.  Usually  the  palate  fails  quickly,  and 
a  nasal  quality  is  given  to  the  voice.  If  he  is  asked  to  repeat  the  word  '  rub  '  many  times, 
the  terminal  '  b '  becomes  an  *  m,'  and  he  ends  by  saying  '  rum '  instead  of  '  rub.' 
Most  cases  of  myasthenia  gravis  exhibit  similar  fatigue  phenomena  in  relation  to  other 
parts  of  the  musculature  (see  Fig.  Ill,  p.  235),  and  in  particular  show  varying  degrees  of 
xnilar  palsy,  which,  like  the  dysarthria,  is  at  one  time  more  marked  than  at  another,  and 
s  much  influenced  by  rest  and  exercise. 

Some  articulatory  defect  is  produced  by  bilateral  peripheral  palsy  of  the  palate,  which 
nost  often  results  from  the  effects  of  the  diphtheria  poison.     The  voice  is  nasal,  and  the 
pronunciation  of  certain  consonants  becomes  impossible.     '  B  '  becomes  ^  m,"  '  d  '  becomes 
n/  and  *  k '  sounds  like  *"  ng.' 

Bilateral  facial  palsy  interferes  with  that  part  of  articulation  which  depends  upon 
he  labial  muscles,  and  so  renders  speech  indistinct,  although  not  unintelligible.  Facial 
Milsy  of  this  kind  (Fig,  201,  p.  493)  is  met  with  in  some  cases  of  peripheral  neuritis  and 
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IS  in  many  cases  of  typhoid  fever  for  example,  or  a  hard  mass  with  a  distinct  edge 
ye  felt  in  more  obvious  cases.  When  the  enlargement  is  moderate  or  considerable, 
ilenic  tumour  will  be  felt  coming  down  from  beneath  the  left  ribs  close  behind  the 
linal  wall  ;  and  unless  there  is  a  very  large  liver  at  the  same  time,  or  some  other 
preventing  the  viscus  from  following  its  natural  direction  as  it  enlarges,  it  tends  to 
and  ultimately  cross  the  middle  line  at  or  just  below  the  level  of  the  umbilicus.  It 
erally  smooth  and  firm,  and  the  characteristic  notch  or  notches  can  be  felt  in  its 
)r  border.  Except  in  those  rare  cases  in  which  the  whole  spleen  is  dislocated,  it  will 
r  possible  to  insert  a  hand  between  it  and  the  left  costal  margin,  or  to  define  its  upper 
)y  palpation.  The  lower  pole  can  be  felt  to  move  decidedly  downwards  on  inspira- 
inless  the  enlargement  is  very  great.  On  bimanual  palpation,  the  loin  is  not  filled 
it  would  be  by  a  renal  tumour,  and  the  mass  cannot  be  pushed  back  into  the  loin 
to  be  felt  by  the  posterior  hand  as  readily  as  it  is  by  the  hand  on  the  anterior 
linal  wall. 

srcussion  yields  a  dull  note  over  the  mass,  the  dullness  being  directly  continuous 
n  increased  area  of  dullness  in  the  thorax  extending  upwards  as  high  as  the  seventh 
:he  mid-axillary  line,  the  sixth  rib  in  the  nipple  line,  or  even  higher,  and  including  the 
ry  area  of  splenic  impairment  of  resonance  behind.  Percussion  of  the  left  loin  may 
esonance  here,  indicating  that  the  colon  is  not  displaced  as  it  would  have  been  by 
I  tumour  ;  no  intestines  can  be  felt  or  percussed  over  the  front  of  the  spleen, 
iscultation  seldom  affords  much  evidence  of  value  in  these  cases,  but  sometimes 
:he  splenic  enlargement  is  associated  with  local  peritonitis,  as  in  cases  of  infarction 
mple,  a  loud  rub  may  be  heard  over  the  mass  when  the  patient  takes  a  particularly 
>reath  ;  and  sometimes,  especially  if  the  enlargement  is  associated  with  venous 
ement,  a  well-marked  continuous  humming  bruit  may  be  heard. 
stlnction  between  an  Enlarged  Spleen  and  other  Tumours  which  may  simulate 
n  enlarged  spleen  has  to  be  distinguished  from  other  tumours  which  may  arise 
left  hypochondriac  region,  especially  from  : — (1)  Kidney  tumours  or  perinephric 
nation  or  abscess  ;  (2)  Suprarenal  tumours  ;  (3)  Carcinoma  of  the  splenic  flexure 
;olon  ;  (4)  Pancreatic  tumours,  especially  cyst  or  carcinoma  ;  (5)  Malignant  growth 
stomach  ;  (6)  Ovarian  tumour  ;  (7)  Tuberculous  peritonitis  ;  (8)  Fjecal  accumula- 
the  colon. 

sanction  from  a  Renal  Tumour. — It  may  be  difficult  to  distinguish  an  enlarged 

from  a  kidney  in  some  cases.     Both  conditions  may  cause  local  prominence  or 

:  of  the  left  side  of  the  abdomen  ;    in  the  case  of  splenic  enlargement  the  bulging  is 

)rward  and  inward,  whereas  in  a  kidney  enlargement  the  loin  is  more  likely  to  be 

No  distinct  edge  or  notch  can  be  seen  or  felt  in  the  case  of  most  renal  enlargements, 

the  significance  of  which  cannot  be  over-estimated.     Either  tumour  may  move 

irds  when  the  patient  takes  a  deep  breath  ;    but  the  spleen,  being  in  closer  contact 

e  under  surface  of  the  diaphragm,  moves  the  more  markedly  of  the  two.     A  renal 

being  more  deeply  situated  in  the  abdomen  seldom  ap{)roxiniates  closely  to  the 

r  abdominal  wall  unless  the  enlargement  is  very  great,  in  which  case  the  loin  will 

1  out  and  feel  verv^  firm  and  resistant  on  bimanual  examination.     A  renal  tumour 

ly  slopes  away  as  it  approaches  the  ribs,  so  that  it  is  less  diflicult  to  get  one's  hand 

1  its  upper  [>ole  and  the  costal  margin  than  is  the  case  with  the  imdislocated  spleen. 

on  may  be  seen  or  felt  over  the  anterior  surface  of  a  renal  tumour,  whieli  is  never 

;  with  splenic  enlargement  ;    and  percussion  may  yield  a  resonant  note  in  front,  or 

!al  cases  a  vertical  band  of  colonic  resonance  down  the  centre  of  an  otherwise  dull 

he  loin  posteriorly  being  dull  ;    whereas  with  a  splenic  tumour  the  loin  may  be 

t,  and  the  anterior  aspect  of  the  mass  quite  dull.     The  presence  of  a  local  bruit 

would   make   renal   tumour   unlikely.     The   occurrence   of  Hi^MAXURiA   (|).   275), 

(p.  571"),  or   Albuminuria  (p.  4),    would   suggest   renal   enlargement,  whilst  the 

•ns  of  the  blood  might  be  such  as  to  suggest  splenic. 

twithstanding  all  these  points,  to  distinguish  between  splenic  and  renal  masses  is 
les  by  no  means  easy  ;    and  it  is  only  by  paying  careful  attention  to  the  history 
patient's  own  sensations,  as  well  as  to  the  physical  signs  and  the  changes  in  the 
id  urine,  that  a  correct  diagnosis  can  be  made. 
lignant    Disease  of  the  Left  Suprarenal  Gland  may  cause  a  large  mass  which  is 


630  SPLEEN,     ENLARGEMENT    OP    THE 

sometimes  particularly  difficult  to  distinguish,  either  from  a  splenic  or  from  a  renal  en]arg^ 
ment.  Owing  to  the  close  proximity  of  the  suprarenal  capsule  to  the  kidney,  and  tla 
liability  for  the  capsule  of  the  latter  to  become  infiltrated  by  growth  of  the  former,  the 
physical  signs  of  a  suprarenal  are  practically  the  same  as  those  of  a  renal  tumour,  except 
that  it  may  be  more  difficult  to  pass  the  hand  between  the  mass  and  the  costal  maigis. 
Hsematuria  and  other  urinary  changes  may  result  from  spread  of  the  disease  to  the  kidney; 
affection  of  one  suprarenal  gland  alone  does  not  produce  Addison^s  disease,  and  it  may  be 
impossible  to  arrive  at  a  correct  diagnosis  without  laparotomy.  A  peculiar  affection  d 
children  deserves  special  mention :  at  a  comparatively  early  age  there  may  be  an  abnormil 
development  of  the  pubic  and  axillary  hair  and  of  the  genital  organs  (see  Figs.  174,  175, 
p.  408),  with  premature  puberty,  associated  with  overgrowth  of  suprarenal  rests  in  the 
kidney,  the  resultant  tumour  being  spoken  of  as  a  hypernephroma. 

Carcinoma  of  the  Splenic  Flexure  of  the  colon  is  usually  annular,  giving  rise  to  do 
definite  tumour,  but  rather  to  symptoms  of  chronic,  followed  by  acute,  intestinal  obstnw- 
tion.  Occasionally,  however,  the  growth  may  be  more  voluminous,  or  it  may  have  caused 
leakage  and  inflammatory  matting  from  local  perforation  through  or  above  the  growth, 
with  the  result  that  a  fairly  large  tumour  may  be  felt  in  and  below  the  left  hypochondrium. 
This  mass  is  generally  resonant  to  percussion,  has  no  well-defined  edge  or  notch,  and  roiT 
vary  somewhat  in  position  from  day  to  day  :  it  will  usually  he  associated  with  intestiiud 
symptoms,  especially  constipation  alternating  with  diarrhoea,  and  the  passage  of  mucus, 
and  occasionally  blood,  per  rectum.  Sometimes  there  are  obvious  secondary  deposits  io  1 
the  liver  or  in  the  left  supraclavicular  glands.  ! 

Pancreatic  Tumours  are  usually  situated  more  in  the  median  line  of  the  abdomen  than 
is  a  spleen,  between  the  ensiform  cartilage  and  the  umbilicus  ;  sometimes,  however,  a  vwy 
large  cyst,  such  as  may  nearly  fill  the  abdominal  cavity,  may  cause  considerable  difftctilty 
in  the  diagnosis.  One  ver>'  important  point  is  that  no  definite  edge  and  no  notch  can  be 
felt.  The  stomach  generally  lies  in  front  of  a  pancreatic  cyst ;  or,  if  the  latter  pushes  its 
way  forward  so  as  to  displace  the  stomach  upwards  and  the  transverse  colon  downwards, 
it  may  be  possible  to  define  its  relationship  to  the  stomach  by  inflating  the  latter  with  gas. 
A  splenic  tumour  rarely  extends  to  the  right  of  the  middle  line  unless  the  enlargement  is 
great,  and  then  it  crosses  at  or  below  the  umbilicus,  whereas  a  pancreatic  cyst  reaches 
across  to  the  right  of  the  middle  line  above  the  navel.  Pancreatic  new  growth  has  a  similar 
position  ;  but  the  outline  of  the  mass,  if  any  can  be  felt  at  all,  is  more  nodular  ;  there  wil! 
generally  be  jaundice  and  a  palpable  gall-bladder,  and  the  urine  may  yield  Cammidge's 
pancreatic  reaction  (p.  100). 

Malignant  Growth  of  the  Stomach  may  be  mistaken  for  enlargement  of  the  spleen, 
especially  gastric  sarcoma,  which,  though  very  much  rarer  than  carcinoma,  is  more  likely 
to  involve  the  whole  of  the  stomach  and  give  rise  to  a  very  large  tumour  occupying  chiefly 
the  upper  part  of  the  left  side  of  the  abdomen.  The  following  changes  will  sene  to 
distinguish  a  gastric  new  growth  from  enlargement  of  the  spleen  :  the  mass  is  apt  to  shift 
its  position  during  the  course  of  an  examination  or  from  day  to  day  ;  it  does  not  present  a 
well-defined  edge  with  definite  notch  or  notches  ;  it  may  extend  a  considerable  distance 
to  the  right  of  the  middle  line,  although  its  lower  limit  may  not  be  below  the  level  of  Ihe 
umbilicus  ;  it  is  likely  to  be  resonant  in  front,  though  the  percussion  note  over  it  may  be 
impaired  ;  there  may  be  anaemia  and  leucocytosis,  but  the  blood-changes  would  not  be 
characteristic  of  any  positive  blood  disease  ;  the  taking  of  food  may  cause  an  increase  in 
the  gastric  pain  ;  vomiting  will  generally  be  a  prominent  symptom  ;  the  vomit  may 
contain  blood,  obvious  or  occult ;  free  hydrochloric  acid  may  be  deficient  or  absent ; 
sarcina*  ventriculi  may  be  found  (Fig,  121,  p.  241)  ;  and  there  may  be  secondar\'  deposits, 
especially  in  the  liver  or  in  the  left  supra-clavicular  glands.  Examination  of  the  stomach 
with  the  j'-rays  after  a  bismuth  or  barium  meal  may  also  assist  the  diagnosis  (Fi|. 
131,  p.  270). 

Ovarian  Tumours  have  been  mistaken  for  enlargement  of  the  spleen,  and  vice  versa, 
the  differential  diagnosis  being  particularly  diflicult  in  cases  in  which  the  spleen  has  become 
dislocated,  or  is  so  large  as  to  reach  down  as  far  as  the  uterus.  The  organ  has  sometimes 
been  found  so  dislocated  as  to  lie  wholly  within  the  pelvis.  The  differential  diagnosis 
depends  in  most  cases  on  the  following  points  :  an  ovarian  tumour  rarely  extends  upwards 
to  such  an  extent  that  its  upper  limit  comes  into  actual  contact  with  the  left  costal  margin 
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kt  the  hand  cannot  be  placed  between  it  and  the  ribs  ;  it  does  not  move  much 
rards  during  deep  inspiration  ;  it  extends  upwards  from  the  pelvis,  whence  it  may  be 
finitely  to  arise,  the  lower  part  of  the  abdomen  being  more  prominent  than  the  upper ; 
lually  more  globular  than  a  splenic  tumour,  and  has  no  sharp,  well-defined  edge  with 
s  in  it,  even  when  covered  with  projecting  bosses  of  simple  or  malignant  new  growth  ; 
Jly  extends  more  to  the  right  of  the  middle  line  than  an  enlarged  spleen  ;  and  it  is 
ipt  to  transmit  aortic  pulsations  ;  a  vaginal  examination  may  determine  that  the 
}  attached  to  one  or  other  of  the  broad  ligaments,  and  that  the  cervix  and  the  body 
uterus  are  drawn  upwards  ;  there  will  probably  be  no  distinctive  blood-changes, 
ry  likely  amenorrhcea. 

iberctdous  Peritonitis  may  cause  various  abdominal  tumours  (see  p.  48),  and  some- 
^ves  rise  to  a  mass  occupying  the  left  hypochondriac  region,  the  result  of  matting 
sr  of  the  intestines,  thickening  of  the  omentum,  or  thickening  and  infiltration  of  the 
leum  attached  to  the  abdominal  wall  here.  The  tumour  does  not  generally  extend 
p  imder  the  ribs,  so  that  the  hand  may  be  placed  between  it  and  the  costal  margin, 
though  it  may  feel  somewhat  rounded,  with  a  more  or  less  well-defined  edge,  there  is 
inite  notch  to  be  felt ;  sometimes,  however,  when  there  are  two,  three,  or  more 
be  masses  united  together,  a  notch  may  be  simulated  to  some  extent.  The  mass 
lay  be  dull,  but  there  is  generally  resonance  between  it  and  the  normal  splenic  dull- 
Ascites  is  often  present,  and  there  may  be  palpable  lumps  in  other  parts  of  the 
en,  or  perhaps  redness  and  oedema  of  the  abdominal  wall,  or  a  purulent  or  fsecal 
•ge  from  the  umbilicus.  Indeed,  tuberculous  peritonitis  is  the  commonest  cause  of 
;d  umbilical  fistula,  the  next  commonest  cause  of  the  latter  being  pneumococcal 
litis  which  has  recovered  slowly,  either  without  or  with  operation.  There  may  be 
f  tuberculosis  elsewhere,  for  instance  in  joints,  or  lymphatic  glands.  Calmette's  or 
rquet's  tuberculin  reactions  may  be  positive.  The  patient  will  generally  be  young, 
ve  consumed  unsterilized  cow's  milk.  Pyrexia  may  be  present  or  absent,  either  with 
ilous  peritonitis  or  with  splenic  affections,  so  that  its  occurrence  does  not  assist  the 
sis  much,  except  perhaps  that  if  the  chart  exhibits  marked  evening  pyrexia  in  a  young 
;,  with  a  sub-normal  temperature  in  the  morning,  it  is  an  additional  argument  in 
of  tubercle.  The  reverse  type  of  pyrexia — morning  rise  and  evening  fall — has  been 
of  as  characteristic  of  tubercle,  but  it  is  seldom  met  with. 

teal  Accumulation  in  the  Spleiiic  Flexure  or  adjacent  parts  of  the  transverse  or 
3ing  colon  may  be  mistaken  for  an  enlarged  spleen  upon  a  first  examination  ;  but 
urce  of  error  is  usually  removed  when  the  patient  is  re-examined  after  an  action  of 
^els  has  taken  place.  The  condition  is  found  most  freciuently  in  women  if  the  age 
great,  or  in  elderly  people  of  either  sex.  There  is  generally  a  history  of  severe 
ition,  and  possibly  attacks  of  teniporar>^  obstruction.  The  mass  is  generally  irregular, 
r  less  cylindrical,  and  in  thin  persons  it  may  be  possible  actually  to  alter  its  shape  by 
ilation  with  the  hand.  The  best  test  of  the  condition,  however,  is  the  effect  of 
$  enemata  upon  the  mass. 

vmatoma  due  to  Leakage  from  an  Abdominal  Aneurifsm  is  by  no  means  always  easily 
zed,  and  it  may  be  mistaken  for  an  enlargement  either  of  the  spleen  or  of  the  kidney, 
the  aneurv'sm  itself  can  be  felt  pulsating  ;  or  unless  there  is  a  history  or  an  acute 
)ation  of  intra-abdominal  pain,  accompanied  by  blanching  due  to  the  amount  of 
ost. 

Causes    of    Splknic    Knlaiigf.mknt. 

iving  concluded  that  the  spleen  is  enlarged,  the  next  step  is  to  decide  the  cause  of 
argement.  There  are  various  ways  in  which  the  different  causes  may  be  classified, 
m  a  diagnostic  point  of  view  the  following  is  serviceable  :  — 


Chronic  Enlargement  of  the  Spleen. 

I.   Very  great  enlargement  : 

JplenomcduIIary  leukicmia 

Lymplmtic  lciik:emia 

Vlixed  leiik»'mia 

Zlhronic  malaria 

Kala-azar 

Splenoincfralic  polycythaemia 

Splenomegalic  cirrhosis 


Splenic  an<rniia 

Pscudo-leukirmia  infantum 

Gaucher's  disease 

Still's  disease 

Familial  acholuric  jaundice. 

Egyptian  splenomegaly 
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(b).  Moderate  enlargement. — All  conditions  mentioned  in  group  (a)  will  at  some  stage 
exhibit  a  spleen  that  has  not  yet  become  enormous  ;  and  besides  these,  chronic  and  moderate 
enlargement  of  the  spleen  may  be  exhibited  in  cases  of : — 

Pernicious  anaemia  ,  Thrombosis  of  the  portal  vein 
Rickets  Pressure  on  the  portal  vein  by 
Congenital  syphilis  '  enlarged  lymphatic  glands  or  by 
Hodgkin\s  disease  adjacent  tumour  of  the  gall- 
Cirrhosis  of  the  liver  bladder,  liver,  pancreas,  stomach, 
Lardaceous  disease  etc. 

II.  Acute  Enlargement  of  the  Spleen,  the  enlargement  as  a  rale  being  slight 

(a).  Acute  infective  fevers  : 

Especially — 

Typhoid  fever  i  Malaria 

Paratyphoid  fever  Malta  fever 

Relapsing  fever  Erysipelas 

Typhus  fever  Septicaemia. 

Less  often  in — 

Pneumonia  Rheumatic  fever 

Diphtheria  Influenza 

Scarlet  fever  General  tuberculosis. 

Small-pox 

(/>).  Embolism^  especially  in  cases  of  fungating  endocarditis. 

(c).  Injury, 

(d).  Strangulation  by  twisting  of  the  pedicle. 

It  will  be  noted  that  no  mention  is  made  of  abscess,  gumma,  carcinoma  (whether 
primary  or  secondary),  sarcoma  (primary  or  secondary),  or  hydatid  cyst  of  the  spleen,  for 
these  are  all  so  exceedingly  rare  they  are  very  unlikely  to  be  met  with.  It  will  also  be  noted 
that  no  mention  is  made  of  backward  pressure,  whether  due  to  chronic  valvular  disease 
of  the  heart  with  failing  compensation,  or  to  obstruction  to  the  inferior  vena  cava  above 
the  hepatic  veins,  such  as  may  result  from  thrombosis  or  from  pressure  u)K)n  the  veins  by 
mediastinal  fibrosis  or  new  growth  ;  these  conditions  are  omitted  puri>osely,  for  it  is  quite 
exceptional  for  ordinary  backward  pressure  to  produce  enlargement  of  the  spleen.  So 
true  is  this  that  in  a  case  of  chronic  valvular  heart-disease  with  failing  compensation  the 
existence  of  a  definitely  palpable  spleen  is  evidence  of  there  being  more  than  mere 
mechanical  heart-failure — probably  superposed  fungating  endocarditis.  The  chief  excep- 
tions to  this  occur  in  childhood,  where  the  spleen  becomes  palpable  more  easily  than  in 
adults,  so  that  with  heart-failure  in  a  child  enlargement  of  the  spleen  is  less  good  evidence 
of  fungating  endocarditis  than  it  is  in  a  grown-up  person. 

I.  CHRONIC    ENLARGEMENT    OF    THE    SPLEEN. 

Chronic  and  very  great  Enlargement  of  the  Spleen. — When  the  spleen  is  so  large 
as  to  occupy  half  the  abdomen  or  more,  the  diagnosis  is  generally  easy.  The  largest  of  all 
spleens  are  those  due  to  splenomedullary  leukcemia.  The  first  step  is  to  make  a  full  examina- 
tion of  the  blood,  including  particularly  total  and  difTerential  leucocyte  counts.  If  there 
is  an  extreme  degree  of  leucocytosis,  up  to  anything  between  50,000  and  1,500,000  per 
c.mm.  for  example,  the  diagnosis  is  almost  certainly  Icuksemia,  and  if  in  the  differential 
leucocyte  count  there  are  from  20  per  cent  to  50  per  cent  of  myelocytes,  it  is  of  the  spleno- 
medullary type,  whilst  if  the  lymphocytes  amount  to  90  per  cent  or  more,  the  disease  is  of 
the  lymphatic  form,  in  which  the  lymphatic  glands  are  almost  certain  to  be  enlarged  as  well 
as  the  spleen  ;  in  some  cases  of  lymphatic  leuksemia  the  latter  may  be  scarcely  enlarged 
at  all,  but  in  others  it  may  be  almost  if  not  quite  as  large  as  in  the  splenomedullary  type 
of  the  disease.  For  mixed  leukaemia,  see  AN^fSMiA  (p.  25).  In  the  absence  of  any  marked 
leucocytosis,  or  of  characteristic  differential  leucocyte  counts  (see  also  Ax.«mia),  the 
diagnosis  of  the  nature  of  a  very  large  spleen  will  depend  in  the  first  place  upon  whether 
there  has  or  has  not  been  residence  in  a  malarial  region — the  fen  districts  of  Great  Britain, 
the  tropics,  or  certain  parts  of  Europe,  particularly  Italy.  The  ague-cake  spleen  of  the 
fens  is  now  very  rare  ;  it  is  more  often  found  in  chronic  cases  of  tropical  malaria,  when 
the  history  may  indicate  its  nature,  and  if  the  patient  is  having  febrile  attacks,  the  parasites 
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(e  XXVIII.  Figs.  A.  B,  C,  D,  E.  p.  614)  may  be  found  in  the  blood.  Recent  investJ- 
>ns  have  shown  that  some,  at  least,  of  the  enlarged  spleens  formerly  attribut«d  to 
ria,  are  due  to  other  infections.  One  of  these  has  been  difTerentiated  clearly  from 
rest,  namely  Kala-azar,  which  occurs  In  India,  particularly  in  Assam,  in  Africa,  and 
cily.  and  is  diagnosed  chiefly  by  the  discovery  of  the  I>cishman-Donovan  bodies  in  the 
obtained  by  splenic  puncture  {Plait  XXVIII,  Fig.  H,  p.  814). 

Sptenomegalic  polycythemia  is  a  rare  affection  of  adults,  characterized  by  more  or  less 
osis  {Plate  XXIX,  p.  634)  and  symptoms  which  might  suggest  a  cardiac  lesion,  together 
more  or  less  enlargement  of  the  spleen,  and  pulycythiemia  amounting  perhaps  to  six, 
I,  ten,  or  even  twelve  million  red  corpuscles  per  c.mm.  The  malady  is  generally  chronic, 
iding  over  years  ;  with  an  insidious  onset  and  slow  progress.  The  first  symptoms  are 
:,  with  progressive  toss  of  working  power,  and  some  shortness  of  breath  on  exertion, 
orrhages  may  occur  early,  or  at  any  stage  of  the  malady  ;  especially  bleeding  from 
mouth,  epistaxis,  hiemoptysis,  harmatemesis,  luematuria,  or  melicna.  Purpura  is 
ommon.  The  patient's  heart  is  generally  hypertrophied  and  dilated  to  some  extent, 
or  without  a  systolic  apical  bruit ;  and  the  blood -pressure  is  above  the  normal — it 
be  anything  between  150  and  250  mm.  Hg.  The  patient  does  not  usually  waste, 
lay  develop  cfFusion  into  any  of  the  serous  cavities.  The  diagnosis  is  arrived  at  when 
ythiemia  and  enlai^nient  of  the  spleen 

in  the  absence  of  any  definite  cause. 
iplenomegalic  cirrlioaia   is   an  affection 
lildren    and    younf;    adults,   in    whom 

are  likely  to  be  more  or  less  jaundice, 
lia,  lack  of  develojimcnt.  and  ultimately 
■B,  as  well  as  considerable  enlargement 
e  spleen.  There  is  a  tendency  for  this 
ly  to  affect  more  tlian  one  niembcr  of 
lily,  and  this  sometimes  gives  the  clue 
e  diagnosis.  When  death  ultimately 
8,  in  addition  to  the  great  enlargement 
t  spleen  these  cases  exhibit  more  or  less 
is  or  cirrhosis  of  the  liver,  anil  some- 
thc  liver  is  indistinguishable  from 
3f  ordinary  alcoholic  cirrhosis.  \Vhat 
unship    this    malady  has  to  ordinary 

»lic   cirrhosis  of  the  liver  on  the   one 
and    to   splenic   anieniia    or    Itanti's 

le   upon    the   other,   is  not  clear  ;   bul 

:  to  the  enlargement  of  the  spleen,  it 

Ferentiated  as  s|)lennn)egalic  cirrhosis. 

jrrhages.  .  particularly     hsematcmesis.  pi^.  v.^.-m^uii  num^U:    ,,hpu«™pb  showing  ti« 

It  infrequent  in  this  as  in  ottier  forms       nuuine  ot  iiie  i<i>]mi.  Ttine  una  Mvrre  ciiiomiic  uimsait 

'hosis  of  the  liver.     The  blood -changes       rt™"i™'ilDcuTi!^s  oi'*i!^iirer.  '    ■  "'    "     """^  '"^ 

nerdy     those    of    a    sim]>lc    chlorotic 

ia.     The  diagnosis  is  afforded  chiefly   by  the  age  of  the  patient,  by  the  size  of  the 

I,  and  by  the  absence  of  any  )>osjtive  btooil -changes,  particularly  if  more  than  one 

•er  of  the  family  is  affected  in  the  same  way.     The  patient  often  lives  for  a  number    . 

irs.  and  is  able  to  work  in  spile  of  the  complaint,  until  ascites  super\'enes.     The 

t  maj-  be  clubbed. 

plenic   amemia   has   been   discussed    under   .-Vn.emia   (p.   .'(7).      The   spleen  is  not  as 
very  greatly  enlarged,  though  sometimes  it  may  be  enormous  {Fig.  -JflT).     The  blood 

es  are  siniply  those  of  progressive  and  se\'ere  an;emia  of  a  chlorotic  type  ;    even 

li  there    may  really  be  a  disease  meriting  the  distinctive  term,  'splenic  anicmia.' 
few  cases  diagnosed  as  such  on  account  of  the  co-existence  of  splenic  enlargement 

iniple  anicmia.  ultimately  turn  out  to  be  cirrhosis  of  the  liver.     When  that  which  is 
cirrhosis  of  the  liver  is  diagnosed  in  its  early  stages  as  splenic  anemia,  the  condition 

ncd   Uanti'n  lUnenxe.     One  ^fiarlicular  variety   of  familial   sj)lenic   antcmia  of  young 

IS  has  been  ilislingiiished  from  the  rest  as  Gaucher  s  disease.     It  runs  a  course  very 
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if  it  is  more  decidedly  enlarged,  the  first  suspicion  will  be  that  it  is  due  to  rickets  or 

enit€U  syphilis.      The  bony  changes,  quadrate  head,   beaded  ribs,   large  epiphyses, 

[gerated  curves  of  the  long  bones,  particularly  of  the  legs,  delay  in  the  closure  of  the 

anelles,  and  the  pot-belly,  will  suggest  rickets  ;    it  should  be  added,  however,  that 

ig  to  the  eversion  of  the  lower  ribs  along  a  line  corresponding  with  the  attachment  of 

diaphragm,  and  known  as  Harrison^s  sulcus,  the  spleen  often  becomes  unduly  palpable 

ickety   children   without   being   necessarily   enlarged.      Congenital   syphilis   may   be 

ested  by  a  knowledge  of  the  family  history,  by  the  occurrence  of  snuffles,  of  specific 

eruptions,  and  so  forth  ;   but  in  many  cases  the  diagnosis  will  be  one  of  surmise  only, 

5S  it  can  be  confirmed  by  the  specific  serum  reaction  of  Wassermann.     Pseudo-leukcemia 

itum  has  been  discussed  above  ;  by  some  it  has  been  regarded  as  in  some  way  associ- 

either  or  with  rickets,  with  congenital  syphilis,  or  both  ;  but  the  most  recent  view  is 

it  is  due  to  some  cause  other  than  these,  of  a  nature  not  yet  known. 

Hodgkiri's  Disease^  when  it  is  typical,  is  associated  with  considerable  and  progressive 

PHATic  Gland  Enlargement  (p.  376),  especially  those  of  the  neck,  and  later  those  of 

ixillse  and  groins,  thorax  and  abdomen,  together  with  moderate  but  seldom  very  great 

'gement  of  the  spleen  ;  without  any  ansemia  to  begin  with,  but  later  with  a  progressive 

ultimately  severe  anaemia  of  the  chlorotic  type,  with  all  the  changes  mentioned  on 

21,  22;    without  leucocytosis,  and  with  nothing  characteristic  about  the' differential 

•cyte  count,  except  that  an  occasional  basophile    cell  or  myelocyte  may   be  seen. 

rkin  himself  laid  particular  stress  upon  the  changes  in  the  spleen  in  this  disease,  but 

:  can  be  little  doubt  that  there  are  cases  of  a  precisely  similar  nature  in  which  .there  is 

I  lymphatic  glandular  enlargement  without  enlargement  of  the  spleen.     An  attempt 

netimes  made  to  distinguish  this  type  from  that  with  splenic  enlargement,  by  styling 

mphadenoma  ;    but  where  lymphadenoma  ends  and  Hodgkin's  disease  begins,  and 

versa,  is  by  no  means  settled.     It  would  seem  much  more  likely  that  there  is  ever>' 

?e  of  acuteness  and  severity  between  extremes  that  are  wide  apart,  those  cases  which 

lymphatic  glandular  enlargement  and  a  rapidly  fatal  ending  without  leucocytosis  as 

most  prominent  feature  being  styled  lymphosarcoma  ;  similar  cases  with  the  addition 

largement  of  the  spleen,  but  a  fairly  rapid  fatal  ending,  being  termed  acute  Ilodgkin's 

se  ;   others  again,  with  enlargement  of  the  glands  without  enlargement  of  the  spleen 

vith  rather  greater  duration,  being  termed  lymphadenoma  ;    whilst  precisely  similar 

with  enlargement  of  both  spleen  and  glands,  and  a  duration  of  anything  between 

al  months  and  several  years,  are  termed  ordinary   Hodgkin's  disease.      One   very 

rtant  point  to  be  realized  about  this  disease  is  that  the  blood-changes  in  it  are  not 

^gnomonic  even  when  they  are  severe. 

'irrhosis  of  the  Liver,  by  the  time  it  has  ended  fatally,  is  nearly  always  associated 
a  spleen  that  is  bigger  than  normal  as  judged  by  post-mortem  w^eights.  Clinically, 
ver,  this  enlargement  can  be  made  out  only  in  a  small  proportion  of  the  cases,  and 
in  these  the  enlargement  is  seldom  great.  When,  however,  there  is  doubt  as  to  the 
osis,  and  cirrhosis  of  the  liver  seems  to  be  a  possible  cause  for  other  symptoms,  such 
EMATEMESis  (p.  265),  ASCITES  (p.  13),  Jaundice  (p.  32  i),  tlic  prcscnce  of  chronic 
ot  ver>^  great  enlargement  of  the  spleen,  without  affection  of  the  lymphatic  jrltiiicls 
without  pathognomonic  blood-changes,  is  an  additional  argument  in  favour  of  the 
Dsis.  On  the  other  hand,  splenic  enlargement  is  a  vcr\'  prominent  and  relatively 
feature  in  a  few  cases,  as  in  the  splenomegalic  cirrhosis  of  children  (p.  372)  and  young 
»  ;  whilst  in  some  older  patients,  long  before  the  hepatic  changes  themselves  attract 
:ion,  the  case  mav  come  under  observati(m  for  anaemia,  with  or  without  hirmorrhaj^e. 
IS  purpura,  epistaxis,  hapmatemesis,  or  the  passage  of  blood  per  rectum  ;  and  a  con- 
ble  enlargement  of  the  spleen  may  be  found.  The  blood-changes  may  be  merely 
•tie,  and  in  the  absence  of  other  definite  signs  or  symptoms  the  diagnosis  of  splenic 
ia,  that  is  to  say  of  simple  aniemia  associated  with  an  enlarged  spleen,  may  be  made  : 
such  cases  ultimately  turn  out  to  be  examples  of  cirrhosis  of  the  liver  -Banti's  disease. 
ardaceoHS  Disease. — A  lardaceous  spleen  is  not  always  large,  but  is  frequently  big 
h  to  be  palpable,  and  the  liver  is  generally  enlarged  at  the  same  time.  The  con- 
results  from  long-continued  suppuration,  discharging  sinuses  from  empyema  or 
caries,  purulent  cavities  in  phthisis  or  bronchiectasis,  or  from  tertiary  syphilis.  If 
erable  enlartrement  of  the  spleen  is  associated  with  any  of  these  it  is  probably  due 
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of  WidaFs  agglutinating  serum  reaction.  It  sometimes  happens  that  in  a  case  which, 
n  a  clinical  point  of  view,  is  almost  certainly  typhoid  fever,  the  serum  will  not  cause 
nping  of  Eberth^s  typhoid  bacilli  ;  and  so  far  as  the  bacteriological  test  goes,  the 
piosis  might  remain  altogether  obscure  unless  the  serum  were  tested  also  against  the 
illus  paraiyphosus  A  and  the  B.  paratyphosus  B,  In  a  certain  proportion  of  cases 
nping  will  be  obtained  with  one  or  other  of  these,  the  diagnosis  of  paratyphoid  fever 
ig  based  upon  bacteriological  rather  than  upon  clinical  conditions.  The  spleen  is 
irged  in  paratyphoid  fever  to  about  the  same  extent  as  in  typhoid. 
Relapsing  Fever  is  associated  with  considerable  enlargement  of  the  spleen.  The . 
ase  is  contagious,  but  nowadays  rare,  developing  only  under  conditions  of  filth  and 
inc.  It  is  characterized  by  an  acute  onset,  with  chills,  pains  in  the  back,  and  a  sudden 
of  temperature.  The  latter  remains  high  for  six  or  seven  days,  and  then  falls  by  crisis, 
about  a  week  the  temperature  remains  normal,  and  then  it  rises  again  as  before,  several 
1  remissions  and  relapses  succeeding  each  other  and  being  pathognomonic  of  the  disease 
[.  5,  p.  27).  The  pulse  is  rapid,  and  there  is  profuse  sweating.  Enlargement  of  the 
en  is  detected  early.  It  is  most  conclusively  distinguished  from  other  diseases  by 
nination  of  blood-films  in  which  the  Spirochceta  obermeieri .  {Plate  XXV 111,  Fig,  /, 
14).  will  be  found. 

Malta  Fever  is  discussed  on  p.  565  ;  the  splenic  enlargement  is  similar  to  that  of  typhoid 
r. 

Malaria, — Apart  from  the  chronic  enlargement  of  the  spleen  due  to  recurrent  attacks 
lalaria,  the  spleen  becomes  enlarged  and  soft  as  the  result  of  active  hyperaemia  during 
:e  attacks.  Even  when  no  splenic  enlargement  can  be  detected  in  the  intervals,  during 
paroxysms  the  viscus  can  usually  be  felt  projecting  below  the  costal  margin,  presenting 
ft  and  indefinite  lower  border.  When  the  patient  has  more  or  less  chronic  enlargement 
le  spleen  as  the  result  of  preceding  attacks,  each  acute  febrile  paroxysm  is  associated  as 
lie  with  an  additional  swelling  which  passes  off  after  the  attack.  For  the  characters 
lie  fever,  see  pp.  29-32.  The  nature  of  the  malady  will  be  suggested  by  geographical 
iiderations,  or  by  the  influence  of  quinine  ;  but  the  only  conclusive  proof  is  the 
Dverj^  in  stained  blood-films  of  the  malaria  parasites  {Plate  XXV 111,  Figs.  A,  B,  C,  D, 
14).  There  is  often  marked  anaemia,  especially  in  cases  of  recurrent  malaria,  the  red 
•uscles  and  haemoglobin  becoming  reduced  as  in  chlorosis  ;  the  leucocytes  are  alsd 
inished,  and  the  differential  leucocyte  count  shows  a  relative  increase  in  the  large 
line  lymphocytes  up  to  even  15  or  20  per  cent. 

Erysipelas  is  often  associated  with  moderate  enlargement  of  the  spleen  ;  but  the  fever, 
rs  {Fig,  245,  p.  568),  and  slightly-raised  red  spreading  infection  of  the  skin  are  sufli- 
tly  characteristic  to  indicate  the  diagnosis. 

Septicaemia  may  be  less  easy  to  diagnose  unless  there  is  some  obvious  source  of  sepsis 
lie  first  instance,  such  as  infection  of  the  uterus  after  childbirth,  sepsis  in  connection 
I  the  general  peritoneal  cavity,  joints,  wounds,  and  so  forth.  The  chief  difficulty  arises 
lose  cases  in  which  the  source  of  the  sepsis  is  not  obvious,  being  due  to  absorption  from 
1  lesions  as  pyorrhcra  alveolaris,  whitlows,  acne,  or  other  comparatively  small  super- 
1  affections  ;  or  to  deep-seated  suppuration,  such  as  a  hidden  empyema,  infective 
phlebitis,  infective  cholangitis,  pyosalpinx,  and  so  forth.  In  some  cases  of  chronic  or 
icute  septicaemia,  enlargement  of  the  spleen  may  be  considerable,  and  the  diagnosis 
ifective  endocarditis  will  very  likely  suggest  itself.  Whether  or  not  the  heart  valves 
affected  in  these  cases,  the  ultimate  diagnosis  will  depend  upon  discovery  of  infective 
nisms  in  cultures  obtained  by  venepuncture. 

Diphtheria,  Pneumonia,  Scarlet  Fever,  and  Small- pox  seldom  give  rise  to  very 
ninent  splenic  enlargement,  and  the  only  importance  of  it  is  that  in  the  early  stages 
le  malady  detection  of  a  spleen  that  is  just  palpable  may  temporarily  arouse  a  suspicion 

the  patient  may  be  suffering  from  typhoid  fever.  The  course  of  the  disease,  bacterio- 
al  examination  of  swabbings  from  the  throat,  the  physical  signs  in  the  lungs,  and 
acters  of  the  sputum  and  the  skin  rash,  will  serve  to  point  to  the  correct  diagnosis. 

Typh\is  Fever  is  fortunately  very  rare  now,  although  there  are  small  outbreaks  of  it 
iC  poorer  parts  of  large  cities  from  time  to  time  ;  the  spleen  becomes  soft  and  moderately 
rged,  but  less  constantly  so  than  in  typhoid  fever.     The  disease  sets  in  more  acutely 

enteric,  with  chills,  early  prostration,  and  a  high  temperature  which  ends  by  less 
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easiest  to  diagnose  correctly  in  times  of  severe  epidemic,  and  ihen  slight  enlargement 
«  spleen  may  occur  in  a  few  cases.  This  in  itself  is  not  important  if  influenza  can  be 
nosed  with  certainty  on  other  grounds ;  but  until  the  nature  of  the  fever  becomes 
ous,  it  is  important  in  that  it  may  suggest  typhoid  when  none  exists.     The  sudden 


(Clan  tindlt  lappHtd  hf  Dr.  Tumrr,  ilrd.  Supf.  0/  (At  Svulli  KavrrH  Ftrer  lloipilal,  Lnmlim.) 

t,  extreme  prostration,  high  pulsc'rate  as  well  as  temperature,  initial  chill,  profuse 
iting  which  comes  on  when  the  patient  begins  to  improve,  and  the  fall  of  the  tempera- 
after  an  illness  lasting  from  twenty-four  hours  to  three  or  four  days  or  a  week,  would 
Mint  to  influenza.      It  may,   however,  be  inipossible  to  distinguish  influenza  from 
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typhoid  fever  until  the  course  of  the  pyrexia  has  been  watched,  or  unless  typical  Bacilli 
inJtuenoE  are  recovered  in  nearly  pure  culture  from  some  secretion,  such  as  the  sputum. 
It  is  worthy  of  note  that  in  influenza  as  well  as  typhoid  there  is  no  leucocytosis. 

Gftieral  Tubfrculosis  maj'  also  siniulate  typhoid  fever  in  certain  cases,  and  enlargement 
of  the  spleen  may  result  from  the  development  of  tubercles  in  it.  When  cerebral  symptoms 
predominate,  the  diagnosis  is  relatively  easy  ;  the  headache  may  be  equally  severe  in  both, 
but  with  tuberculous  meningitis  there  is  more  vomiting  and  more  retraction  of  the  head, 
whilst  it  is  probable  that  optic  neuritis,  and  perhaps  choroidal  tubercles,  can  be  detected- 
Widal's  test  will  remain  ]>ersistcntly  negative  ;  there  will  be  no  rosy  rash,  probably  no 
leucocytosis,  and  no  sloughs  will  be  found  in  the  stools.  In  some  cases,  however,  general 
tuberculosis  produces  a  clinical  (ticture  that  may  be  \CTy  diHicult  to  distinguish  from 
typhoid  fever.     Lumbar  puncture  may  decide  the  diagnosis. 

£mto/i»m.— Fungating  endocarditis  is  nearly  always  associated  with  |>al|uble  enlarge- 
ment of  the  spleen,  and  Kometimcs  the  organ  attains  a  consi<lerable  size  {Fig.  270).     As  stated 
nhove.  ordinary  heart-disease  with  failure 
of  compensation  docs  not   give    rise  tu 
splenic  enlargement  tlmt  can  be   recog- 
nized clinically,  except  jierhaps  in  chil- 
dren, notwithstanding  the  fact  that  one 
might  have  e\|K-cted  the  l>aekward  prca- 
sure  to  cause  the    spleen   to   be  big  by 
being    dilated    with    blood.     Except    in 
children,  enlargenient  of  the  spleen  in  a 
heart  case  should  always  an)usc  serious 
suspicion  of  infective  endocarditis.     The 
enlargenient    may   be   due    to    cnibohsnt 
and  infarction,  in  which  case  there  niay 
have   been   a  history  of  acute  pain  low- 
down  on  the  left  side  of  the  chest,  accom- 
panied  by  a  definite  rub  due  to    peri- 
splenitis  over  the  infarct.    The   splenic 
enlargement  in    sonic  cases,  hi>wever,  is 
due  less  to  actual  infarction  than  to  the 
general  toxu-niia ;  even  when   there  has 
lieen  an  infarct  it  is  not  always  easy  to 
be  sure  of  it.       Fungating   endocarditis 
sonictinics  ^le^■elol>s  without  there  being 
any  bruit  at  all  :    the  diagnosis  is  then 
exceedingly   dinicult  imless    the    {tatient 
sufTers   from  multiple    emboli^K'erebTal, 
renal,      intestinal,      splenic,     peripheral. 
Sometimes    such    an    embolus    may    be 
followed  by  the  development  of  an  acute 
aneurysm — femoral,    popliteal,    cerebral 
ijoth  thB      hikJ    so  forth.     A  cerebral  embolisn)    of 
Srxr  aim     this    kind    has    sometimes    resulted    in 
e(i  imiid.      8ii|j(jen  transient  conia  and  hemiplegia  ; 
the  patient  has  seemed  to  be  recovering ; 
then  in  a  day  or  two  has  relapsed  into  coma  again,  and  died,  the  cause  of  the  relapse  and 
fatal  ending  1>cing  the  development  of  an  acutec  erebral  aneiirj-sm  at  the  site  of  the  em- 
bolus, rupture  of  this  aneurjsin.  and  death  from  the  resultant  Iwemorrhage.     Progressive 
anxmia  of  the  ehlorotic  type,  without  much  leucocytosis.  is  another  feature  of  these  cases. 
The  diagnosis  must  always  be  diflicult  when   there  is  no  cardiac  hniit ;   when  there  is  a 
bruit,  the  dilHeulty  is  to  determine  whether  the  patient  is  suffering  merely  from  mechani- 
cal heart -failure,  or  from  fungating  endocarditis  superposed  u|K>n  the  chronic  heart  lesions 
(p.  84).  • 

Thrombotic  infarction  may  cause  acute  splenic  enlargement  in  almost  any  of  the  blood 
diseases,  particularly  in  lymphadenoma  and  leuksmia. 


ri,.  s-it. 
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Neither  Injury  nor  Strangulation  of  the  spleen  by  its  becoming  twisted  upon  its  own  hilum 
is  a  very  common  event,  and  the  latter  is  nearly  always  the  result  of  injury.  A  blow  in  the 
splenic  region  may  cause  a  rupture  in  the  pulp  of  the  spleen  without  bursting  its  capsule, 
and  without  obviously  injuring  the  chest  wall  or  abdomen.  The  bleeding  that  occurs 
within  the  capsule  of  the  spleen  itself  causes  great  pain  in  the  part  and  enlargement  of  the 
organ  :  the  diagnosis  can  seldom  be  more  than  guessed  at  unless  laparotomy  is  performed*. 
Strangulation  of  the  spleen  seldom  occurs  if  the  organ  is  in  its  natural  position  ;  but  whew 
there  has  been  previous  dislocation,  an  abdominal  injury,  or  sometimes  a  sudden  spon^ 
taneous  effort,  has  led  to  its  becoming  twisted  on  its  own  hilum,  the  symptoms  being  such 
as  to  suggest  an  acute  intra-abdominal  condition  requiring  immediate  laparotomy,  but 
seldom  pointing  to  the  actual  diagnosis  until  the  laparotomy  has  been  performed. 

Herbert  French. 

SPONGY  GUMS.— (See  Bi.e^:i»ing  Gums,  p.  72.)  * 

SPUTA  vary  enormously  as  to  their  amount,  consistence,  colour,  and  so  forth  ;  but 
by  far  the  most  important  point  about  them  in  diagnosis  is  the  determination  of  whether 
they  contain  tubercle  bacilli  or  not.  There  is  no  particular  variety  of  sputum  which  can 
be  said  to  be  characteristic  of  pulmonary  tuberculosis,  although  stress  is  generally  laid 
upon  the  fact  that  phthisis  with  cavitation  produces  a  nummular  sputum — ^that  is  to  say, 
sputum  of  which  the  individual  portions  expectorated  tend,  not  to  coalesce  but  to  flatten 
out  as  separate  round  portions,  if  they  are  spat  on  to  a  flat,  dry  surface  ;  if  expectorated 
into  antiseptic  fluid,  they  remain  as  more  or  less  globular,  separate  masses.  As  a  matter 
of  fact,  however,  ordinary  bronchitis  may  produce  sputum  possessing  a  typical  appear- 
ance of  nummularity,  and  it  is  most  unwise  to  rely  on  the  naked-eye  appearances  of  sputum 
for  any  diagnosis  except  that  of  lobar  pneumonia,  when  it  may  be  typically  viscid  and 
rusty.  It  is  in  almost  all  cases  essential  to  make  films  of  the  sputum,  and  to  stain  these 
for  tubercle  bacilli  by  the  Ziehl-Neelsen  method  with  carbol-fuchsin. 

The  carbol-fuchsin  solution  is  made  up  of  1  gm.  of  fuchsin,  10  c.c.  of  absolute  alcohol,  and  100  c.c. 
of  5  per  cent  solution  of  carbolic  acid  in  distilled  water.  The  slide  is  covered  by  the  stain  in  a 
suitable  receiver,  and  held  over  a  small  Bunsen  burner  or  spirit  flame  until  the  fluid  steams  briskly 
but  does  not  actually  boil.  After  immersion  in  this  for  five  minutes. at  least,  and  it  does  not  much 
matter  if  for  longer,  the  excess  of  stain  is  poured  off,  the  f)lm  washed  in  water,  the  excess  of  the 
latter  drained  off,  and  the  slide  immersed  in  25  per  cent  sulphuric  acid  for  about  half  a  minute  ; 
it  is  then  transferred  to  water  again,  and  recovers  more  or  less  of  the  red  tint  of  the  fuchsin  ;  if 
too  little  of  this  has  been  discharged,  the  slide  is  returned  to  the  sulphuric  acid  for  another  period, 
and  so  on  ;  when  well  decolorized,  only  the  thickest  parts  of  the  film  retain  obvious  red  ;  it  is  then 
counterstained  by  five  minutes*  immersion  in  carbol-methylene  blue,  the  excess  of  this  stain  being 
washed  off  with  water,  the  film  dried  in  the  air,  and  either  mounted  in  Canada  balsam  or  else 
examined  directly  through  cedar- wood  oil  ;  the  tubercle  bacilli  {Plate  XXVIII.  Fig.  A',  p.  614) 
show  up  as  bright -red  rods  in  a  blue  field  under  the  oil-immersion  lens. 

The  presence  of  acid-fast  bacilli  in  an  ordinary'  sputum  film  is  very  nearly  proof  posi- 
tive of  tuberculosis  of  the  lung,  the  only  source  of  fallacy  being  the  possibility  of  non- 
pathogenic acid-fast  bacilli  being  derived  from  the  mouth.  It  is  very  unlikely  that  this 
source  of  fallacy  will  i)ersist  from  day  to  day,  especially  if  care  be  taken  to  make  the  films 
from  the  interior  of  the  sputum  pellets.  It  should  be  remembered,  of  course,  that  the 
absence  of  tubercle  bacilli,  or  rather  their  non-detection,  is  no  proof  of  the  absence  of 
pulmonary  phthisis,  and  if  there  is  doubt,  successive  sputa  should  be  tested  in  the  same 
way.  It  should  also  be  remembered  that  a  lesion  which  may  have  been  tuberculous 
Driginally,  may  in  time  lose  its  tuberculous  character,  the  tubercle  bacilli  may  die  out, 
though  the  cavities  produced  by  them  still  persist  and  become  occupied  by  pyogenic 
Drganisms  and  their  products.  Many  of  the  symptoms  of  phthisis  itself  are  not  due  to 
tubercle  bacilli  directly,  but  rather  to  secondar>'  infection  by  streptococci,  staphylococci, 
3neumococci,  micrococci  catarrhales,  and  so  forth  ;  and  the  degree  of  this  secondary 
nfection  may  be  gauged  from  the  films  at  the  same  time  as  one  looks  for  tubercle  bacilli. 

It  is  also  important  to  realize  that  a  person  may  expectorate  sputum  containing 
:ubercle  bacilli  in  abundance  every  day  for  months,  and  yet  may  have  precisely  as  much 
ung  tissue  left  by  the  end  of  that  time  as  at  the  beginning  ;  this  is  due  to  the  fact  that  when 
»vities  have  been  produced  they  arc  lined  by  granulation  tissue,  and  it  is  possible  for  the 
lischarge  from  the  surface  of  these  granulations  to  produce  a  continuous  supply  of  sputum 
without  the  erosion  of  the  lung  tissue  progressing.  One  sees  a  precisely  similar  state  of 
D  41 
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yellowish,  or  even  bluish-yellow — confirms  it  even  when  the  lung  signs  remain  normal. 
The  viscidity  of  the  sputum  in  these  cases  is  of  as  much  importance  as  the  colour.  Films  of 
it  usually  contain  numbers  of  pneumococci  {Plate  XXVIII,  Fig.  O.  p.  614) ;  in  exceptional 
instances  pneumo-bacilli.  When  lobar  pneumonia  is  due  to  the  influenza  bacillus,  the 
sputum  has  not  the  viscid,  rusty  character  as  a  rule,  but  is  more  like  that  of  ordinary  muco- 
purulent bronchitis.  The  presence  of  large  numbers  of  pneumococci,  however,  or  of  any 
3ther  micro-organism  than  the  tubercle  bacillus,  is  by  itself  no  proof  that  these  are  the  cause 
jf  the  lung  lesion,  for  even  in  the  sputum  of  perfectly  normal  persons  pneumococci  and  other 
lacteria  are  frequently  abundant.  It  is  quite  possible  for  a  patient  who  is  dying  of  general 
Tiiliary  tuberculosis  of  the  lung  to  have  no  tubercle  bacilli  in  the  sputum,  but  an  abundance 
>f  capsulated  pneumococci  which  may  readily,  when  they  are  discovered,  lead  to  an 
erroneous  diagnosis. 

Influenza  bacilli  are  exceedingly  small ;  but  it  is  important  that  they  should  be  looked 
br,  both  directly  and  by  cultural  methods,  in  all  cases  thought  to  be  influenzal,  before  this 
liagnosis  is  regarded  as  established  :  even  when  influenza  bacilli  are  found  there  is  still 
he  possibility  that  they  may  be  an  intercurrent  infection  in  some  other  malady  ;  but  it  is 
o  tempting  to  think  of  influenza  when  no  other  obvious  cause  for  a  febrile  illness  can  be 
liscovered,  that  it  should  not  be  diagnosed  until  influenza  bacilli  have  been  shown  to  be 
>resent. 

Abundance  of  Foul  Sputum,  especially  when  expectorated  much  at  a  time  at  com- 
paratively long  intervals,  is  sometimes  by  itself  a  striking  symptom,  and  it  suggests  that 
he  patient  is  suffering  from  one  or  other  of  the  following  : — 


Bronchiectasis 

Phthisis  with  cavitation 

Foetid  bronchitis 


An  empyema  ruptured  into  the  lung 
Gangrene  of  the  lung. 


It  is  sometimes  very  easy  to  distinguish  between  these  ;  with  fibroid  lung  and  bronchi- 
ctasis  the  patient  is  likely  to  have  had  symptoms  periodically  for  a  long  while  ;  there 
rill  generally  be  Clubbed  Fingers  (p.  Ill)  ;  the  abnormal  physical  signs  are  conflned 
3  one  lung  as  a  rule,  and  especially  to  the  lower  lobe,  with  displacement  of  the 
eart  towards  that  side  ;  there  will  be  deficiency  of  movement,  resonance,  and  vesicular 
lurmur  in  the  afTected  lower  lobe,  together  with  either  absence  of  voice  sounds  and  of 
lies,  or  scattered  foci  of  crackling  rales,  especially  when  the  patient  coughs,  with  broncho- 
hony,  pectoriloquy,  and  bronchial  breathing.  If,  on  the  other  hand,  the  abundant  and 
>ul  sputum  is  associated  with  abnormal  physical  signs  in  both  lungs,  and  if  the  upper 
»bes  are  obviously  more  affected  than  the  lower,  if  the  patient  has  a  strong  tuberculous 
imily  history,  and  if  tubercle  bacilli  are  either  now  present  in  the  sputum,  or  are  known 
)  have  been  present  formerly, — the  diagnosis  of  chronic  phthisis  tvith  extensive  cavitation 
irf  secondary  infection  of  the  cavities  with  pyogenic  organisms  is  obvious. 

Foetid  bronchitis  is  always  a  dangerous  diagnosis  to  make,  and  the  probability  is  that 
lany  cases  so  diagnosed  have  been  examples  either  of  deep-seated  bronchiectasis,  of 
^thisis  with  cavitation  and  secondary  pyococcic  infection,  or  of  empyema  ruptured  into 
e  lung.  The  latter  is  generally  associated  with  hardly  any  abnormal  physical  signs, 
?cause  if  the  original  empyema  had  given  rise  to  the  ordinary  signs  it  would  have  been 
agnosed  and  relieved  by  operation  ;  an  empyema  may  develop  either  between  the  lobes, 
•  between  the  pericardium  and  the  lung,  or  between  the  diaphragm  and  the  lung,  in  such 
way  as  to  leave  normal  lung  tissue  all  round  the  surface  next  the  chest  wall,  so  that  the 
(ual  evidence  of  pus  in  the  chest  is  entirely  wanting.  Even  if  abnormal  physical  signs 
•e  produced  when  the  pus  is  kept  in  an  abnormal  position  in  this  way,  the  needle  may  have 
pass  through  so  much  tissue  before  the  empyema  cavity  is  entered,  that  the  pus  cannot 
;  located  :  in  either  of  these  cases  the  empyema  will,  in  the  course  of  time,  tend  to 
cerate  its  way  through  the  pleura  and  lead  to  the  expectoration  of  large  quantities  of  foul 
utum  at  intervals  as  the  empyema  cavity  re-fills.  The  diagnosis  depends  largely  upon 
e  exclusion  of  other  causes  of  abundant  foul  expectoration,  and  perhaps  upon  the 
story  of  a  preceding  illness  predisposing  to  empyema,  for  example  lobar  pneumonia. 

Gangrene  of  the  lung  may  be  simulated  to  some  extent  by  bronchiectasis  or  by 
ipyema  rupturing  into  the  lung  ;  but  generally  speaking  nothing  but  gangrene  will 
oduce  so  much  stench.     Foul  though  the  sputum  in  bad  bronchiectasis  may  become, 
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The  rarer  bacteria  and  moulds  that  may  be  detected  in  the  sputum  by  special  bacterio- 
ogical  methods  generally  require  very  special  investigation,  including  cultural  tests  by 
killed  bacteriologists  ;   one  need  not,  therefore,  enter  into  details  here,  though  it  may  be 
Fell  to  enumerate  certain  micro-organisms  which  may  be  pathogenic  in  the  lung  in  com- 
paratively rare  instances — B.  tnalleiy  generally  amongst  workers  in  stables  or  otherwise  in 
onnection  with  horses  ;  Aspergillus  flavuSy  A,  niger^  A.  fumigatusy  generally  amongst  those 
fho  have  to  do  with  the  artificial  feeding  of  pigeons  and  other  birds  ;   Actinomyces  or  the 
ay  fungus,  in  those  who  have  had  to  do  with  barley  in  some  way  or  another,  or,  as  has 
ecently  been  demonstrated,  in  those  who  are  in  the  habit  of  holding  cotton  in  their  mouths, 
uch  as  tailors  and  seamstresses.     Besides  these  pathogenic  micro-organisms,  not  a  few 
thers  which  are  not  actually  pathogenic  are  to  be  recognized  in  the  sputum  when  it  has 
ecome  secondarily  infected  in  chronic  cases.     Penicillium  glaucum,  for  instance,  or  Oidium 
Ibicans  ;   yeast  and  other  moulds  ;   Micrococcus  tetragenus  ;   or  Oidium  tropicaUy  a  micro- 
rganism  similar  to  but  culturally  different  from  Oidium  alhicanSy  which   has  recently 
een  reported  to  be  a  cause  of  lung  lesions  both  in  Europeans  and  natives  in  Ceylon,  the 
/mptoms  suggesting  phthisis,  but  the  latter  being  excluded  by  the  persistent  absence  of 
ibercle  bacilli  from  the  sputum  and  by  the  absence  of  reaction  to  tuberculin. 

Whooping-cough  is  sometimes  difficult  to  distinguish  from  other  colds  and  from 
ronchitis,  and  if  the  recent  statements  to  the  effect  that  it  is  due  to  the  minute  Bordet- 
engou  bacillus  prove  true,  bacteriological  examination  of  the  sputum  may  be  of  use  in 
agnosing  this  condition  in  doubtful  cases  ;  the  patient's  blood-serum  may  also  give  a 
)sitive  clumping  reaction  with  cultures  of  this  organism. 

The  lung  fluke,  Paragonimus  Wesiermaniy  which  causes  haemoptysis  in  Korea,  Japan, 
id  pmrts  of  China,  is  to  be  diagnosed  by  the  discovery  of  its  oval,  capsulated  eggs  in  the 
►utum.  Herbert  French. 

SQUINT. — (See  Strabismus,  p.  649  ;  and  Diplopia,  p.  174.) 
STAMMERING. — (See  Spekcii,  Abnormalities  of,  p.  623.) 

STERILITY. — ^The  differential  diagnosis  of  the  causes  of  sterility  is  often  difficult, 
id  although  there  are  many  well-defined  conditions  which  give  rise  to  it,  there  are  numbers 
cases  in  which  no  definite  cause  can  be  found.  Further,  we  must  not  overlook  the  fact 
at  the  husband  is  responsible  for  a  sterile  marriage  in  one-fourth  to  one-third  of  the  cases, 
lis  is  a  fact  shown  by  many  observers,  and  too  often  forgotten  when  investigating  cases, 
lerefore,  we  must  not  consider  a  case  to  be  complete  unless  the  husband  and  his  semen 
.ve  been  investigated.  Many  a  woman  has  her  married  life  made  miserable,  and  is  taken 
)m  doctor  to  doctor  on  account  of  sterility,  when  the  husband  really  is  to  blame. 

The  causes  of  sterility  are  shown  in  the  table  on  the  next  page.  From  a  study  of  it, 
is  clear  that  some  of  the  causes  of  sterility  are  primary,  whilst  others  are  secondary, 
lus  absence  of  the  uterus  or  infantile  uterus  means  primary  sterility,  whilst  hyperinvolu- 
in,  carcinoma  of  the  cervix,  etc.,  may  occur  in  women  who  have  had  children,  and  only 
londarily  become  sterile  on  account  of  these  lesions.  Further,  some  of  these  causes  are 
mmon,  or  may  be  remedied  ;  others,  on  the  other  hand,  are  rare  or  absolutely  insurable, 
agnosis  is  therefore  of  great  importance,  for  it  is  far  better  to  discover  and  remedy  a 
feet  early  in  married  life,  than  to  wait  until  the  best  years  are  soured  and  embittered 
the  longing  for  a  child.  Unfortunately,  many  patients,  from  various  motives,  put  off 
;  investigation  too  long. 

Congenital  Lesions. — Some  of  the  congenital  lesions  are  diagnosed  easily,  such  as 
sure  of  the  hymen ^  absence  of  the  vagina^  or  closure  of  the  cervix,  whilst  absence  of  the 
ential  organs  often  requires  an  anaesthetic  in  order  that  a  bimanual  examination  may 
made  satisfactorily.  The  infantile  uterus  and  small  adult  type  are  very  difficult  to  differ- 
:iate  ;  but  in  the  former  the  body  forms  only  one-third  of  the  total  length  of  the  organ, 
ilst  in  the  latter  it  forms  two-thirds,  both  types  of  uterus  being  small  in  the  antero- 
iterior  and  lateral  dimensions,  and  only  slightly  shortened  in  the  vertical.  Of  all  the 
igenital  lesions,  the  '  cochleate  "  uterus  of  Pozzi  is  the  commonest  cause  of  sterility,  and 
he  most  hopeful  as  regards  treatment.  The  uterus  is  felt  to  be  unusually  curved  ante- 
rly,  has  a  long  conical  cervix,  and  a  small  external  os.     In  such  an  externally  malformed 
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sexual  act  possible,  the  seminal  fluid  must  be  examined  carefully.  The  fluid  should  be 
collected  in  a  condom  by  means  of  a  normal  coitus,  and  should  be  examined  within  twelve 
hours.  It  must  be  spread  on  a  slide  and  examined  with  a  high  power  of  the  microscope. 
There  may  be  no  spermatozoa  present  at  all,  the  condition  known  as  azobapermiay  in  which 
case  the  husband  is  incapable  of  procreation.  There  may  be  but  few  spermatozoa,  and 
those  exhibiting  only  feeble  powers  of  movement :  oligospermia.  There  may  be  plenty  of 
spermatozoa  present,  but  quite  devoid  of  motility  :  necrospermia.  It  is  unnecessary  in 
this  article  to  enter  into  the  causes  of  these  conditions.  They  are  usually  incurable,  and 
consequently  further  investigation  is  unnecessary.  Thos.  G.  Stevens. 

STERTOR  is  really  another  word  for  snoring  ;  but  it  is  commonly  restricted  to  the 
heavy,  snoring  sound  accompanying  inspiration,  produced  not  in  the  nose  but  by  vibrations 
of  the  soft  palate,  generally  when  the  patient  is  in  a  state  of  profound  unconsciousness. 
It  differs  from  stridor  in  that  the  latter  is  produced  in  the  larynx.  If,  as  is  generally  the 
case,  the  patient  is  comatose,  the  presence  or  absence  of  stertor  helps  little  in  the  diagnosis, 
which  is  discussed  under  the  heading  Coma  (p.  117).  Sometimes,  however,  without  being 
comatose,  the  patient  may  have  stertor  during  sleep,  when  he  is  suffering  from  the  effects 
of  drink  or  from  any  of  the  following  : — 

Adenoids  I  Paralysis  of  the  soft  palate 

Hypertrophied  tonsils  Post-pharyngeal  abscess. 

Quinsy  i 

The  stertor  in  these  cases  is  closely  akin  to  snoring.  The  differential  diagnosis 
generally  becomes  manifest  when  the  interior  of  the  mouth  and  the  pharynx  are  examined. 
Possibly  the  condition  most  likely  to  be  overlooked  is  post-pharyngeal  abscess,  but  this 
should  not  be  mistaken  for  anything  else  if  a  digital  examination  of  the  back  of  the  mouth 
is  made  ;  moreover,  except  when  due  to  tuberculous  caries  of  the  cervical  vertebrae,  it  is 
commonest  in  infants  and  quite  small  children,  becoming  rarer  with  each  year  of  life. 

Herbert  French, 

STIFF  NECK. — This  occurs  in  a  number  of  diseases  entirely  different  in  character, 
and  its  signiflcance  may  be  either  grave  or  trivial.  It  is  rarely  that  stiffness  is  the  only 
symptom,  but  it  may  be  the  first  thing  complained  of,  or  it  may  be  a  complication  arising 
in  the  course  of  a  disease.  It  is  not  right  to  assume  that  the  trouble  is  trivial,  or  vaguely 
to  designate  it  as  *  rheumatic'  without  a  thorough  investigation.  It  is  necessary  first 
to  inquire  into  the  history,  when  it  may  become  obvious  that  it  follows,  say,  an  injury, 
or  has  arisen  during  the  course  of  some  disease,  and  is  not  primary.  Next  examine  the 
patient  with  the  head  and  shoulders  bared,  and  see  whether  there  is  any  swelling  or 
abnormality  present,  also  the  extent  of  possible  movement,  and  whether  or  not  it  is 
the  movement  that  causes  pain  ;  if  possible,  locate  the  seat  of  the  pain.  Many  further 
investigations  may  be  necessary,  e.g.,  examination  of  the  throat  for  tonsillitis,  the  ear  for 
suppurative  otitis  media,  etc.,  according  to  the  circumstances  of  the  case. 

Exposure  to  Cold  or  Sleeping  in  a  Cramped  Position  may  give  rise  to  a  transient  stiff 
neck  associated  with  no  other  symptoms.  There  is  generally  a  distinct  history  of  the 
patient  waking  up  in  the  morning  with  a  stiff  neck,  and  the  diagnosis  is  made  l)v  exclusion. 

Inflammation  of  the  Lfpnphalic  Glands  and  the  cellular  tissues  of  the  neck  may  cause 
local  stiffness,  whether  the  infecting  focus  be  a  boil  or  carbuncle,  or  a  carious  tooth,  an 
inflamed  tonsil,  pediculosis  capitis,  or  other  similar  cause.  There  is  no  spasm  or  rigidity 
of  the  muscles  here,  the  neck  can  be  moved  tjuite  well  ;  but  it  hurts  to  do  so,  and  therefore 
it  is  held  stiffly.     The  diagnosis  is  easy  as  a  rule. 

Torticollis  or  Wry-neck  is  due  to  contraction  of  the  sternomastoid  muscle  on  one  side, 
usually  the  result  of  an  injury  to  the  muscle  caused  by  pulling  on  the  aftercoming  head  in 
breech  presentations.  The  nuiscle  stands  out  as  a  tight  band  in  the  neck,  and  its  contrac- 
tion leads  to  a  characteristic  deformity.  The  head  is  pulled  down  towards  the  affected 
side,  and  the  face  and  chin  are  tilted  towards  the  opposite  shoulder.  The  movements  of 
the  head  are  necessarily  restricted  owing  to  the  shortening  of  the  one  nmscle,  and  in  long- 
standing cases  this  leads  to  a  marked  asymmetry  of  the  face.  The  conse(iuences  are  not 
limited  to  the  head  and  neck,  for  the  spine  shares  in  the  general  obliquity,  and  shows  marked 
lateral  curvature  in  old  cases. 
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Stiffness  and  retraction  of  the  head  are  important  indications  of  meningitis,  but  they 
e  by  no  means  constant ;  when  present  they  are  generally  accompanied  by  other  well- 
arked  signs  of  meningitis. 

Stiffness  of  the  neck  is  one  of  the  earliest  signs  of  tetanus  ;  it  is  rarely  the  only  one, 
»wever.  The  trouble  soon  spreads  to  the  jaw,  causing  trismus  and  other  characteristic 
mptoms  (p.  730).  Geo,  E.    Gask. 

STOMACH,   DILATATION    OF.— (See  Dilatation  of  the  Stomach,  p.  173.) 

STRABISMUS. — Squints  may  be  classified,  according  to  their  direction,  into  convergent, 
k'ergent,  or  attitudinal  ;  according  to  their  cause,  into  paralytic  and  non-paralytic  (con- 
mitant).  The  diagnosis  between  paralytic  and  non-paralytic  strabismus  is,  as  a  rule, 
iv.  In  a  paralytic  strabismus  the  convergence  or  divergence  of  the  two  eyes  is  not  con- 
int  in  amount  in  all  directions,  as  the  farther  the  eyes  are  moved  over  in  the  direction  of 
;  action  of  the  paralyzed  muscle  the  greater  will  be  the  deviation  from  parallelism.  In  a 
icomitant  squint  the  eyes  always  bear  the  same  relative  position  to  each  other  in  what- 
?r  direction  thev  are  turned. 

The  diagnosis  of  the  cause  of  a  paralytic  strabismus,  which  is  associated  with  Diplopia, 
liscussed  under  that  heading  (p.  174).  The  causes  of  concomitant  strabismus  are  usually 
^rror  of  refraction  ;  Failure  of  binocular  vision  ;  Defective  vision  in  one  eye  ;  or  the  associ- 
jn  of  one  or  more  of  these  conditions.  The  cause  cannot  be  determined  accurately 
hout  a  careful  examination  of  the  ocular  refraction  under  a  mydriatic.  In  general  terms 
nay  be  stated  that  convergent  squints  are,  as  a  rule,  due  to  hypermetropia,  and  diver- 
it  squints  to  myopia.  Herbert  L.  Eason. 

STRANGURY  differs  somewhat  from  mere  pain  on  micturition,  in  that,  in  addition 
>everc  pain  before,  during,  or  after  the  act,  the  patient  is  troubled  constantly  by  urgent 
I  repeated  necessity  to  discharge  his  urine,  sometimes  as  often  as  every  few  minutes, 

without  any  satisfactory  relief  to  his  discomfort.  The  condition  is  also  spoken  of  as 
ical  tenesmus.  Very  little  urine  is  passed  each  time  ;  sometimes  the  desire  and  the 
essity  are  urgent  when  there  is  no  urine  in  the  bladder  at  all.  The  causes  resolve  them- 
'es  into  five  groups,  as  follows  : — 

1 .  Nervous  Conditions,  especially : — 

Hysteria  |    Irritable  bladder  j    Tabes  dorsalis 

Neurasthenia  |  |        (vesical  crises). 

2.  Obstruction  to  tlie  Urine  Outflow,  leading  to  Retention  with  Overflow  : — 

Extreme  prolapse  of  the  uterus  and  bladder 

Calculus  impacted  in  the  urethra 

Inflamed  urethral  caruncle 

Gonorrhoea 

Urethritis  other  tlian  gonococcal 

Periprostatic  abscess 

Periproctal  abscess. 


Urethral  stricture 
Enlarged  prostate 
Carcinoma  of  the  prostate 
Retroverted  gravid  utenis 
Uterine  fibroid        | ,  .    i  . 

Ovarian  cyst  the'^^Kis" 

Ovarian  carcinoma)  * 


3.  Local  Affections  of  the  Bladder  Wall : — 

Injury  Tuberculous  cystitis  Infiltration  by — 

Acute  cystitis  Papilloma  vesicte  Carcinoma  of  tlie  uterus 

Chronic  cystitis  Carcinoma  vesica*  Carcinoma  of  the  rectum. 

4.  Reflex  Conditions: — 

Inflamed  haemorrhoids  Acute  myelitis  i    Without  infection  of  the 

Injury  to  the  back  Coli  bacilluria    j  bladder  wall. 

Tuberculous  kidney,  before  the  bladder  , 
is  involved  ' 

5.  The   effects  of  certain  Drugs,  especially  : — 

Cantharides  l.Totropine  Cystopurin 

Oxalic  acid  Hclmitol  Hexamethylenetetramine. 

Turpentine 

Most  of  the  conditions  mentioned  above,  and  the  methods  of  distinguishing  between 
I,  arc  discussed  in  the  article  on  Micturition,  Abnormalities  of  (p.  393).  Irritable 
ler  is  discussed  under  the  heading  of  Oxaluria  (p.  423).     Two  points  of  importance 
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8.  SwtiUn^  Ootside  Compressing  the  Larynx  or  Trachea  : — 

Enlargement  of  the  thyroid  gland 
Enlargement  of  the  thymus  gland 
Thoracic  aneiuysm 
Mediastinal  new  growth 
Post-pharyngeal  abscess 


Epithelioma  of  the  oesophagus  invading 

the  trachea 
Malignant  glands  in  the  neck 
Cellulitis  of  the  neck 
Erysipelas  of  the  throat 
Angina  Ludovici. 


4.  BOaleral  Abdactor  Paralysis  of  the  Vocal  Cords,  generally  due  to  syphilitic 
sgeDeration  of  the  vagal-nuclear  nerve  cells. 

5.  Unilateral  Vocal  Cord  Paralysis  in  a  few  cases  ;  generally  if  one  cord  remains  normal 
lere  is  no  stridor.     The  diagnosis  of  the  causes  is  given  on  p.  494. 

Distinction  is  sometimes  drawn  between  inspiratory  and  expiratory  stridor,  and  stridor 
rfaich  is  both  inspiratory  and  expiratory  ;  but  in  practice  such  a  distinction  is  not  helpful. 
lie  main  value  of  stridor  as  a  symptom  is  that  it  indicates  stenosis  of  the  main  air-passiiges 
y  one  or  other  of  the  above  causes,  except  in  those  rare  cases  in  which  it  is  functional  ; 
ytlerical  stridor  ceases  during  sleep,  is  nearly  always  confined  to  the  female  sex,  as  a  rule 
letween  the  ages  of  fifteen  and  thirty,  and  is  often  associated  with  other  functional  nervous 
ymptoms,  such  as  globus  hystericus  and  functional  aphonia  (p.  494).  Stridor  should 
ever  be  diagnosed  as  functional,  however,  until  every  possible  organic  cause  has  been 
xduded.  The  differential  diagnosis  of  the  causes  of  obstruction  to  the  main  air- passages 
in  be  found  discussed  on  page  418.  Herbert  French. 

STUPOR.— (See  Coma,  p.  117.) 

STUTTERING.— (See  Speech,  Abnormalities  of,  p.  628.) 

SjUCCUSSION  SOUNDS  may  be  heard  when  a  part  that  contains  any  considerable 
iilk  of  both  fluid  and  gas  is  shaken  whilst  the  ear  or  the  stethoscope  is  applied  over  the 
ut.  Sometimes  the  sounds  are  so  loud  that  they  can  be  heard  at  a  considerable  distance 
om  the  patient.  A  verj'  good  example  of  succussion  sound  is  often  afforded  by 
le  normal  stomach  after  a  quantity  of  fluid  has  just  been  swallowed.  It  is  a  mistake  to 
appose  that  gastric  succussion  sounds  are  evidence  of  abnormality  ;  they  merely  prove 
lat  the  viscus  contains  fluid  and  gas  at  the  same  time  ;  the  gas  may  be  due  to  fermen- 
fttion,  but  it  is  often  nothing  but  air  that  has  been  swallowed  during  drinking.  The  chief 
alue  of  gastric  succussion  sounds  is  that,  according  to  the  position  in  the  abdomen  at 
rhich  they  can  be  heard,  they  afford  some  clue  as  to  the  position,  and  perhaps  as  to  the 
ize,  of  the  stomach.  They  should  not  be  heard  lower  than  the  umbilicus  ;  if  they  are,  the 
stomach  is  either  displaced  downwards,  or  dilated,  or  both. 

Another  variety  of  succussion  sounds  may  sometimes  be  heard  in  the  chest,  especially 
in  cases  of  hydropneumoihorax  ;  when  the  patient  deliberately  oscillates  his  trunk  to  and 
fto,  and  then  stops,  the  fluid  and  air  can  be  heard  making  noises  like  those  produced  when 
a  partly-filled  barrel  is  moved  about.  Sometimes  the  fluid  splashes  up  on  to  the  collapsed 
lung  and  then  drips  off  again  into  the  pool  at  the  bottom  of  the  pleural  cavity,  each  drop 
echoing  in  the  cavity  and  producing  a  metallic  clink  like  a  bruit  d/airain  or  coin  sound. 
Similar  succussion  sounds  may  be  produced  by  a  pyo[)neuniothorax  or  a  haMiiopncuino- 
thorax,  the  difference  between  these  being  decided,  as  a  rule,  by  exploratory  needling. 

Succussion  sounds  other  than  those  due  to  the  stomach,  or  to  gas  and  fluid  in  the 
Pleural  cavity,  are  uncommon,  but  the  following  is  a  list  of  the  chief  possible  causes  :  — 

1.  Causes  of  Succussion  Sounds  in  the  Thorax  : — 

Hydropneumothorax                                      "I  with  tlic  Bacillus  coli  communis,  aiul 

Pyopneumothorax  containing  gas  and  pus 

Hxmopneumothorax  Hydropneiimopericardiiim 

Diaphragmatic  hemia                                    ,  Pyopneumoperieardium 

Subdiaphragmatic   abscess    comniunicat-  ,  A  huge  phthisical  cavity  beneath  a  tliiu 

ing  with  stomach  or  duodenum,  and  so  chest  wall. 

containing  air  and  pus  ;  or  else  infected 
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the  pleural  cavity  of  a  patient  who  has  sufficient  vigour  to  shake  his  own  body  to  and  fro 
ndicates  hydropneuniothorax  of  phthisical  origin. 

Suocnssion  Sounds  in  the  Abdomen. — The  first  point  in  the  differential  diagnosis 
)f  succussion  sounds  in  the  abdomen  is  to  decide  whether  the  sounds  are  gastric  or  not. 
generally  this  is  obvious  ;  if  there  is  doubt,  the  effect  of  putting  more  gas  or  more  fluid  into 
he  stomach  by  taking  a  seidlitz  powder  in  two  halves,  or  by  drinking  a  quantity  of  water, 
vill  usually  so  change  the  character  and  distribution  of  the  sounds  if  they  are  gastric,  that 
ittle  doubt  will  remain  ;  or  the  j?-rays  and  bismuth  method  of  demarcating  the  stomach 
nay  be  employed.  As  has  been  mentioned,  the  existence  of  gastric  succussion  is  no  proof 
\f  gastrectasis  ;  if,  however,  the  succussion  sounds  are  audible  over  a  larger  area  than  the 
lormal  stomach  should  occupy,  they  afford  valuable  evidence  of  gastrecteisis,  and  the  next 
tep  will  be  to  determine  the  cause  of  the  latter.  Dilatation  of  the  stomach  has  three  main 
auses,  namely,  atony,  non-malignant  pyloric  obstruction,  especially  by  a  healed  simple 
ilcer,  and  malignant  pyloric  obstruction  by  primary  gastric  carcinoma. 

The  presence  of  visible  peristaltic  waves,  or  the  occurrence  of  vomiting,  will  exclude 
imple  atony,  which  can  never  be  diagnosed  with  Certainty  until  it  is  known  that  there  is 
o  pyloric  obstruction.  The  latter  will  be  indicated  by  the  periodicity  of  the  vomiting  ; 
y  the  abundance  of  the  fluid  vomited  being  greater  than  the  amount  taken  at  the  last 
leal  ;  by  the  presence  in  it  of  particles  of  food  eaten  a  day  or  more  previously — ham,  for 
istance,  vomited  on  Tuesday  when  last  partaken  of  on  Sunday  ; — by  the  visible  peristaltic 
'aves  corresponding  with  the  stomach  ;  and  by  the  presence  of  sarcinae  in  the  vomit  (see 
*tg.  121,  p.  241).  The  most  certain  method  of  detecting  pyloric  stenosis,  however,  is  by 
leans  of  bismuth  or  barium  and  the  a?-rays,  especially  in  those  cases,  not  infrequent,  in 
hich  vomiting  does  not  take  place  in  spite  of  great  gastrectasis. 

There  may  also  be  evidence  of  delay  in  the  absorption  of  substances  that  are 
3t  dissolved  until  they  reach  the  pancreatic  juice  in  the  duodenum,  tested  for  instance 
y  giving  methylene  blue  in  keratin-coated  capsules,  and  observing  when  the  urine  flrst 
jgins  to  be  blue.  Keratin  is  not  dissolved  by  gastric  juice,  but  is  by  pancreatic  ;  if  there 
no  evidence  of  pancreatic  disease,  delay  of  more  than  one  to  two  hours  in  the  first  sign  of 
lueness  of  the  urine,  after  giving  the  capsules,  indicates  marked  delay  in  their  transit 
om  stomach  to  duodenum. 

It  is  often  a  matter  of  extreme  difficulty  to  decide  whether  pyloric  stenosis  is  simple 
•  malignant,  though  upon  the  whole  the  shorter  the  history,  the  older  the  patient,  and  the 
ore  definite  the  pyloric  thickening  or  lump  the  more  likely  is  the  lesion  to  be  carcinoma- 
us.  The  latter  may  occur  in  quite  young  subjects,  however,  even  between  20  and  30  ; 
id  a  long  history  does  not  exclude  carcinoma,  since  some  cases  of  simple  ulcer  ultimately 
icome  malignant.  Even  when  laparatomy  is  performed  for  the  relief  of  the  condition, 
}  nature  may  not  be  obvious  ;  sometimes,  indeed,  post-mortem  examination  has  failed 
decide  whether  the  stenosed  pylorus  was  carcinomatous  or  not,  until  microscopical 
laminations  have  been  made.  It  has  been  stated  that  if  the  gastric  juice  after  a  test 
eal  contains  a  normal  amount  of  HCl,  the  diagnosis  is  unlikely  to  be  carcinoma,  and  vice 
rsa  ;  but  even  this  general  rule  has  many  exceptions  (p.  270). 

The  diagnosis  of  pyloric  stenosis  due  to  other  causes  than  adhesions,  a  healed  ulcer,  or 
carcinoma  is  seldom  possible  without  a  laparotomy  ;  occasionally  such  out-of-the-way 
ings  as  a  calcified  retroperitoneal  cyst  adherent  to  the  pylorus  and  thought  to  have  been 
carcinoma  pylori  may  be  found. 

If  there  are  well-marked  abdominal  succussion  sounds  that  can  be  shown  to  be 
finitely  not  gastric,  there  are  generally  other  well-marked  signs  and  symptoms  which 
Serially  assist  the  diagnosis. 

Succussion  sounds  in  the  general  peritoneal  cavity  are  excessively  rare,  for  even  though 
is  .cavity  should  contain  both  gas  and  fluid,  for  instance  after  perforation  of  a  typhoid 
;er,  the  coils  of  bowel  prevent  the  sounds  from  being  produced  readily.  The  list  of  causes 
/en  above  indicates  the  conditions  that  may  be  present.  It  would  clearly  be  next  to 
possible  to  diagnose  most  of  them  unless  the  previous  state  of  the  patient  was  known 
iurately,  or  unless  exploratory  laparotomy  were  resorted  to.  It  is  important  to 
nember  that  the  Bacillus  coli  communis  produces  gas,  so  that  intra-abdominal  abscesses, 
pendicular  and  otherwise,  are  not  infrequently  resonant.  The  occurrence,  however,  of 
irked  non-gastric  succussion  sounds  in  the  abdomen  of  a   patient  who  is  not  acutely 
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Me  ;  but  occasionally  the  whole  of  the  face  and  large  parts  of  the  trunk  and  limbs,  and 
pecially  the  axillse  and  groins,  are  affected.  The  condition  is  often  a  neurosis,  but  it 
•y  be  due  to  the  ingestion  of  copper  (green  sweat),  or  of  iron  (blue  sweat),  or  to  the  action 
f  cocci  or  the  Bacillus  pyocyaneua  upon  the  sweat  after  secretion.  The  chief  point  in 
iagnosis  is  the  exclusion  of  imposture. 

HctmaHdrosis,  or  bloody  sweat,  generally  limited  to  particular  parts,  the  face,  hands, 
set,  navel,  etc.,  may  be  a  fonn  of  so-called  vicarious  menstruation,  or  an  expression  of 
motional  stress  in  highly-strung  i)ersons  ;  it  is  sometimes  simulated  by  the  presence  in 
lie  sweat  of  bacteria  producing  a  red  pigment,  such  as  the  Bacillus  prodigiosus.  Uridrosis, 
n  which  urinar\'  constituents  are  present  in  the  sweat  in  abnormal  quantity,  is  not  an 
diopathic  affection,  but  an  accompaniment  of  such  grave  conditions  as  cholera  and  uricmia. 
ft  is  quite  unmistakable  ;  the  sweat  lias  a  urinous  odour,  and  white  cr^-stals  will  be  seen 
QD  the  skin. 

It  is  worthy  of  note  that  the  sweat  may  liave  peculiar  effects  when  the  patient  is  taking 
mtain  drugs  ;  for  example,  persons  whose  occupation  it  is  to  make  polished  steel  imple- 
ments, may  be  discliaiged  from  their  employment  if  they  are  taking  mercurj'  and  iodide  of 
potassium,  because  the  articles  they  have  polished  go  dull  and  s]>otty  almost  at  once,  in  a 
wy  which  does  not  result  from  ordinary-  ])erspiration.  Malcolm  Morris, 

SWELLING,  ABDOMINAL. — This  may  be  acute  or  chronic,  general  or  local,  and 
aused  by  abdominal  accumulations  that  are  mainly  either  gaseous,  fluid,  or  solid.  The 
vution,  physical  consistency,  and  duration  of  abdominal  swellings  are  their  three 
utstanding  clinical  features  for  purposes  of  diagnosis. 

CLASSIFICATION. 

I.— Swellings  In  the  Abdominal  WaU. 

II. — ^General  Abdominal  Swellings  : — 
A.  Mainly  Gaseous — 

Surgical  emphysema  |       Meteorism  (p.   888) 


B.  Mainly  Fluid— 
Ascites  (p.  48) 


Distention  of  hollow  viscera 


Large  cystic  tumours  Hydatid  disease 

C.  Mainly  Solid— 

Obesity  (p.  408)  Inflammatory  ^deposits 

Constipation  (p.  121)  New  growths^ 

III. — Local  Abdominal  Swellings  : — 

A.  Due  to  General  Causes — 

E^C3rsted  ascites  Subphrenic  abscess 

Tuberculous  peritonitis  '      Phantom  tumours 

Hydatid  disease  Entcroptosis 

B,  Due  to  Enlargement  of  Particular  Organs. 

L     SWELUNGS    IN   THE    ABDOMINAL    WALL. 

Swellings  situated  in  the  abdominal  wall  itself  can  be  recognized  by  their  superficial 
position  ;  by  their  adherence  to  the  skin,  muscles,  or  fas<*ia  ;  or  by  tlieir  not  followin*^  the 
Movements  of  the  viscera  immediately  underlying  the  wall  of  the  abdomen,  to  which  they 
nnist  therefore  be  superficial.  Rut  it  may  be  impossible  to  distin^iruish  between  a  fatty 
tumour  in  the  deeper  part  of  the  wall,  for  example,  and  a  fatty  omental  mass  tliat  has 
^*coinc  adherent  to  the  parietal  peritoneum  and  so  has  practically  incorporated  itself 
*^th  the  abdominal  wall. 

Inficnnmatory  swelling  of  the  wall  may  occur  by  infection  from  without  or,  less  often, 
Hmi  within.  Thus  a  liver  abscess  may  cause  extensive  redness  and  swelling  in  the  right 
hypochondriac  region  ;  infiltration  of  the  abdominal  wall  is  often  met  with  in  operations 
Or  appendicular  abscess  ;  in  acute  cases  of  Ilodgkins  disease  and  lymphosarcoma,  tumours 
Uggestjng  a  subacute  inflammatory'  process  may  occur  in  the  abdominal  wall,  but  they  are 
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diopathic  or  secondary,  is  present.  The  seybala  can  usually  be  felt,  perhaps  soft  and 
dastic  in  the  region  of  the  ascending  colon,  usually  hard  and  nodular  in  the  descending 
Bgmoid  and  colon.  Idiopathic  dilatation  of  t}ie  colon  (Hirschsprung's  disease)  seems  to  be 
wngenital,  and  is  associated  with  much  hypertrophy  of  the  colon.  (Fig.  171,  p.  889).  A 
lescription  of  it  will  be  found  on  p.  120.  In  older  patients  a  very  similar  dilatation  and 
kifpejfrophy  of  the  colon  may  come  on  as  the  result  of  chronic  obstruction  about  the  lower 
end  of  the  large  intestine.  As  much  as  47  lb.  of  faeces  may  accumulate  in  the  intestines  of 
mdi  patients. 

In  rare  cases  of  chronic,  particularly  tuberculous,  peritonitis,  semi-solid  inflammatory 
Masses  may  bring  about  a  general  swelling  of  the  abdomen  ;  the  diagnosis  is  discussed 
under  Ascites  (p.  47)).  General  swelling  of  the  abdomen  may  occur  in  malignant  disease 
of  the  peritoneum,  due  in  part  to  the  growth  of  numerous  secondary  malignant  nodules, 
in  part  to  a  concomitant  ascites.  The  symptoms  are  often  vague  at  first — loss  of  weight, 
strength,  appetite,  with  indefinite  abdominal  disorders.  The  abdomen  enlarges,  and  if 
there  is  not  much  ascites  the  secondary  deposits  can  be  felt  obscurely  through  the  abdo- 
ininal  wall.  Occasionally  they  can  be  palpated  in  the  abdominal  wall  itself  near  the 
imbUicus,  or  in  the  round  ligament  above  it,  or  the  urachus  below.  As  the  case  progresses, 
emaciation  becomes  marked,  the  skin  loses  its  elasticity  and  often  develops  a  diffuse 
brownish  pigmentation  ;  bedsores  are  not  rare.  The  primary  growth  may  be  in  any  of  the 
thoracic,  abdominal,  or  pelvic  organs,  or  in  the  mamma  or  testis.  If  any  primary'  growth 
eui  be  made  out,  the  diagnosis  will  not  be  difficult,  especially  if  glandular  enlargements 
are  found  in  the  groins  or  axillae,  if  the  ascitic  fluid  is  haemorrhagic,  and  if  it  is  found  to 
contain  raultinuclear  endothelial  cells,  and  cells  with  atypical  mitotic  figures.  Tuber- 
culous peritonitis  can  be  excluded  by  means  of  the  tuberculin  test  and  by  the  result  of 
injecting  several  c.c.  of  the  ascitic  fluid  into  guinea-pigs. 

Hydatid  disease  of  the  peritoneum  is  discussed  on  p.  49. 

III.     LOCAL   ABDOMINAL    SWELUNG. 

A.  Dne  to  General  Causes. — It  often  happens  that  the  causes  which  produce  general 
swelling  of  the  abdomen  fail  to  do  so  in  particular  cases,  and  give  rise  only  to  a 
local  swelling.  Thus  in  encysted  ascites^  left  behind  after  an  acute  diffuse  peritonitis,  or 
accompanying  a  chronic  peritonitis,  an  accumulation  of  fluid  bounded  by  fibrinous  or 
fibrous  adhesions  between  the  adjacent  viscera  may  be  found  in  any  part  of  the  peritoneal 
eavity,  but  most  often  in  the  flanks  and  about  the  pelvis.  If  a  good  history  of  the  case 
can  be  obtained,  the  diagnosis  of  the  nature  of  such  a  cyst  will  at  least  be  suggested  ;  the 
physical  signs  will  be  those  of  a  fixed  cystic  or  semi-solid  tumour,  and  the  diagnosis  will 
often  be  obscure  until  laparotomy  has  been  performed. 

Abdominal  swellings  of  the  most  various  size  and  position  may  occur  in  tuberculous 
perUonitis  (p.  47,  under  Ascites),  Many  of  them  are  composed  of  the  infiltrated  and 
loDed-up  omentum,  others  of  enlarged  and  tuberculous  mesenteric  glands,  others  of  doughy 
masses  of  adherent  intestine  and  fibrin.  The  amount  of  ascitic  fluid  varies  widely  in 
different  cases.  When  there  is  much,  and  the  patient  is  an  adult,  the  diagnosis  of  cirrhosis 
of  the  liver  is  likely  to  be  made  ;  when  the  peritonitis  is  dry  (the  obliterative  form),  the 
abdominal  cavity  may  be  smaUer  than  normal,  and  occupied  by  a  doughy,  rather  tender 
mass  that  presents  areas  of  alternating  resonance  and  dullness.  The  physical  signs  vary 
firom  day  to  day  according  to  the  amount  and  position  of  flatus  in  the  intestine.  The 
lymptoms  of  tuberculous  peritonitis  are  very  variable  ;  as  a  rule  the  patient  is  thin, 
aosemic,  seriously  ill,  with  a  drawn  aspect ;  abdominal  pain  and  tenderness  are  usual, 
nausea  and  constipation  with  chronic  intestinal  obstruction  are  frequent  ;  in  acute  cases 
there  is  high  fever,  in  chronic  the  temperature  is  not  high,  but  irregular,  or  may  even  be 
mbnormal.  If  there  is  ulceration  of  the  large  intestine,  diarrhoea  may  occur,  and  blood 
may  be  passed  in  the  motions.  The  discovery  of  tuberculosis  in  some  other  part  of  the 
body,  or  of  a  family  history  of  tuberculosis,  is  strong  argument  for  regarding  a  case  with 
aich  signs  as  tuberculous.  A  general  or  patchy  brown  pigmentation  of  the  skin  is  not 
Uncommon. 

Single  or  multiple  hydatid  cysts  may  occur  in  any  part  of  the  abdominal  cavity. 
Usually  they  are  single,  the  large  majority  occurring  in  the  liver;  more  rarely  they  affect 
the  spleen,  omentum,  mesentery,  or  peritoneum.     The  cyst  grows  slowly,  and  is  spherical 
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)wer  part  of  the  thorax.  The  picture  is  complicated  by  the  fact  that  the  inflammatory 
rocess  habitually  spreads  through  the  diaphragm,  so  that  the  signs  due  to  pleurisy,  with 
r  without  effusion,  are  added.  The  diagnosis  has  to  be  made  between  this  condition  and 
•ue  pneumothorax.  The  points  that  serve  to  distinguish  the  two  are,  that  in  pneumo- 
lorax  the  gas  seems  to  occupy  the  whole  of  one  side  of  the  thorax,  the  heart  is  pushed  or 
ulled  over  to  the  sound  side,  and  the  physical  signs  are  limited  to  the  thorax  ;  whereas  in 
ibphrenic  pyopneumothorax  the  signs  occur  at  the  base  of  one  or  both  lungs  but  not  at 
le  apex,  the  heart  is  displaced  upwards  but  not  to  either  side,  and  the  upper  part  of  the 
bdominal  cavity  is  involved  as  well  as  the  thorax.  Examination  with  the  ar-rays  is  of  the 
rcatest  service,  for  it  shows  that  the  gas-containing  cavity  is  below  the  diaphragm  and 
Dt  above  it  ;  the  readiness  with  which  the  level  of  the  fluid  in  the  abscess  changes  as  the 
itient  alters  his  position  can  also  be  noted,  and  proves  that  the  abscess-cavity  contains^ 
IS  as  well  as  fluid. 

The  abdomen  is  not  infrequently  the  seat  of  phantom  tumours.  These  are  felt  as  fixed 
id  more  or  less  rounded  smooth  swellings,  either  in  or  immediately  underneath  the 
xlominal  wall ;  they  are  dull  on  percussion,  and  may  be  tender  on  palpation.  They  are 
lused  by  involuntary  contractions  of  the  muscles  in  the  area  in  which  they  occur  ;  they 
;rsist  when  the  patient's  attention  is  distracted,  and  also  during  sleep,  but  disappear 
ider  a  general  anaesthetic.  Phantom  tumours  are  commoner  in  women  than  in  men, 
id  in  the  neurotic  than  in  the  stolid.  They  often  persist  for  long  periods,  but  may  vanish 
hen  the  patient  believes  that  they  have  been  cured.  A  phantom  tumour  in  the  region  of 
e  liver  may  simulate  cholecystitis,  hepatic  abscess,  or  gumma  ;  in  the  left  hypochon* 
ium,  gastric  carcinoma  ;  in  the  appendix  region,  an  appendicular  abscess  ;  above  the 
ibes,  pregnancy  {pseudocyesis). 

In  enteropions  (Gl^nard's  disease),  or  downward  displacement  of  abdominal  viscera, 

ly  or  all  of  the  organs  may  slip  away  from  their  normal  position  and  attachments. 

't^.  56,  p.  127).    The  diagnosis  must  be  made  by  the  discovery  that  one  or  more  of  the 

scera  is  out  of  place,  and  is  also  abnormally  mobile. 

B.  The  Regional  Diagnosis  of  Local  Abdominal   Swellings. — For   clinical   purposes^ 

e  abdomen  may  be  subdivided  into  nine  regions,  by  two  vertical  lines  drawn  through 

e  middle  of  Poupart's  ligaments,  and  by  two  horizontal 

lCS,  one  passing  through  the  lowest  points  of  the  tenth 

)s  (the  subcostal  line),  the  other  drawn  at  the  level  of 

e  highest  points   of  the  iliac  crests  (Fig.  275).     The 

wera,  or  portions  of  viscera,  commonly  contained  in 

5  areas  thus  demarcated,  are  given  in  the  table  on 

ge  660). 
The  abdominal  swellings  that  may  be  felt  in  and 

out  these  nine  regions  will  now  be  considered  seriatim, 

eluding   the  tumours   situated  in  the  abdominal  wall 

elf    that     have    been    described    under     heading     1. 
655). 

1.  Right  Hypochondriac  Region. 

Most  tumours  in  this  area  are  eonnected  with  llie 
?r  or  gall-bladder,  and  their  diagnosis  is  discussed 
ier  LiVKR,  Enlargement  of  the  (p.  ;J66),  and  Gall- 
\LOER  Enlargement  (p.  25*J). 

1  o  regard  the  firm  and  rounded  swelling  produced  by 

upper  segment  of  the  right  reetus  abdominis  muscle 

evidence  of  tumour,  enlargement,  or  induration  of  the 

r  or  gall-bladder,  is  a  mistake  easily  and  frequently 

ie. 

Tumours  in    connection    with  the  hepatic  flexure  of 
colon,  excluding  scybala,  are  rare.     Scybala  may  be  recognized  by  their  general  shap>e, 
the   ease  with  which  they  can  be  moulded  or  indented  by  the  pressure  of  the  fingers, 

by  their  being  dispersed  by  a  purgative.     Carcinoma  or  tuberculosis  of  the  colon  may 
luce  a  palpable  tumour  here;   and  so  may  an  intussusception.      The  diagnosis  must 

upon  the  previous  history  and  the  course  of  the  disease. 


Fitf.  'Jl't. — The  re^ond  of  the  alnlomcu  : 
for  the  sii^iiificuDce  oif  the  niinuinilM,  S4>e  the 
tuble  oil  pnf^  (i()0. 
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The  Normal.  Contents  of  the  Abdominal  Regions. 


].  Sight  Hjpoehondriac 


2.  Epigastric 


3.  Left  Hypochondriac 


Liver 

Call-bladder 

Hepatic  flexure  of  colon 

Right  kidney 


4.  Right  LnmlMir 

RicdcFs  lobe  of  the  liver 
Ascending  colon 
Small  intestine 
Right  kidney 


Liver 

Stomach  and  pylorus 

Transverse  colon 

Omentum 

Pancreas 

Duodenum 

Kidneys 

Suprarenal  capsules 

Aorta 

Lymphatic  glands 

5.   UmbiUcal 


Liver 

Stomach 

Splenic  flexure  %if  colon 

Spleen 

Tail  of  pancreas 

Left  kidney 


6.  Left  Lumbar 


7.  Bight  Ingalnal 


Stomach 

Duodenum 

Transverse  colon 

Omentum 

Urachus 

Small  intestine 

Kidneys 

Aorta 

Lymphatic  glands 

8.  Hypogastric 


Descending  colon 
Small  intestine 
Left  kidney 


Cscum 

V^ermifomi  appendix 

L^mnphatic  glands 


Small  intestine 

Sigmoid  flexure 

Distended  bladder 

Urachus 

Enlarged  uterus  and  adncxa 


9.  Left  Inguinal 

Sigmoid  flexure  of  colon 
Lymphatic  glands 


Tumours  of  the  kidney  or  suprarenal  gland  rarely  present  themselves  in  this,  region 
of  the  abdomen. 

2.  Epigastric  Region. 

Abnormal  lobes  in  the  liver,  tumours  in  either  of  its  lobes  or  in  its.  falciform  or  roimd 
ligament,  may  be  felt  here. 

In  thin  people  and  children  the  curvatures  of  the  normal  stomach  when  it  is  full  may 
often  Ik*  seen  dimly  outlined  in  the  epigastrium,  the  lower  curvature  habitually,  the  upper 
less  often,  and  the  gastric  suecussion-splash  can  often  be  elicited  here  in  healthy  persons 
as  well  as  in  those  with  dilatation  of  the  stomach.  An  epigastric  splash  is  usually  gastric, 
but  may  be  colonic.  In  dilatation  of  Vie  stomach  due  to  obstruction  at  the  pylorus  (caused 
in  infants  by  spasm  or  hypertrophy  of  the  pylorus,  in  adults  by  malignant  or  cicatricial 
stenosis),  waves  of  peristalsis  travelling  from  left  to  right  may  be  seen  in  the  epigastrium. 
Similar  waves,  but  travelling  from  right  to  left,  occur  in  the  colon  of  patients  with 
obstruction  in  the  rectum  or  sigmoid  (see  below).  Tumours  of  the  stomach,  usually 
carcinomatous,  rarely  sarcomatous,  or  due  to  inflammatory  deposits  roimd  a  gastric  ulcer, 
may  sometimes  be  felt  here,  particularly  when  the  patient  takes  a  deep  breath  and 
drives  the  abdominal  viscera  down  and  out  of  the  cover  of  the  diaphragmatic  dome  ;  it 
must  not  be  forgotten  that  the  normal  pylorus  can  sometimes  be  felt  in  an  infant, 
child,  or  thin  adult,  as  a  rounded  flnger-like  mass  deep  in  the  right  side  of  the  epigas- 
trium. The  connection  of  a  gastric  tumour  with  the  stomach  can  often  be  made  out  more 
clearly  if  that  organ  is  inflated  with  gas  ;  or  by  the  method,  little  used  in  this  countrj', 
of  gastrodiaphany.  Examination  with  the  or-rays  after  the  administration  of  a  bismuth 
or  a  barium  sulphate  meal  is  often  of  great  assistance  in  obscure  gastric  cases,  and  should 
always  be  employed. 

The  transverse  colon  govs  across  the  lower  part  of  the  epigastrium  in  some  cases,  more 
usually  across  the  upper  part  of  the  mnbilical  area.  Its  sacculations  and  peristalsis  are 
often  outlined  on  the  abdominal  walls  of  pot-bellied  rickety  children  or  of  thin  adults, 
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ticularly  when  they  are  flatulent  or  constipated.  In  acute  or  chronic  obstruction  the 
istalsis  becomes  much  more  marked.  Tumours  of  the  transverse  colon  are  very  rare, 
ept  the  common  occurrence  of  scybala  in  it ;  a  few  cases  of  chronic  hyperplastic 
erculosis  of  this  part  of  the  colon  have  been  recorded,  with  great  diffuse  thickening 
its  wall  and  stenosis  of  its  lumen. 

Swellings  in  connection  with  the  omentum  lie  below  the  colon  and  in  immediate  relation 
h  the  anterior  abdominal  wall,  in  front  of  the  mass  of  small  intestine.  In  tuberculous 
Itonitis  it  often  forms  an  irregular  rope  or  mass  composed  of  inflammatory  tissue,  cheesy 
ercle,  or  encysted  exudate,  that  may  lie  in  the  epigastrium,  or  extend  into  any  of  the 
ons  of  the  abdomen — when  the  diagnosis  of  malignant  disease  of  the  intestine  or  some 
er  visous  may  possibly  be  made.  Similar  nodular  enlargement  and  deformity  of  the 
;ntum  is  common  in  chronic  peritonitis  of  any  sort ;  and  it  may  become  the  seat  of  an 
?ess  in  cases  of  perforated  gastric  ulcer.  Cysts  of  the  omentum,  single  or  multiple,  are 
very  rare,  and  are  often  inflammatory  in  origin.  Tuberculous  or  inflammatory 
;ses  of  omentum  often  adhere  freely  to  the  anterior  abdominal  wall  as  well  as  to  the 
jhbouri ng  viscera. 

Swellings  derived  from  the  pancreas  push  forwards  from  the  depths  of  the  abdominal 

ity  towards  the  epigastric  and  the  upper  part  of  the  umbilical  areas,  and  present 

nselves  as  deeply-seated  vaguely-felt  masses  on  palpation.     They  have  the  stomach, 

the  stomach  and  colon,  in  front  of  them,  and  are  flxed  to  the  posterior  abdominal 

;  they  are  usually  made  out  best  by  examination  under  an  anaesthetic  ;  they  move 

e  on  respiration,  and  often  transmit  from  the  adjacent  aorta  a  non-expansile  pulsation. 

y  are  separated  from  the  liver  and  from  the  spleen  by  areas  of  resonance.     These 

lings  may  be  carcinomatous,  in  which  case  wasting,  anaemia,  and  jaundice  are  likely 

e  observed,  with  death  in  a  few  months'  time  ;  or  due  to  chronic  pancreatitis,  when  the 

•se  of  the  disease  will  be  slower  and  there  will  be  more  epigastric  tenderness  and  pain, 

I  clayey  stools  and  perhaps  intermittent  jaundice,  a   positive  Cammidge's  reaction 

100),  or  glycosuria.     In  acute  pancreatitis  the  swollen  pancreas  has  only  exceptionally 

I  palpated  before  laparotomy  ;  the  main  symptoms  are  acute  epigastric  pain,  vomiting, 

tipation,  fever,  and  proneness  to  collapse,  simulating  in  part  acute  intestinal  obstruc- 

and  in  part  acute  peritonitis,  so  tliat  immediate  laparotomy  is  usually  resorted  to 

the  diagnosis  established  by  the  discovery  of  opaque  yellow  patches  of  acute  fat  necrosis 

le  omentum  and  elsewhere  within  the  abdomen. 

Pancreatic  cysts,  so-called,  are  often  cysts  not  in  the  pancreas  but  in  its  neighbour- 
l,  and  therefore  better  called  peripancreatic  cysts.  Pancreatic  cysts  proper  are  single 
lultiple  retention-cysts,  usually  the  result  of  chronic  pancreatitis  ;  they  form  deeply- 
'd,  smooth,  rounded  tumours,  possibly  giving  a  feeling  of  fluctuation.  At  first  they 
py  the  lower  epigastric  or  hypochondriac  regions  ;  but  if  they  enlarge  much  they 
fill  the  whole  upper  part  of  the  abdomen,  or  extend  down  to  the  pubic  symphysis 
anks.  The  symptoms  of  chronic  pancreatic  disease  should  be  present  —chronic 
estion,  the  passage  of  pale  and  bulky  stools,  glycosuria,  [)erhaps  jaundice  from  time 
me  if  pancreatic  calculus  is  present.  Peripancreatic  or  retroperitoneal  cysts,  due  to 
nulations  in  the  lesser  sac  of  the  peritoneum,  or  to  growths  originating  in  residues 
le  Wolflian  body  behind  the  peritoneum,  may  produce  apparently  identical  cysts  ; 
jvidences  of  chronic  pancreatic  disease  should  be  absent  in  these  cases,  but  the 
iosis  may  be  impossible  until  laparotomy  has  been  performed.  Cammidge's  urinary 
ion  (p.  100)  is  said  to  be  of  assistance  in  diagnosing  these  cases. 

Swellings  in  connection  with  the  duodenum  are  felt  in  the  right  side  of  the  epigastric 
umbilical  areas,  and  are  usually  due  to  primary  malignant  disease.  In  many  cases 
escape  palpation  because  they  are  so  deeply  placed,  and  they  usually  have  to  be 
osed  from  such  conditions  as  cancer  of  the  stomach,  pylorus,  pancreas,  bile-ducts, 
)ortal  fissure  generally,  not  by  their  physical  signs  but  by  the  general  symptoms  and 
ess  of  the  disease.  A  growth  in  the  first  part  of  the  duodenum  produces  symptoms 
hose  of  cancer  of  the  pylorus — wasting,  anopmia,  progressive  dilatation  of  the  stomach 
visible  peristalsis,  attacks  of  copious  vomiting,  and  occasional  haematemesis  perhaps  ; 
lotions  contain  bile,  but  the  vomit  does  not ;  jaundice  is  absent  unless  there  are 
dary  growths  in  the  portal  fissure.  Malignant  disease  of  the  second  part  of  the 
mum,  in  or  involving  the  biliary  papilla,  soon  produces  obstructive  jaundice  and 
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distention  of  the  gall-bladder,  and  often  leads  to  suppurative  cholangitis,  whereas  cancer 
in  the  head  of  the  pancreas  or  bile-ducts  produces  steady  jaundice  and  is  not  followed  by 
suppuration  in  the  bile-passages.  Cancer  in  the  third  part  of  the  duodenum  or  below  the 
bile  papilla  produces  duodenal  stenosis,  with  dilatation  of  the  duodenum  and  stomaeli 
and  frequent  vomiting  ;  but  in  this  case  the  vomit  is  habitually  bilious  and  contains  the 
pancreatic  ferments.  If  there  is  no  stenosis,  the  bilious  vomiting  will  be  less,  and  the  case; 
may  be  indistinguishable  from  one  of  cancer  of  the  stomach.  In  most  of  these  cases  the 
exact  diagnosis  is  more  often  made  post  mortem  than  ante  mortem. 

Swellings  in  connection  with  the  kidneys  and  suprarenal  capsules  occur  in  the, 
epigastrium  only  after  they  have  reached  a  considerable  size.  They  rise  up  out  of  thp 
loin  and  flanks,  and  their  diagnosis  is  considered  below.  | 

Enlargement  of  the  spleen  may  bring  its  blunt  anterior  end  or  its  notched  upper  edge  1 
into  the  epigastric  area.  The  splenic  swelling  always  lies  in  contact  with  the  anterior  waB  j 
of  the  abdomen,  with  the  stomach  above  and  behind  it  (see  Spleen,  Enl.\rgement 
OF  THE,  p.  628). 

In  every  region  of  the  abdomen  lymphatic  glands  abound,  and  any  of  these  may  become 
palpable  in  cases  of  Hodgkin's  disease,  tuberculous  peritonitis,  or  malignant  disease.  The 
enlarged  glands  are  felt  as  nodulated  chains  or  masses,  usually  hard  and  rounded,  but 
softer  and  even  cystic  if  their  contents  caseate  or  break  down  into  pus  ;  they  may  aha 
calcify,  when  they  become  hard  and  stony.  The  enlarged  glands  that  will  be  felt  id  tiie 
epigastric  area  are  those  connected  with  the  stomach,  liver,  and  mesenterj'  ;  the  diagnosis 
must  be  made  on  general  and  anatomical  lines  (see  Lymphatic  Gland  Enlargement, 
p.  376). 

3.  Left  Hypochondriac  Region. 

An  abnormally  lobulated  liver  may  make  a  superficial  tumour  in  this  area  continuoos 
with  the  main  mass  of  the  liver  in  the  epigastric  region.  In  the  same  way,  a  tumour  in 
the  left  lobe  of  the  liver  may  project  superficially  into  the  left  hypochondrium. 

Part  of  the  stomach  lies  in  this  region  normally  ;  the  diagnosis  of  gastric  swellings 
has  been  considered  above.  A  gastric  tumour  may  often  be  differentiated  from  a 
tumour  of  the  adjoining  spleen  by  the  fact  tliat  while  the  spleen  is  anchored  at  its  hiiuro, 
and  so  is  capable  of  but  little  movement,  the  stomach  is  highly  mobile,  changing  its  position 
with  the  position  of  the  patient,  and  also  in  accordance  with  its  fullness  and  distention. 

The  diagnosis  of  a  tumour  of  the  splenic  flexure  of  the  coloti — scybalous,  tuberculous, 
or  malignant — is  considered  above  (see  1  and  2). 

The  diagnosis  of  the  various  causes  of  enlargement  of  the  spleen  is  discussed  under 
Spleen,  Enlargement  of  the  (p.  631).  The  tumour  is  usually  to  be  recognized  by  the 
fact  that  it  comes  down  from  under  the  left  costal  margin  in  direct  contact  with  the  anterior 
abdominal  wall,  descends  on  inspiration,  has  a  smooth  surface,  and  a  notched  upper  and 
inner  margin.  In  exceptional  cases,  however,  the  enlarged  spleen  seems  to  adopt  a  more 
compact  and  cubical  form  in  place  of  its  usual  elongated  prismatic  shape,  and  also  to  lie 
back  in  the  loin  and  left  lumbar  region  instead  of  occupying  the  anterior  and  upper  part 
of  the  abdominal  cavity  ;  it  then  simulates  a  tumour  of  the  left  kidney  or  suprarenal  body, 
and  unless  the  blood  and  leucocyte  count  give  a  definite  lead  the  diagnosis  may  be  settled 
only  by  a  laparotomy.  Conversely,  a  spleen-shaped  hypernephroma  or  suprarenal  tumour, 
or  a  calculous  and  cystic  kidney,  may  easily  be  mistaken  in  an  ansemic  patient  for  an 
enlarged  spleen,  unless  the  possibility  of  the  error  be  kept  in  mind. 

Tumours  of  the  pancreas  and  retroperitoneal  cysts  may  project  into  the  left  hypochon- 
drium (see  2  above). 

Tumours  of  the  left  kidney  and  suprarenal  body  rarely  appear  in  the  left  hypochon- 
drium unless  they  are  very  large  (see  6  below).  Unless  ver>'  large,  they  have  the  stomach 
or  the  stomach  and  colon  in  front  of  them,  and  so  are  variably  resonant  on  percussion- 
according  to  the  amount  of  gas  in  those  viscera — and  are  also  less  distinctly  palfxable  than 
tumours  arising  from  the  spleen,  stomach,  colon,  or  omentum,  that  may  be  felt  in  the  same 
situation. 

4.  Right  Lumbar  Region. 

When  the  liver  is  abnormally  lobulated,  either  congenitally  or  as  the  result  of  tight 
lacing,  a  thin  flange  of  liver-tissue,  known  as  RiedeVs  lobe,  may  be  met  with  as  a  superficial 
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tumour,  continuous  with  the  liver  above  it,  in  this  region.  Sometimes  it  is  freely  movable, 
and  then  may  be  mistaken  for  a  movable  kidney  or  for  a  dilated  gall-bladder. 

The  fucending  colon  can  usually  be  palpated  and  rolled  under  the  fingers  as  a  tube- 
like structure  at  the  confines  of  this  and  the  umbilical  region  ;  when  empty  and  contracted 
H  may  feel  almost  rod-like.  Its  contents  are  usually  fluid,  but  it  may  contain  semi-solid 
or  solid  fnecal  masses  that  can  be  moulded  by  pressure,  in  constipated  patients.  In  patients 
with  obstruction  lower  down,  it  may  be  greatly  distended,  and  show  sacculation  and  visible 
peristalsis.  It  may  become  much  thickened  with  inflammatory  tissue,  or  even  come  to 
lie  in  an  abscess  of  its  own  production,  in  pericolitis,  perityphlitis,  typhlitis,  appendicitis, 
and  hyperplastic  tuberculosis  of  the  colon,  forming  a  thickened  and  tender  mass  immedi- 
ately under  the  abdominal  wall  ;  the  patient  will  be  more  or  less  acutely  ill,  with  local  pain 
md  tenderness,  constipation,  often  vomiting.  In  the  more  chronic  of  these  cases,  the 
diagnosis  of  malignant  disease  of  the  colon  will  often  be  suggested. 

General  thickening  of  the  ascending  colon,  with  tenderness  and  characteristic  mucous 
or  blood-streaked  stools,  is  common  in  muco-membranous  colitis,  in  dysentery,  and  in 
ulcerative  colitis.  The  first  of  these  is  met  with  in  nervous  constipated  women  ;  dysentery, 
amcebic  or  bacterial,  is  caught  abroad,  and  is  commoner  in  men  than  women  ;  while  ulcera- 
tive colitis,  whether  it  be  dysenteric  or  no,  is  a  severe  and  progressive  painful  diarrhoea, 
often  associated  with  vomiting  and  irregular  fever,  that  commonly  leads  to  emaciation 
and  death  from  exhaustion  or  intestinal  haemorrhage  in  a  few  weeks  or  months. 

The  ascending  colon  can  be  felt  as  a  sausage-shaped  tumour  in  acute,  subacute,  and 
ehronic  ileocaccal  and  ileocolic  iniusstiscepimn  :  at  first  in  the  right  flank,  then  extending 
across  the  abdomen  above  the  umbilicus,  and  finally  down  the  left  flank  and  into  the  pelvis. 
The  chief  symptoms  are  spasmodic  abdominal  pain,  vomiting,  the  passage  of  blood  and 
mucus  by  the  rectum,  and  tenesmus  ;  the  palpability  and  consistency  of  the  elongated 
tumour  vary  according  to  the  degree  of  muscular  spasm  in  it. 

The  small  intestine  is  but  rarely  the  cause  of  abdominal  swelling  in  this  region, 
excepting  when  it  becomes  the  seat  of  enteric  intussusception. 

Tumours  in  connection  with  the  ri^ht  kidney  and  suprarenal  body  usually  make  their 
first  appearance  deep  down  in  this  region,  having  the  ascending  colon  and  small  intestine 
in  front  of  them.  They  can  be  lifted  forwards  en  masse  from  behind  by  a  hand  placed  at 
the  back  of  the  loin.  For  their  diagnosis  see  Kidney,  Enlargement  of  (p.  352).  The 
lower  pole  of  the  right  kidney  can  be  felt  in  normal  persons  on  deep  abdominal  palpation  ; 
but  when  the  kidney  is  abnormally  mobile,  the  whole  of  it  may  be  felt,  and  in  rare  cases  it 
may  be  found  in  any  of  the  adjoining  abdominal  areas.  The  shape  and  consistence  of  the 
movable  kidney  are  characteristic,  and  the  patient  complains  of  a  peculiar  sickening  sensa- 
tion when  it  is  grasped  bimanually  ;  in  the  lesser  degrees  of  mobility  it  disaj)pears  readily 
into  its  normal  position  under  cover  of  the  diaphragm,  and  ceases  to  be  palpable  until  the 
patient  drives  it  down  again  by  a  deep  inspiration.  As  regards  its  diagnosis,  the  movable 
right  kidney  will  hardly  be  mistaken  for  anything  else  in  this  region  ;  on  the  other  hand, 
RiedeFs  lobe  of  the  liver,  the  enlarged  gall-bladder,  fajcal  accumulations  or  a  cancer  of  the 
ascending  colon,  and  omental  masses,  have  all  been  mistaken  for  it,  although  they  are 
all  superficial  to  the  kidney,  and  lie  in  contact  with  the  anterior  abdominal  wall.  Other 
wandering  tumours,  e.g.,  of  the  ovary.  Fallopian  tube,  mesentery,  hydatid  disease,  may 
give  rise  to  the  same  error  if  reniform. 

5.  The  Umbilical  Region, 

Examination  with  the  a;-rays  after  a  bismuth-meal  has  shown  that  the  normal  stomach 
is  a  far  more  mobile  organ  than  was  formerly  supposed,  and  that  in  health  its  lower  margin 
often  descends  even  below  the  level  of  the  umbilicus  ;  but  if  much  of  it  habitually  occupies 
the  umbilical  region,  it  is  probably  dilated  to  a  pathological  degree,  either  from  atony  or 
from  pyloric  obstruction  {Fig.  270). 

Tumours  in  connection  with  the  transverse  colon  have  been  considered  under  the  head- 
ings 1  and  4  above. 

Tumours  in  connection  with  the  omentum  are  common  in  this  region  :  those  arising 
from  the  small  intestine  are  rare.  Both  are  superficial,  and  their  diagnosis  has  been  given 
above  (see  2). 

Abdominal  swellings  in  connection  with  the  tirachus,  which  runs  from  the  umbilicus 
to  the  bladder,  are  considered  below  (see  8). 
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Swellings  arising  from  the  dtiodenum,  kidneys,  supTorenatt,  pancreas,  and  m^tmlny 
may  all  present  themselves  in  the  deeper  parts  of  the  umbilical  region,  usually  as  more  at 
less  flxcd  masses  arising  from  or  connected  with  some  definite  part  of  the  posterior  irall  il 
the  abdomen.  Their  diagnosis  will  depend  mainly  upon  the  success  with  which  the  oiigii 
and  connections  of  the  tumour  can  be  made  out ;  if  the  patient  is  fat,  or  if  relaxation  of 
the  abdomen  cannot  be  obtained,  palpation  under  a  general  anesthetic  may  be  desirable. 
Consideration  nmst  also  be  given  to  any  general  syniptoms  such  as  may  point  to  rfiid 
calculus,  hydronephrosis,  pancreatitis,  for  example. 

The  aorta  bifurcates  half  an  inch  below  and  just  to  the  left  of  the  umbilicus.  In  I 
nervous,  and  excited  patients,  particularly  young  women,  great  pulsation  of  tlie  aorta 
can  often  be  felt  in  the  umbilical  and  lower  epigastric  areas,  and  may  lead  to  the  wma| 
diagnosis  of  abdominal'aneurysm.';  Careful  examination  will  almost  always  show  thil 
this  pulsation  is  no  more  than  a  throbbing,  i 
up-and-down  movement  as  the  patienl  Ytn, 
without  lateral  expansile  pulsation-  Aneurysa 
of  the  abdominal  aorta  is  ver>-  mre ;  il  ii 
seen  in  patients  who  have  had  syphilis,  and  ii 
commoner  in  men  than  in  women.  The  aneu- 
rysraal  sac  is  distinctly  larger  tlian  the  nonnil 
aorta,  and  presents  diagnostic  expansile  latenl 
pulsation  met  with  in  no  other  condition.  That 
abdominal  aneurysms  often  leak  into  the  retio- 
peritoneal  tissues  ;  large  irregular  clots  of  blood, 
weighing  several  pounds  and  of  the  most  \»nti 
extent  and  distribution,  may  form  gradually  ia 
the  flanks,  pelvis,  and  back  of  the  abdonm 
generally,  causing  the  patient  great  pain  by  theit 
situation  and  rendering  him  ana'mie  and  brcatb' 
less.  The  abdominal  aneurjsm  also  causes  pain 
and  stiffness  in  the  back  by  eroding  the  bottifl 
of  the  vertebra;  upon  which  it  presses. 

6.  Left  Lumbar  Region. 

The   enlarged   spleeit    {see    3)    may  intrude 

into    this   area ;     it    forms    a    Hrm    mass,  dull 

jHr"-  on  percussion,  and  is  in  contact   with  tlie  ab- 

1^;'  dominal  wall,  driving  the  splenic  flexure  ol  llw 

"-•'  colon   inwards    or   downwards    before   it.     Thr 

n«%':."i;;i"^™  51^"^i^i',i'^uiToZl;i       ^P'^^"'   "'"'"    •^"•arg^d.    comes    down   into  lb. 

caviij— /nfruJpirtB.B  Bi  j»w^n'(r(Kutin>rIonl  )iluri[*iri.        abdomen  in   front  of  all  the  other  Structures  in 

the  left  side,  and  its  abdominal  dullness  is  ron- 

tinuous  with  its  thoracic  dullness,  which  extends  back  and  up  into  the  axilla  alont;  the 

line  of  the  ninth  or  tenth  ribs.     Tumours  of  the  stomach,  omentum,  suprarenal,  kidnty, 

or  descending  colon,  may  all  be  in  contact  with  the  anterior  abdominal  wall,  and  thou^ 

usually  nodular  and  irregiilar,  may  present  a  smooth  and  spleen-like  surface  on  palpalioii- 

They  may  be  distinguished  from  the  enlarged  spleen  by  the  fact  that  they  produce  no  sudi 

typical  area  of  thoracic  dullness  in  continuity  with  the  dullness  of  abdominal  turnout; 

while  the  renal  and  suprarenal  tuniours  may  in  addition  be  shown  to  occupy  the  bock  irf 

the  loin,  so  that  they  can  be  tilted  forwards  by  the  ffngers  placed  behind  just  outside  Ibe 

edge  of  the  erector  spinec  muscles,  and  so  pushed  against  the  other  hand,  which  is  phcrf 

on  the  anterior  surface  of  the  loin.     A  suprarenal  tumour  may  be  associated  with  sexiul 

precocity  (see  Figs.  174,  175,  p.  ^08) 

The  diagnosis  of  tumours  of  the  small  intestine,  kidney,  and  suprarenal  gland  in  tW 
region  has  been  given  already. 

7.  Right  Inguinal  Region  and  Right  Iliac  Fossa. 
Abdominal  swellings  in  the  right  inguinal  region  are  rarely  confined  to  it,  and  usuaUf 
extend  into  the  outer  part  of  the  hypogastric  region,  occupying  what  may  be  descfftoi 
somewbat  indefinitely  as  the  right  iliac  fossa. 
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New  growths,  inRammatory  thickenings,  and  abscesses  in  connection  with  the  caeum 
id  appendix  may  all  extend  into  this  region  of  the  abdomen,  giving  rise  to  more  or  less 
■lite  and  severe  abdominal  syniptoms — pain,  fever,  vomiting,  constipation,  with  a  tumour 
the  right  iliac  fossa.     The  physical  signs  are  verj-  variable,  depending  on  the  extent 
id  acutencss  of  the  process,  the  degree  tu  which  the  abdominal  wall  can  be  relaxed,  the 
act  position  of  the  tumour — an  abscess  to  the  inner  side  of  and  behind  the  ciecinn  and 
ipendix  may  lie  too  deeply  to  be  felt  per  abdomen.     The  rare  condition  of  sarcoma  or 
mphosarcoma  of  the  ctecum  may  be  associated  with  fever  ;   the  tumour  is  soft,  and  the 
^gnosis  of  some  chronic  inflamniatory  condition  will  probably  be  nmde.     A  ciccal  car- 
loma  is  usually  a  harder  mass  and  of  slower  growth  ;   it  tends  to  constrict  the  bowel,  with 
e  result  that  fa^al  accumulation  occurs  behind  it,  and  so  the  new  growth  may  lie  ovcr- 
>ked  when  the  hard  mass  of  impacted  fieces  is  discovered.     The  diagnosis  of  appi'ndicular 
SCCss  has  been  made  in  patients  with  movable  right  kidney  during  a  Dietl's  crisis  ;   fever 
usuallj-  absent  in  the  latter  ;    careful  examination  will  generally  show  that  the  tiunour 
the  right  iliac  fossa  is  an  enlarged  and  movable  kidney,  and  a  history  pointing  to  inter- 
ttent   hydronephrosis,  with   polyuria  after  the  acute  attacks,  should   be  obtainable. 
Dammation  of  the  right  ovary  or  tube,  or  ovarian  neuralgia  occurring  with  the  cutamcnia, 
ly  all  give  rise  to  symptoms  in  nervous  patients  titat  closely  simulate  those  of  appen- 
litis ;  and   if  scyttala  are  present  in  the  ciecum,  vaguely  felt 
a  tumour  through   the  rigid  abdominal  wall,  the  mistaken 
(gnosis  of  appendicitis  may  easily  be  made  ;   but  as  a  rule 
Ivic  symptoms  and  signs  will  be  found,  and  pain  be  felt  in  the 
ivic  region  and  the  lower  part  of  the  back  ;    the  diagnosis  will 
cleared    up    by  a    vaginal    or   rectal  examination — which, 
leed,  should  never  be  omitted  when  there  is  any  doubt  as  to 
•■  exact  causation  of  an   inflammatory  swelling  in  the  iliac 
sa— and  by  the  previous  history  of  the  case. 

Inflammatory  swellings  and  abscesses  in  the  right  ilinc  fossa 
y  arise  in  connection  with  psoas  abscess,  abscess  originating 
the  sacro-iliac  joint,  hip-joint,  or  ilium,  and  from  the  swelling 
breaking  down  of  lymphatic  glnndi  (the  external  iliac)  iiifceted 
ni  some  perhaps  trivial  wound  In  the  leg  or  perineum.  The 
upturns  of  bony  disease  about  the  hip  or  the  pelvic  girdle  will 
pn'scnt ;  the  leg  will  be  held  more  or  less  stiflly  in  sonic 
lomial  attitude  of  flexion  and  inversion  to  relieve  the  pain. 
I  movement  of  the  leg  will  be  ]>ainful.  Unless  local  peri- 
itis  is  present,  there  will  be  none  of  the  special  symptllm^i 
t  jMiint  to  appendicular  or  ea?cal  disease. 

8.  Hypogastric  Region. 

In  rare  instances,  tumours  arising  in  the  sinall  intestine,  and 
re  often  the  saiisage-likc  swelling  of  an  enlerie  inlussiis- 
lion,  may  he  felt  in  the  hy|mgastrie  area  (see  4).  Tumours 
;nding  into  it  from  the  ili:ic  fossa:  are  described  under 
dings  7  above  and  0  below. 

In  infants,  the  Madder  reaches  half  way  to  the  umbilicus 
■n  moderately  full  and  does  not  fall  below  the  |>uljic  sym-  ai.,, :;;;,_ idimwiiiitdiiauiion 
sis  when  empty.  In  the  adult,  the  distemled  bladiler  is  a  "..j'^^^i^u^  „;*  b'''',^S 
imon  hypogastric  swelling,  particularly  in  females  with  luniuur  mniiiyiiH,-  \\^  lovrn-  t>urt 
yveried  gravid  uterus,  or  in  males  of  about  sixty  with  gu^^^iu^triM-i'^'^^)." 
Tgemcnt    of   the   prostate  ;     it   may    reach    up   as    an    ovoid 

tic  mass  arising  from  the  front  of  the  pelvis  almost  to  the  umbilicus  under  conditions 
;  are  in  no  way  |>athologieal,  as  well  as  when  the  retention  is  due  to  some  pathological 
te.  Such  a  distended  bladder  (Fig,  277)  has  been  tapped  as  ascites,  operated  upon 
'variun  or  urachal  cyst,  and  diagnosed  as  the  pregnant  uterus  :  mistakes  that  are  not 
ly.]to  occur  if  these  possibilities  be  remembered,  and  are  put  out  of  court  by  micturition 
he  ,use  of  a  catheter  before  the  diagnosis  is  made. 

The  urachus  is  a  fibrous  cord  running  in  front  of  the  peritoneum  from  the  top  of  the 
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^iland,  receiving  the  lymphatics  from  the  front  of  the  chest  and  the  breast ;  the  third  chain 
IS  placed  along  the  lower  margin  of  the  posterior  wall,  to  receive  lymphatics  from  the 
integuments  of  the  back.  If  the  glands  are  affected  in  any  way,  all  need  not  necessarily 
\)e  enlai^ed,  but  it  would  be  extremely  unusual  if  only  one  were  picked  out,  and  commonly 
two  or  three,  or  one  entire  group,  are  affected.  Therefore  axillary  swellings  due  to  glandular 
enlargement  are  almost  always  multiple,  and  are  situated  in  the  part  of  the  axilla  where 
flands  are  normally  present.  This  may  not  be  quite  accurate  when  much  inflammation 
has  occurred  around  the  glands  and  they  are  matted  together,  as  happens  with  tuberculous 
infection  ;  but  even  then  the  mass  may  be  felt  to  be  made  up  of  many  glands.  For  the 
differential  diagnosis  of  glandular  swellings,  see  Lymphatic  Gland  Enlargement  (p.  376). 

Primary  Tamours  of  the  Axilla  are  distinctly  rare. 

Lipoma  is  the  most  common.  It  may  attain  a  large  size  and  extend  up  under  the 
pectoral  muscles.  It  should  be  diagnosed  by  its  long  history,  slow  growth,  definite  outline, 
and  free  mobility.  When  very  soft,  the  tumour  may  give  the  feeling  of  fluctuation,  and 
so  he  mistaken  for  a  chronic  tuberculous  abscess.  The  skin  wrinkles  when  one  attempts 
to  raise  it  away  from  the  tumour. 

Cystic  Hygroma  of  the  axilla  is  very  rare.  It  is  usually  congenital.  It  forms  a  soft, 
fluctuating,  piainless  swelling,  which  sometimes  grows  rapidly.  It  may  easily  be  mistaken 
for  a  lipoma. 

Primary  Malignant  Tumours  may  arise,  but  arc  of  extreme  rarity. 

Aneurysm  of  the  Axillary  Artery  does  occur,  but  is  imcommon.  It  is  easily  recognized, 
because  it  is  comparatively  superflcial  and  it  gives  an  expansile  pulsation,  synchronous 
with  the  heart's  beat ;  the  veins  of  the  forearm  may  be  distended  on  account  of  pressure 
on  the  axillary  vein,  and  the  radial  pulse  on  the  affected  side  is  diminished  in  size  and 
delayed.  There  may  be  a  definite  history  of  local  injury,  or  in  cases  of  apparently 
spontaneous  aneurysm  there  may  be  signs  or  symptoms  of  f ungating  endocarditis  (p.  34). 

George  E.  Gask. 

SWELLING  ON  A  BONE. — It  is  presumed  that  the  swelling  has  been  ascertained 
to  be  of  the  bone,  immovable  apart  from  it,  and  that  it  is  not  merely  some  tumour  lying 
close  to  it. 

The  following  method  of  examination  should  be  adopted :  (1)  Inquiry  into  the 
clinical  history,  mode  of  onset,  duration  ;  (2)  Search  for  the  signs  of  inflammation  ; 
(8)  Evidence  as  to  whether  the  swelling  is  a  localized  projection  or  involves  the  whole 
circumference  of  the  bone  ;  (4-)  Investigation  for  involvement  of  other  bones  or  further 
signs  of  disease,  e.g.,  tuberculosis,  syphilis,  rickets,  etc.  ;  (5)  A  skiagram  should  always  be 
taken  if  possible  ;  (6)  If  a  discharge  is  present,  a  bacteriological  examination  should  be  made. 

The  various  swellings  may  be  classifled  under  the   following  headings  : — 

(I.)  Injury ;  (II.)  Infective  Diseases ;  (III.)  General  Diseases,  not  limited  to  one 
bone  ;    (IV.)  Tumours  ;    (V.)  Cysts, 

I.     INJURY. 

A  blow  or  kick  may  give  rise  to  a  swelling  due  to  extravasation  of  blood  or  serous  fluid 
under  the  periosteum.  This  disappears  rapidly,  but  may  leave  a  small  permanent  tliick- 
ening  or  node.  Such  a  node  is  found  not  infrequently  on  the  shins  of  football  players. 
A  fracture  of  bone  is  followed  by  the  formation  of  callus,  which  forms  a  large  swelling  if 
the  broken  ends  do  not  lie  in  accurate  apposition,  or  if  there  is  too  much  movement 
between  them.  After  four  to  six  weeks  the  callus  begins  to  be  absorbed,  and  it  may 
disappear  entirely  ;  in  most  cases  a  small  permanent  swelling  indicates  the  site  of  fracture. 
A  green-stick  fracture  may  not  show  any  swelling  at  first,  and  may  be  overlooked  on  this 
account,  being  discovered  only  when  the  formation  of  callus  draws  attention  to  it. 

II.     INFECTIVE    DISEASES. 

These  give  rise  to  inflammatory  changes  in  bone,  the  signs  of  which  are  more  or  less 
obvious,  according  to  the  nature  and  virulence  of  the  infection.  These  changes  have 
usually  been  named  according  to  the  chief  starting-point  (periostitis,  osteomyelitis,  etc.), 
though  they  seldom  remain  confined  to  one  particular  pait  of  the  bone.  In  this  article 
the  classification  will  be  made  according  to  the  nature  of  the  infecting  organism,  viz., 
pyogenic  (staphylococci  and  streptococci),  tubercle,  syphilis,  etc. 
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The  ungual  phalanx  of  the  great  toe  is  another  common  site  for  a  similar  tumour, 
lieh  pushes  up  the  nail  and  mny  be  very  painful  if  ordinary  boots  are  worn.  Multiple.- 
istoses  are  not  uncommon,  and  they  may  be  heredi- 
y.  Diagnosis  can  be  made  at  once  by  means  of  a 
agram,  and  with  this  aid  it  can  be  seen  that  the 
elling  is  composed  of  cancellous  tissue  continuous 
:h  that  of  the  bone.  A  spurious  ostconia  may  arise 
ossification  of  a  tendon  or  by  an  extension  of  the 
ge  into  which  the  tendon  is  inserted,  the  condition 
ng  generally  consequent  on  some  injury  or  repeated 
ain,  as  in  the  case  of  horse  riders,  who  are  apt  to 
/elop  one  on  the  inner  aspect  of  the  knee ;  another 
imple  is  the  spur  that  is  apt  to  form  on  the  under 
-foce  of  the  os  calcis  at  the  posterior  end  of  the  ong 
ntar  ligament,  giving  rise  to  much  discomfort  and 
:n  acute  pain  below  the  heel  in  walking.  A  skiagram 
y  be  required  in  establishing  the  diagnosis  witl) 
tainty  (Fig.  183.  p.  440). 

Ivory  exostoses  may  be  found  on  the  flat  bones  of 
:  skull,  or  in  the  auditory  meatus  growing  from  the 
rous  bone,  or  causing  unilateral  exophthalmos  if 
inging  from  the  orbital  plate  of  the  frontal  bone  or 

walls  of  the  frontal  sinus. 

Chondromata  may  grow  from  any  bone.  They  are 
St  commonly  multiple,  affecting  the  phalanges  and 
tacarpal  bones  of  the  hand  (Fig.  282).    The  result     ,.'^;,?^-S'''w^  ?!.'"  ««^'«"iro,.u.  oi 

—^^  •  1  ,  the    lilth    lasUcupa)    bone.    CtrnipM*    with 

ncreasmg  deformity,  with  pain  and  ulceration  of  the      ^«i.  -Jm.  ■^ne,  ht.     Enc^andinm*  Kmi  ui- 

Srvni*  do  not  appear  artlllH  in  AtcU^^vm^. 
(Stiaffnm  bp  Dt.  Hugh  WaUt^m.'i 

FibntnuOa    grow  from  the  flbrous  tissue  of  the 

periosteum,  but  are  rare  except  in  the  form  of 
an  epulis  of  the  jaw.  {See  SWELLING  OF  the 
Jaw,  Lower,  p.  flSS.) 

Lipomala  are  extremely  rare.  They  grow 
from  the  outer  layer  of  the  periosteum. 

Mallgnaiil  Tumours  may  occur  either  pri- 
marily (sarcoma),  or  secondarily  by  metastasis 
or  by  invasion  (sarcoma  and  carcinoma). 

Periosteal  sarcotnala  arc  of  so  many  types, 
and  of  such  var\-ing  degrees  of  malignancy,  that 
it  is  a  difAcult  task  to  lay  down  any  rule  as  to 
their  characteristics.  The  softer  their  con- 
sistency and  the  nearer  they  approach  to  the 
embiyonic  tyije  of  the  tissue,  the  more  malig- 
nant they  arc  ;  the  nearer  tlicj-  reach  the  fiiily- 
fomicd  tissues  and  contain  cartilage,  bone,  or 
(Ibruus  tissue,  the  slower  growing  and  less 
nuilignant  they  arc.  A  tyjtical  case  may  be 
represented  as  a  rapidly  growing  timiour, 
generally  about,  the  end  of  a  long  bone  (Fig. 
:!83).  It  is  not  usually  painful,  ami  the  signs  of 
local  inflammation  and  general  fever  arc  little 
marked,  or  absent.  The  patient  is  commonly  a 
young  adult,  who  often  gives  a  history  of  injury 
to  the  part,  and  may  lose  weight  and  strength 
before  actual  cachexia  sets  in.  The  veins  over 
the  swelling  become  prominent,  the  lympliatic 
'tf.  aa.— Skiocrini  nt  n  pgnoatMi  Barcoma  oi  glands  enlarged,  and  metastases  by  the  blood- 

(MiOTrain  tj)"'i)r  J/ufA  ii'i/jtam.)  Stream  occur  early,  especially  in  the  lungs.     It 
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V.  CYSTS. 

Blood  rusts  arc  fuund  in  dep^cncrating  Karc(>iniita. 

Hydatid  ei/sts  arc  iinconmion  in  tliis  coimtn,'.    They  iiftect  the  diaphj-ses  uf  t)ic  long 
>nes,  converting  the  simft  into  a  thin-wallcd  tube,  whici)  undergoes  spontaneonn  fracture. 


•y   would    Imrdty   lie   siisiwuK-d    tiiik-ss   there   were   kTiown   hydalid   iliscuKC   clscwlicre. 
ccially  in  tlic  liver  (p.  373). 

Cysts  of  the  jaw,  or  dfnti/>friiiis  ci/stn.  arc  eonHidcrciI  in  the  article  on  Swhi.i,in<;  op 
;  I^WRit  J\w  (|>.  6S:j).  Urorgi-  K.  Gasl.: 

SWELLING  OF  THE  FACE.- -In  this  arliolean-  inchidcd  only  swillinf.'N  of  Ihe  skin 
siibcutani'otis  tissues.  Miili<rnunt  iinil  iitlier  discuses  of  the  faciitl  hones.  cU'..  an' 
>udorcd  under  Swi;i.i.ing  ok  tiik  .Jaw  (p.  CW:i).  iind  Swki.i.imi  on  a  Hoxk  (p.  (MIT). 
'J.UNr:  OK  TIIK  Sai.ivaiiy  (Ji.anhs  is  diseiti^si-il  on  p.  (iltl.  ('ontiisions  and  iiij<]ri<'s  lo  the 
are  no  ohvious  that  they  need  no  menlion.  The  rtii million  ^«■ellint!s  will  he  elassilicd 
1)  Sau-infinmmntory  :  anil  {•!)  IiiJIinnmitlnrii. 
Non-Inllammatory    Swellings. 

Reimi  nnd  Cnrdinc  (Edftnn.  If  the  whr.lc  face  is  puffy  luid  the  ey.li'lsarc  iiflcTnalons. 
uri:iari,-  and  eanliae  systems  un-  (o  Ik-  exittnined  lor  disease.  Fur  swcllinu  due  to 
'Uriiiiti  of  Ihf  SHfierior  irriii  nun  hy  iiiediiLstiiuil  lihrn-ii-.,  aneiirysin.  or  new  firowlh.  see 
KMA  {p.  -Ill),  and  V|.;rNs,  Valucosi.;  Tliohacic  (]i.  T.IH). 

Aiighiifimtir  (Kdrmo  is  a  cliseasc  eharaeleri/.eil  hv  Ihe  oeenrn'nee.  sometimes 
Mlicul.  of  l<)eal  iciieniutims  swellinj;^.  more  or  less  limited  in  extent  and  of  tr.insicnt 
ition.  It  is  not  confined  to  the  fuce,  hut  Ihe  e.veliil  is  a  eonnnon  situation  (AV^.  17«. 
Vi).  and  also  the  lijjs  and  <'lieek.  It  may  Ik'  simulated  elosely  hy  iirliniriii  fiillowin^c 
taking  of  lish  or  pork  ;  or  a  sumcu-lial  similar  efTcet  produced  hy  sonn-  drug's,  notahly 
ispirin  In  eertalti  palients. 
Tiimiiiira  are  not  common.     Tlie.v  niiiy  he  lihronia,  li|H)ma,  epilhchonia.  or  sehaeeouB 
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^eduction,  distinguishing  it  at  once  from  all  other  femoral  swellings.  If  it  is  reduced  and 
he  finger  held  over  the  femoral  aperture,  the  hernia  will  be  felt  projected  forcibly  against 
he  finger  when  the  patient  is  asked  to  cough.  If  a  swelling  is  complained  of,  and  none  is 
bund  even  on  standing  and  straining,  it  is  suggestive  of  femoral  hernia  with  only  occasional 
lescent,  and  the  patient  should  be  examined  at  another  time  after  exercise. 

(b).  Saphena  Varix  is  a  localized  dilatation  of  the  saphenous  vein  at  the  saphenous 
pening,  immediately  before  it  joins  the  femoral  vein.  It  may  easily  be  confounded  with 
femoral  hernia,  for  it  forms  a  swelling  in  the  ordinary  position  of  a  femoral  hernia,  it 
isappears  on  lying  down,  reappears  on  standing,  and  gives  an  impulse  on  coughing.  A 
ttle  care,  however,  should  suffice  to  distinguish  the  two.  The  impulse  is  quite  different — 
1  a  saphena  varix  it  is  more  in  the  nature  of  a  thrill,  such  as  may  be  felt  in  a  varicocele 
r  in  big  varicose  veins  in  the  leg.  If,  while  the  patient  is  standing,  a  finger  is  pressed  on 
!ie  swelling,  it  collapses  gradually,  and  as  the  finger  is  withdrawn  the  swelling  follows, 
^gaining  its  shape  like  an  air-ball,  whereas  a  hernia  comes  out  with  a  pop.  A  saphena 
arix  is  almost  always  associated  with  varicose  veins  in  the  leg,  though,  owing  to  the 
ersistence  of  valves,  none  may  show  between  the  knee  and  Scarpa's  triangle. 

(c).  Psoas  Abscess. — ^The  need  to  differentiate  between  this  and  the  two  conditions 
lentioned  above  exists  only  when  the  abscess  has  extended  from  the  iliac  region,  has 
Etssed  under  Poupart^s  ligament  and  the  femoral  vessels,  and  is  pointing  in  the  inner  part 
f  Scarpa's  triangle.  There  is  an  impulse  on  coughing  and  the  swelling  is  reducible  ;  but 
lother  swelling  is  to  be  found  above  Poupart's  ligament,  and  fluctuation  is  to  be  obtained 
3tween  the  two.  Conclusive  proof  can  be  found  by  an  examination  of  the  back.  This 
lould  be  made  with  the  patient  standing  and  the  whole  length  of  the  back  and  the  hips 
cposed.  An  undoubted  angular  kyphotic  curve  may  be  seen  at  once,  or,  if  that  is  not 
*esent,  there  may  be  rigidity  and  impaired  movement  denoting  some  disease  on  the 
iterior  surfaces  of  the  bodies  of  the  vertebrae. 

Irredadble  Swellings  withoat  Impulse :  (a)  Femoral  hernia — irreducible  ;  (6)  Lym- 
latic  glands  —  inflammatory  or  malignant ;  (c)  Primary  tumours  —  lipoma,  fibroma, 
rcoma  ;   (d)  Ectopic  testis. 

(a).  FemorcU  Hernia. — ^The    irreducibility    may    be    accounted    for    in  four  ways : 
Strangulation  ;    (ii)  A  piece  of  omentum  adherent  to  and  plugging  the  neck  ;    (iii)  An 
ipty  sac,  but  a  mass  of  extraperitoneal  fat  round  it ;  (iv)  A  hydrocele  of  the  sac. 

If  strangulation  has  occurred  there  will  be  the  signs  of  intestinal  obstruction,  viz., 
miting  and  constipation.  It  must  be  remembered  that  the  swelling  may  be  but  a  small 
e,  and  when  the  patient  is  very  fat  it  may  be  missed. 

It  is  usual  to  find  around  the  sac  of  a  femoral  hernia  a  quantity  of  extraperitoneal  fat, 
en  in  a  thin  person,  and  it  is  quite  impossible  to  say  without  dissection  whether  the 
elling  is  due  to  a  plug  of  omentum  inside  the  sac  or  to  a  collection  of  fat  outside  it. 

A  hydrocele  may  be  formed  as  a  result  of  a  long-standing  hernia  into  which  there  lias 

m  no  descent  of  bowel  or  omentum,  and  in  which  the  communication  with  the  general 

•itoneal  c^ity  has  become  constricted  or  closed.     The  sac  may  then  become  cystic  and 

ed  with  fluid.     The  feeling  of  fluctuation  may  be  obtained  in  the  swelling,  though  it  is 

en  only  on  dissection  that  the  exact  nature  of  the  condition  is  revealed.     It  is  to  be 

ted   that   in  all  cases  of  hernia   the   swelling  is  single,  and  that  though   it   may   be 

vable  in  some  directions,   it  is  always  tied  down  by  its  neck  to  the  aperture  of  the 

loral  canal. 

(6).  Enlarged  Glands  may  be  :   (i)  Inflammatory  ;   (ii)  Malignant  (see  p.  381). 

Chronically  inflamed  glands  may  be  hard  to  differentiate   from  a  small  irreducible 

loral  hernia.   The  whole  limb  is  to  be  examined  to  see  whether  there  is  any  possible  source 

infection,  and  the  whole  patient  to  see  whether  there  is  a  general  enlargement  of  the 

tids,  as  in  lymphadenoma.     The  chief  distinguishing  feature  between  the  two  conditions 

hat  femoral  hernia  forms  only  one  swelling,  whilst  it  is  very  rare  for  only  one  gland  in  its 

up  to  be  picked  out  by  an  infecting  agent,  and  not  the  others.     Therefore,  if  there  is 

re  than  one  swelling  the  chances  are  that  these  are  glands.     Percliance  both  conditions 

present,  a  femoral  hernia  and  enlarged  glands  :  a  very  difficult  combination  unless  the 

oral  hernia  happens  to  be  reducible  or  gives  an  impulse  on  coughing.     In  such  a  case 

ittempt  should  be  made  to  feel  the  neck  of  the  sac  running  up  to  the  femoral  canal. 

(c).  Primary  New  Growths  are  rare  in  this  situation.     They  may  be  lipoma,  fibroma, 
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leep,  or  be  masked  by  abdominal  rigidity  or  fat.  In  all  eases  a  careful  inspection  of  the 
Ixlomen  is  first  to  be  made,  the  patient  lying  on  the  back  with  the  whole  of  the  abdomen 
nd  the  lower  thorax  exposed.  Most  mistakes  result  from  want  of  a  complete  examination, 
^hich  cannot  be  made  through  a  tiny  gap  in  the  clothes.  Before  even  touching  the 
bdomen,  much  may  be  made  out  by  the  use  of  the  eyes,  and  the  points  to  observe  are  : 
I)  The  presence  or  absence  of  an  obvious  tumour  ;  (2)  Whether  the  abdominal  muscles 
love  freely  ;  (3)  The  conformation,  etc.,  of  the  tumour,  should  one  be  present,  and 
rhether  it  moves  on  respiration. 

Palpation  is  then  to  be  employed,  and  this  method  will  go  a  long  way  to  elucidate 
lie  complaint,  for  it  will  be  recognized  at  once  whether  there  is  a  well-defined  swelling, 
Lich  as  a  carcinoma  of  the  caecum  ;  or  an  indefinite  swelling,  such  as  is  common  in 
ppendicitis.  Distention  with  wind  or  an  accumulation  of  feeces  may  cause  a  considerable 
Mrelling,  but  any  doubt  as  to  these  may  be  cleared  up  by  administering  an  enema.  If 
[le  swelling  persists,  the  questions  that  arise  are  :  is  it  connected  with  one  of  the  structures 
ormally  present  in  the  right  iliac  fossa,  especially  the  ciecum  or  the  appendix  ;  is  it  springing 
x)m  the  bone  ;  is  it  arising  from  some  organ  invading  this  space,  for  instance  the  uterus 
r  its  appendages,  the  right  ovary,  or  the  bladder  ;  or  from  some  structure  displaced  down- 
ards  such  as  the  gall-bladder,  stomach,  or  right  kidney  ? 

A, — Swellings    Connected    with    Structures    Normally   Present 

IN  THE  Right  Iliac  Fossa. 

The   Appendix. — Appendicitis  is  so  common  that  it  is  put  first.     Most   well-marked 

ttacks  of  appendicitis  are  associated  at  some  period  with  a  swelling,  though  in  the  acutest 

id  gravest  forms  the  latter  may  be  absent.     The  appendix  itself,  even  if  swollen  and 

lickened,  can  rarely  be  felt  by  palpating  the  abdomen,  and  the  swelling  is  due  to  paralytic 

stention  of  the  caecum,  local  oedema,  or  the  formation  of  an  abscess.     The  chief  indications 

'  appendicitis  are  :    pain,  tenderness,  local  rigidity,  and  swelling  in  the  right  iliac  fossa, 

sociatcd  with  a  furred  tongue,  vomiting,  constipation,  an  increase  of  the  pulse-rate,  and 

rise  of  temperature.     Usually  there  is  also  diminished  muscular  movement  in  the  lower 

lit,  or  it  may  be  over  the  whole,  of  the  abdomen.     Any  movement  is  painful,  and  in  order 

relax  the  tension  the  patient  lies  with  the  right  leg  drawn  up.     A  rectal  examination 

ould  be  made,  for  a  bulging  abscess  may  be  felt  by  this  route.     Micturition  is  frequently 

(normal,  with  a  tendency  to  be  either  painful  or  unduly  frequent.     A  leucocyte  count 

of  great  service,  for  in  almost  every  case  of  acute  appendicitis  the  number  of  white  cells 

increased. 

Taberculosis  of  the  Caecum  or  of  the  Lymphatic  Glands  in  the  neighl>ourhood  of 
e  Caecum. — This  is  not  nearly  so  common  as  appendicitis,  but  is  not  so  rare  as  is  often 
agined,  and  when  it  does  occur  it  is  frequently  mistaken  for  appendicitis  ;  it  may  be 
ly  after  the  abdomen  has  been  opened  that  the  mistake  is  discovered.  The  glands 
come  enlarged  and  painful,  and  there  may  be  some  local  peritonitis  over  them  which 
ikes  the  diagnosis  very  difficult.  Usually  there  is  some  other  tuberculous  focus  about 
e  patient,  especially  in  the  lungs,  which  should  be  examined  with  particular  care,  the 
•ays  and  sputum  analysis  not  being  omitted.  If  doubt  exists  recourse  may  be  had  to  a 
ignostic  injection  of  Koch's  old  tuberculin,  and  the  opsonic  index  may  be  taken  both 
fore  and  after  abdominal  massage.     Von  Pirquet's  test  is  not  very  trustworthy. 

Actinomycosis  starting  in  the  cu^cum  and  appendix  is  another  inflammatory  condition 
lich  may  cause  a  swelling  and  give  the  signs  of  a  clironic  abscess.  The  diagnosis  can 
ly  -be  made  with  certainty  by  an  incision  and  the  fmding  in  the  pus  of  the  characteristic 
ilowish  granules  (occasionally  black — the  gunpowder  variety),  and  the  recognition  under 
?  microscope  that  these  granules  are  formed  of  a  (^ram-staining  streptothrix  {Plate 
^VlII,  p.  614). 

Carcinoma  of  the  Caecum  gives  rise  to  a  swelling  which  occasions  few  symptoms^ 
less  the  passage  of  faeces  is  affected  and  intestinal  obstruction  results.  It  is  important, 
i¥ever,  from  the  point  of  view  of  treatment  that  an  early  diagnosis  be  made.  The  presence 
a  non-inflanunatory  swelling  of  long  standing  in  the  right  iliac  fossa,  with  a  history  of 
sting,  is  very  suggestive  of  a  carcinoma,  and  early  recourse  should  be  had  to  the  only 
e  diagnostic  method,  namely,  laparotomy.  Very  rarely  is  there  passage  of  blood  or 
cus  by  the  bowel  to  help  one. 
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{)  Hernia  :  (a)  inguinal ;  (b)  femoral  ;  (c)  obturator.  (4)  RetaUied  testicle,  (5)  Hydrocele, 
\)  Tumours  of  the  cord  or  round  ligament,  (7)  Aneurysm  and  other  vascular  swellings, 
I)  Neiv  growths,     (9)  Distended  psoas  bursa  and  other  cysts, 

1.  Enlarged  Glands. — ^There  are  two  chief  groups  of  glands  in  the  groin*  The  most 
)mmonly  affected  are  the  inguinal,  which  lie  in  the  subcutaneous  tissues  about  Poupart^s 
lament,  and  drain  the  external  genitals,  the  anus,  the  umbilicus,  the  lower  parts  of  the 
)domen  and  back,  the  buttock  and  the  upper  third  of  the  thigh.  The  femoral  glands 
St  below  the  saphenous  opening  and  drain  the  lower  limb  below  the  upper  third  of  the 
ligh.  It  must  be  remembered,  however,  that  the  lymphatic  drainage  is  somewhat  erratic, 
that  a  sore  toe  may  sometimes  induce  enlargement  of  an  inguinal  gland  only.  The  iliac 
ands  drain  the  inguinal  and  femoral  set,  and  consequently  often  enlarge  secondarily  to 
ese  ;  but  they  also  communicate  freely  with  the  abdominal  lymphatics  and  may  become 
fected  from  them. 

Enlarged  glands  in  the  groin  are  nearly  always  multiple,  and  usually  subcutaneous, 
that  they  are  easy  to  recognize  as  glands  ;  but  a  solitary  one  adherent  to  the  saphenous 
lening  may  be  almost  impossible  to  distinguish  from  an  irreducible  omental  femoral  hernia 
a  hydrocele  of  a  hernia  sac. 

The  iliac  glands  just  above  Poupart's  ligament  are  more  difficult  to  palpate,  because 

ey  lie  deep  to  the  abdominal  muscles,  but  their  enlargement  is  generally  secondary  to 

icase  of  the  superficial  glands,  and  this  often  gives  the  key  to  the  diagnosis  of  an  obscure 

elling  in  this  region. 

Some  Causes  of  Enlargement  of  the  Groin  Glands, — (a)  Mechanical  or  chemical  irritation  ; 

Septic  infection,  for  instance  from  genital  sores  or  from  sores  on  the  toes  or  legs  ;   (c) 

bercle  ;    (d)  Syphilis  ;    (e)  Other  specific  diseases,  such  as  rubella  and  bubonic  plague  ; 

Lymphadenoma ;    {g)  Lymphatic    leukaemia  ;    (h)    Malignant    diseases  :     secondary 

*cinoma  ;   secondary  or  primary  sarcoma. 

(a).  The  glands  become  slightly  enlarged  and  tender  as  a  result  of  the  mechanical 
itation  of  a  truss,  and  more  frequently  the  bites  of  parasites  such  as  the  Pediculus  pubis. 
e  glands  generally  remain  movable,  and  they  rarely  suppurate. 

(6).  Septic  infection  may  follow  insect  bites  ;  but  more  commonly  a  septic  sore  or 
ent  scar  can  be  discovered  upon  examination  of  the  area  drained  by  the  glands.  Septic 
nds  either  soon  subside  or  cease  to  be  tender  after  the  removal  of  the  source  of  infection, 
they  enlarge  rapidly,  become  adherent,  and  suppurate  within  three  or  four  weeks  of 
ir  first  enlargement!! 

(c).  This,  and  the  amount  of  inflammation  of  the  skin  over  them,  distinguishes  septic 
m  ttiberadous  glands  which  do  not  suppurate  for  some  months,  and  then  with  but  little 
ammatory  reaction.     Epitheliomatous  glands  may  suppurate  towards  the  end. 

(</).  The  true  syphilitic  gland  is  hard,  movable,  and  only  moderately  enlarged,  and  the 
stence  of  the  indurated  chancre  usually  makes  the  diagnosis  easy.  The  Spirochceta 
lida  may  be  detected,  or  Wassermann's  serum  test  may  be  positive  ;  but  a  negative 
ction  is  not  conclusive.  It  must  not  be  forgotten  that,  as  an  apparently  soft  sore  (septic) 
y  later  become  hard  and  definitely  sjrphilitic  ;  therefore  suppuration  of  a  bubo  does  not 
jrove  syphilitic  infection.  Instances  of  mixed  infection  by  sepsis  and  syphilis  are  fairly 
imon. 

( /■ ).  In  lymphadenoma  the  groin  glands  are  rarely  affected  alone,  and  the  smooth,  soft 
irgement  of  many  glands  without  signs  of  inflamnuition,  associated  with  increasing 
?mia   and   intermittent  pyrexia  (Fig.   247,   p.   570),   makes  the  diagnosis  fairly  easy, 
spleen  may  be  affected  at  the  same  time. 

{g).  Blood  examination  will  give  pathognomonic  results  in  cases  of  lymphatic 
:;emia  (p.  25). 

(h).  Malignant  disease  of  the  groin  glands  is  nearly  always  epitheliomatous,  and 
»ndar>'  to  a  primary  epithelioma  of  the  skin  or  mucous  membrane  in  the  area  drained 
the  glands.  The  primary'  growth,  especially  at  the  anus,  may  be  very  small,  and  the 
ent  may  be  unaware  of  its  existence.  The  other  main  points  in  distinguishing  epitheli- 
itous  glands  are  their  exceeding  hardness  ;  their  progressive  but  slow  growth  ;  their 
y  adhesion  to  the  deep  fascia  and  skin  ;  and  the  amount  of  pain  to  which  they  give 
without  signs  of  infianuTiation.  Late  in  the  disease  they  may  suppurate  or  slough, 
I  severe  haemorrhage.  Intra-abdominal  carcinoma,  especially  of  the  ovary  or  colon, 
etimes  causes  enlargement  of  the  inguinal  glands. 


SWELLING,    INGUINAL  681 

iphenous  opening  or  in  the  femoral  canal.  A  hydrocele  of  a  hernial  sac  gives  rise  to  the 
ime  difficulty,  and  sometimes  an  exploration  becomes  necessary  on  account  of  the  danger 
'  overlooking  femoral  hernia,  and  the  risk  of  strangulation. 

The  diagnosis  between  femoral  and  obturator  hernia  is  not  very  difficult  ;  it  is  far 
ore  common  to  overlook  an  obturator  hernia  altogether.  When  an  external  swelling 
caused  by  an  obturator  hernia,  it  is  placed  farther  inwards,  and  it  is  more  vague  than 
femoral  hernia.  Moreover,  there  is  pain  shooting  along  the  inner  side  of  the  thigh,  and 
nerally  the  signs  and  symptoms  of  strangulation.  Further,  a  tender  swelling  can  be 
It  at  the  obturator  foramen  upon  vaginal  or  rectal  examination. 

The  two  chief  varieties  of  inguinal  hernia,  the  oblique  and  the  direct,  are  usually 
stinguished  quite  easily.  Direct  hernia  is  rare,  and  is  more  globular  in  shape  than  the 
iirect  or  oblique  hernia  ;  the  spermatic  cord  is  antero-extemal  to  it,  and  postero- 
:ernal  to  the  ordinary  oblique  hernia.  Direct  hernia  is  placed  a  little  farther  in  and 
j^her  up  than  the  oblique.  It  is  generally  much  more  easily  reduced,  but  returns  again 
th  striking  abruptness  when  the  patient  coughs.  It  rarely  travels  into  the  scrotum, 
d  it  is  uncommon  before  the  age  of  thirty.  There  is  often  a  history  of  sudden  onset 
er  some  violent  straining  effort. 

4.  Retained  Testicle. — ^The  most  important  points  in  the  diagnosis  of  this  condition 
;  the  absence  of  the  organ  from  its  proper  place,  and  the  presence  of  a  swelling  about 
I  inguinal  canal.  Occasionally,  the  testicle  may  be  maldescended,  or  after  leaving  the 
temal  ring  may  have  found  its  way  into  the  upper  and  inner  part  of  the  thigh,  where  it 
lulates  a  femoral  hernia,  or  into  the  perineum.  The  swelling  in  the  groin  may  give  the 
iracteristic  testicular  sensation,  or  the  condition  may  be  associated  with  attacks  of 
n  which  have  been  mistaken  for  appendicitis  or  intestinal  colic.  It  is  practically 
^ays  accompanied  by  actual  or  potential  hernia  into  the  tunica  vaginalis,  which  is  in 
ect  communication  with  the  abdominal  cavity. 

5.  Hydroeele. — The  neck  of  the  sac  of  either  a  femoral  or  an  inguinal  hernia  may 
fome  obstructed,  and  a  hydrocele  of  the  sac  may  then  develop.  This  may  become 
amed  and  give  rise  to  considerable  difficulty  in  diagnosis.  Strangulated  or  irreducible 
ental  hernia  may  be  simulated,  and  sometimes  an  exploration  is  the  only  way  of 
tling  the  diagnosis.  It  is  more  easily  distinguished  from  strangulated  hernia  containing 
ve\,  because  it  is  dull  on  percussion,  and  the  bowels  are  not  obstructed.  An  encysted 
Irocele  of  the  cord  occupying  the  inguinal  canal  is  sometimes  difficult  to  distinguish 
n  inguinal  hernia  ;  but  it  is  not  completely  reducible,  and  it  is  dull  on  percussion.  It 
lot  granular  like  an  omental  hernia,  and  it  can  eyen  be  shown,  with  some  difficulty,  to 
translucent.     Like  a  hernia,  it  gives  an  impulse  on  coughing. 

6.  Tumours  of  the  Cord  or  Round  Ligament — The  only  common  tumours  of 
$e  structures  are  (a)  Lipoma  and  (6)  Fibromyoma  of  the  round  ligament.  The 
ner  is  so  soft  and  displaceable  that  it  gives  an  impulse  on  coughing,  and  is 
n  mistaken  for  an  omental  hernia,  especially  in  stout   patients.     The  latter  is  hard 

smooth,  somewhat  simulating  the  ovary  or  a  thick-walled  hydrocele  of  the  canal  of 
;k,  for  either  of  which  it  may  be  mistaken,  a  certain  diagnosis  only  being  possible  by 
(oration. 

7.  Aneurysm  and  otlier  Vascular  Swellings. — Aneurysm  of  the  external  iliac  artery 
'  be  mistaken  for  a  vascular  sarcoma  arising  from  the  pelvis.  It  can  generally  be 
•gnized  by  the  classical  signs  of  aneur>'sm,  such  as  expansile  pulsation,  bruit,  weakening 

delay  of  the  corresponding  femoral  pulse,  and  marked  reduction  of  the  size  of  the 
lling  as  a  result  of  pressure  on  the  common  iliac  artery.  Saphenous  varix  has  been 
rred  to  above. 

8.  New  Growths. — Sarcoma  of  the  pelvic  hemes  or  of  the  soft  parts  in  this  neigh- 
rhood  is  hardly  altered  in  size  by  pressure  upon  the  conmion  iliac  artery,  nor 
;  it  give  such  a  loud  bruit  or  the  expansile  pulsation,  which  are  characteristic  of 
irysm.  The  .r-rays  may  give  evidence  which  is  valuable  in  distinguishing  aneurysm 
I  sarcoma. 

9.  Distended  Psoas  Bursa  may  give  rise  to  pulsation  communicated  from  the 
mal  iliac  artery.  On  careful  examination  it  can  be  distinguished  by  the  absence  of 
classical  signs  of  aneurysm  already  mentioned,  by  its  translucency  and  irreducibility. 
•e  may  also  be  signs  of  osteo-arthritis  of  the  hip-joint.  a.  p.  Hmciands. 
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e  cord  is  antero-extemal  to  it,  instead  of  postero-internal,  as  in  an  oblique  hernia.  It 
ly  be  possible  in  some  cases  to  identify  the  contents  of  a  hernia.  Attention  has  been 
»wn  above  to  the  method  of  distinguishing  the  bowel  from  the  omentum.  Sometimes 
?  appendix  can  be  felt  distinctly,  especially  in  right-sided  hernia..  Occasionally  the 
;dder  may  be  identified,  as  in  Astley  Cooper's  classical  case.  When  the  patient  has 
3arently  emptied  the  bladder,  the  surgeon  reduces  the  hernia,  and  the  patient  is  imme- 
tely  able  to  pass  more  water.  7?.  P.  Rowlands, 

SWELLING  OF  THE  JAW,  LOWER.— Swelling  of  the  lower  jaw  may  sometimes 
mistaken  for,  or  masked  by,  swelling  of  the  cellular  tissues  in  front  of  it.  The  real  site 
the  swelling  is  first  to  be  ascertained  by  opening  the  mouth  and  running  the  finger  along 

outer  and  inner  borders  of  the  mandible  and  comparing  the  two  sides. 

There  are  many  causes  for  enlargement,  and  they  may  be  subdivided  under  the  follow- 

headings  : — 

1.  Injury. 

2.  Inflammatory  affections, 

^    -,  (  Innocent — Fibroma,  osteoma,  and  odontoma. 

(  Malignant — Sarcoma  and  epithelioma. 

4.  Acromegaly. 

5.  Leontiasis  ossea. 

Injury. — A  hcematoma  or  traumatic  periostitis  may  follow  on  a  blow.  If  the  injury 
been  sufficient  to  cause  a  fracture,  the  abnormal  mobility  of  the  fragments,  the  irregu- 
y  of  the  line  of  the  teeth  and  arch  of  the  jaw,  and  the  laceration  of  the  gums,  are  suffi- 
t  to  indicate  the  injury.  The  nearer  the  line  of  fracture  is  to  the  symphysis,  the  more 
ked  is  the  mobility,  and  diagnosis  is  only  difficult  when  the  fracture  is  of  the  ascending 
us  and  underneath  the  masseter  muscle.  A  skiagram  may  then  be  needed.  Fracture 
he  mandible  is  commonly  compound,  and  therefore  is  often  complicated  by  septic 
;tion.  Later,  callus  will  form  a  tumour  which  might  be  mistaken  for  one  of  some  other 
until  the  course  of  the  case  has  been  watched. 
Inflammatory  Affections. 

Alveolar  Abscess. — ^This  is  a  very  common  swelling,  associated  with  toothache.  An 
iar>'  gum-boil  forms  at  the  edge  of  the  gum,  and  is  quite  superficial.  A  more  trouble- 
j  form  of  abscess  is  that  which  develops  at  the  root  of  a  tooth,  which,  generally  carious, 
yet  appear  healthy  on  the  surface.  Pus  usually  points  between  the  gum  and  the 
k,  but  it  may  travel  a  long  way  between  the  bone  and  the  mucous  membrane,  and 
t  on  the  cheek,  in  the  submaxillary  region,  or  on  the  chin.  As  in  the  case  of  injury, 
»stitis  extending  up  under  the  muscle  may  be  difficult  to  diagnose,  and  it  is  sometimes 
iken  for  parotitis.  In  the  early  stages  the  only  sign  is  toothache,  but  as  suppuration 
iTies  established  there  are  also  pain,  swelling  of  the  gums,  furred  tongue,  trismus, 
•gement  of  the  lymphatic  glands,  raised  temperature.  The  presence  of  a  septic  tooth 
ates  the  diagnosis. 

Necrosis  of  the  Jaw,  often  preceded  by  an  acute  periosteal  abscess,  may  follow  injury, 
»lar  abscess,  syphilis,  or  mercurial  or  phosphorus  ])oisoning,  and  in  rare  cases  acute 
themata  or  typhoid  fever.  In  many  cases  it  may  be  impossible  to  say  whether  the 
is  necrosed  or  not,  for  the  signs  are  much  the  same  as  in  suppuration  in  connection 
alveolar  abscess.  It  can  only  be  diagnosed  for  certain  if  a  piece  of  loose  bone  can  be 
»rith  a  probe  or  seen  by  the  aid  of  a  skiagram.  Its  presence  may  be  inferred  by  the 
continuance  and  profuseness  of  the  discharge. 

Syphilitic  disease  of  the  lower  jaw  is  rare,  and  if  present  will  not  usually  be  confined 
e  jaw.  If  there  is  doubt,  a  Wassermann's  reaction  will  be  of  service. 
ictinomycosis. — A  long-standing  and  obstinate  suppuration  about  the  lower  jaw 
cellulitis  of  the  neck  and  formation  of  sinuses  in  the  skin,  should  lead  to  the  suspicion 
?  nature  of  the  trouble.  In  the  beginning  it  gives  rise  to  inflammatory  changes  which 
ate  alveolar  abscess,  and  the  similarity  is  increased  by  the  presence  of  carious  teeth, 
j?h  which  the  fungus  is  believed  to  gain  access  to  the  jaw.  In  the  pus,  the  small  yellow 
les  are  to  be  sought  for,  and  the  Gram-staining  mycelium  on  microscopical  examination 
XXVIII,  p.  614). 
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Acromegaly. — The  lower  jaw  is  often  enlarged  conspicuously  in  this  disease,  becoming 
Dminent  and  massive  {Fig,  116,  p.  237).  There  is  hypertrophy  of  the  whole  bone  rather 
an  a  swelling  in  it.  The  other  bones  of  the  face  are  enlarged,  the  superciliary  ridges  are 
Aggerated,  and  the  general  effect  of  the  disease  is  to  give  the  patient  the  appearance  of 
iull,  coarse- featured  person.  In  addition,  the  hands  and  feet  become  much  enlarged  ; 
o,  in  the  late  stages  of  this  very  chronic  illness,  headache  and  muscular  debility  become 
)minent  symptoms,  and  owing  to  swelling  of  the  pituitary  body,  bilateral  temporal 
mianopia  is  to  be  expected  (see  Fig.  139,  p.  800). 

Leontlasls  Ossea  is  the  name  given  to  a  rare  disease  in  which  hyperostoses  of  the 
ial  and  cranial  bones  are  the  distinguishing  features.  It  is  not  likely  to  be  confounded 
:h  any  of  the  above-mentioned  swellings,  except  perhaps  acromegaly,  from  which  it  is 
tinguished  by  the  absence  of  changes  in  the  hands  and  feet.  George  E.  Gask. 

SWELLING  OF  THE  JAW,  UPPER.— The  remarks  made  in  the  article  on 
ELLiNG  OF  THE  Jaw,  IjOwer  (p.  683),  apply  equally  to  swellings  in  the  upper  jaw. 
mours  arising  in  the  antrum  of  Highmore  merit  special  mention,  however,  for  many 
ise  no  pain  or  discomfort  until  the  late  stages.  Though  innocent  tumours  may  start 
the  antrum,  the  commonest  are  sarcoma  and  endothelioma.  Rapid  growth,  bulging 
3  and  invasion  of  surrounding  fossae,  pain,  discharge  of  blood  and  pus  from  one  nostril, 
I  invasion  of  the  overlying  skin,  are  momentous  indications  of  malignant  disease.     In 

case,  though,  of  slow-growing  tumours  and  in  the  early  stages,  differentiation  between 
ocent  growths  or  suppuration  is  extremely  difficult.  Transillumination  (see  Pain  in 
:  Jaw,  Upper,  p.  462)  is  to  be  employed  {Fig.  84,  p.  180),  also  puncture  of  the  antrum, 
I  if  necessary  exploration  and  histological  examination  of  the  parts  removed. 

George  E.  Gosk. 

SWELUNG  OF  THE  LEGS.— (See  (Edema,  p.  41 1 .) 

SWELLING,  MAMMARY. —Method  of  Examination.— The  clothes  should  be  removed 

;he  waist,  so  that  a  cleai  view  of  both  breasts,  the  thorax,  axillae,  and  supraclavicular 

ae  may  be  obtained.     Both  breasts  should  then  be  looked  at  to  see  whether  there  is 

obvious  enlargement  or  abnormality  such  as  redness  of  the  skin,  dilatation  of  veins, 

lOur,  or  ulcer.     Next,  palpation  is  to  be  employed,  using  the  flat  of  the  hand  and  not 

tips  of  the  Angers  ;   the  surgeon  should  place  himself  in  a  convenient  position  behind 

patient,  using  the  right  hand  to  examine  the  right  breast  and  the  left  hand  the  left. 

axillary  fossa;  should  also  be  palpated  carefully,  it  being  remembered  that  the  lymphatic 

ds  affected  in  diseases  of  the  breast  lie  on  the  surface  of  the  thorax  and  not  round  the 

lary  vessels.     (See  Swelling,  Axillary,  p.  666.)     In  cases  of  suspected  cancer  the 

nination  must  not  be  concluded  without  investigation  of  the  supraclavicular  fossa;  for 

less  or  enlargement  of  glands,  and  of  the  thorax  and  liver  for  signs  of  secondary  growths. 

Swelling  in  Pregnancy   and   Lactation   is  normal  and   physiological.     Both   breasts 

enlarged   equally,   and   feel   tense   and   nodular.     The   superficial    veins   are   usually 

linent,  and  on  gentle  squeezing  a  few  drops  of  milk  are  discharged  from  the  nipple. 

True   Hypertropliy  of  one  breast  is  rare.     It  may  be  found  in  nursemaids  who  have 

children  to  the  breast.     The  enlargement  in  the  majority  of  so-called  cases  of  hyper- 

hy  is  really  due  to  the  presence  of  one  or  more  fibro-adenomata. 

Acute  Mastitis  occurs  usually  during  lactation,  occasionally  during  pregnancy,  and 
DSt  often  due  to  infection  with  pyogenic  organisms  which  have  gained  entrance  through 
<s  in  the  nipple.  At  the  beginning  of  the  illness  there  is  shivering,  followed  by  fever 
a  feeling  of  weight  and  pain  in  the  breast ;  the  pain  soon  becomes  very  acute.  In 
rarly  stages  the  swelling  is  limited  to  one  part  of  the  breast,  which  feels  more  resistant 
nov.i.il ;  the  skin  is  not  reddened  at  first,  nor  are  the  lymphatic  glands  enlarged, 
jure  f.ver  the  swelling  may  cause  extrusion  of  a  drop  of  pus  from  the  nipple,  and  this 
stingu  shed  from  milk  by  its  viscidity  and  yellow  colour.  Later,  fluctuation  may 
me  evident,  and,  as  the  inflammation  approaches  the  skin,  this  becomes  red  and 
natous,  and  ultimately  an  abscess  may  point  and  burst  through  it ;  at  the  same  time 
•  foci  of  suppuration  form,  imtil  the  breast  may  be  nothing  but  a  bag  of  pus.  The 
nee  of  fever  and  the  intense  tenderness  of  one  portion  of  the  breast  are  sufficient  to 
iguish  acute  mastitis  from  the  physiological  engorgement. 
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iiportant  of  all,  in  the  breast  substance.    The  axillary  glands  are  not  enlarged.     The 

imours  cause  no  pain,  and  are  usually  discovered  accidentally.     Generally  they  occur  in 

omen  between  the  ages  of  twenty  and  thirty.     After  attaining  a  certain  size  they  remain 

ore  or  less  stationary,  unless  they  are  cystic,  when  they  may  go  on  growing  as  the  result 

'  dilatation  of  the  cyst  by  fluid.     The  diagnosis  is  generally  quite  easy,  but  if  the  breast 

fat  and  the  tumour  deep-seated,   it  may  not  always  be  quite  easy  to  distinguish  a 

)ro-adenoma  from  an  early  carcinoma,  without  operation  and  microscopical  examination. 

fibro-adenoma  is  elastic  in  consistency  rather  than  hard  like  a  carcinoma.     From  chronic 

astitis  it  is  distinguished  by  being  less  intimately  associated  with  the  breast  than  is  the 

se  with  the  inflammatory  nodules,  and  by  its  sharper  definition.     On  account  of  the 

?ll-known  possibility  of  error,  however,  no  deflnite  diagnosis  or  prognosis  should  be  given 

itil  the  tumour  has  been  removed  and  a  pathological  report  on  its  character  received. 

Mali^ant  Tumours  of  the   breast  are   nearly   always   primary  ;   sarcoma    is   rare, 

rcinoma  conunon  ;   and  the  latter  is  the  most  important  tumour  that  affects  the  breast. 

is  essentially  a  disease  of  the  female,  only  about  one  per  cent  of  the  cases  occurring  in 

lies  ;  most  patients  have  been  married,  and  are  between  the  ages  of  thirty-flve  and  sixty. 

advanced  cases  the  disease  is  obvious  ;  the  tumour  is  large  and  hard,  flxed  to  and  often 

igating  through  the  skin  ;   the  axillary  glands  are  enlarged  and  hard,  and  the  patient 

often  cachectic.    What  is  wanted  is  a  diagnosis  in  the  early  stages,  while  the  patient  still 

»ks  and  feels  in  perfect  health,  before  secondary  deposits  are  found  in  the  axillary  glands 

d  while  suceessflil  treatment  is  still  possible.     Too  much  insistence  cannot  be  laid  on  this. 

ually  the  patient  feels  no  pain,  but  discovers  a  lump  in  the  breast  accidentally  during 

lutions  ;    therefore  its  duration  must  generally  be  a  matter  of  doubt.     Clinically,  it  is 

t  as  a  small  tumour  which,  unless  the  patient  is  very  fat,  can  be  palpated  easily  with 

;  flat  of  the  hand.     Its  chief  characteristic  is  that  its  outline  is  not  sharply  defined,  and 

it  it  is  hard — stony  hard.     In  the  very  early  stage  the  tumour  is  freely  movable  over 

*.  pectoral  muscles  and  under  the  skin,  but  it  is  not  so  movable  in  the  breast  substance 

is  a  fibro-adenoma.     Very  soon  bands  of  fibrous  tissue  that  connect  the  breast  with 

:  skin  become  involved,  and  by  their  contraction  prevent  free  movement  of  the  skin 

T  the  swelling,  and  cause  dimpling  and  puckering.     If  the  tumour  is  situated  anywhere 

ir  the  centre  of  the  breast  milk-ducts  become  involved  in  the  growth,  and  as  they 

itract  cause  retraction  of  the  nipple.      If  a   nipple,  previously  well   formed,  becomes 

racted,  this   is  a  very  important  sign,  though  it  is  to  be  remembered  that    nipples 

often  permanently  retracted.     Many  cancerous  tumours,  even  when  extensive  infil- 

tion  has  occurred,  cause  shrinkage,  so  that  the  affected  breast  may  appear  smaller  than 

healthy  one,  and  in  the  atrophic  form  the  gland  may  almost  disappear.     In  the  ordinary 

n  (scirrhus)  it  will  be  rare  to  find  any  discharge  from  the  nipple  :    a  blood-stained 

tharge  often  indicates  a  duct-carcinoma.     (See  Discharge  from  the  Nipple,  p.   181.) 

er  the  disease  has  lasted  six  months  the  axillary  glands  are  usually  enlarged  and  hard, 

first  affected  being  those  running  along  the  lower  border  of  the  pectoralis  minor.     Too 

3h  attention  must  not  be  given  to  the  absence  of  palpable  glands,  because,  first,  it  is 

ed  that  the  diagnosis  may  be  made  before  they  are  enlarged  ;  and  secondly,  if  the  patient 

t  all  fat,  it  is  exceedingly  easy  to  overlook  them.     Attention  is  to  be  centred  on  the 

p  itself.     Its  stony  hardness  may  alone  be  suflicient  ground  on  which  to  base  a  dia- 

sis.     The  two  main  conditions  which  have  to  be  distincruished  from  an  earlv  carcinoma 

fibro-adenoma  and  chronic  mastitis.     In  the  former,  the  swelling  is  well  defined,  elastic, 

freely  movable  ;    in  the  latter,  a  tumour  cannot  be  felt  distinctly  with  the  flat  of  the 

d  ;   it  is  soft,  and  the  whole  breast  is  often  nodular. 

The  difficulties  in  diagnosis  are  great  and  the  sources  of  error  numerous  ;  none  of  the 
lings  may  be  typical  :  they  may  be  obscured  by  the  obesity  of  the  patient,  and  a  fluid 
ling  may  be  so  tense  as  to  simulate  a  solid  one.  This  being  so,  the  course  to  adopt, 
never  the  slightest  doubt  arises,  is  to  incise  the  swelling?  and  submit  a  portion  to  micro- 
ical  examination.  Seeing  the  vital  importance  of  avoiding  mistakes  in  this  connection 
e  is  a  growing  feeling  among  surgeons  that  all  tumours  of  the  breast,  whatever  the 
;f  as  to  their  character,  should  be  removed,  or  at  least  cut  into,  so  that  their  true  histo- 
»1  constitution  may  be  ascertained  early  and  with  accuracy. 

Sarcoma  of  the  breast  is  rare.  It  generally  occurs  in  women  under  the  age  of  thirty, 
he  early  stage  it  is  not  easily  distinguishable  from  a  fibro-adenoma,  particularly  one 
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which  is  enlarging  rapidly  on  account  of  a  cyst  or  intracystic  growth.  It  is  soft,  grows 
rapidly,  infiltrates  the  tissues,  and  forms  a  large  fungating  tumour.  It  disseminates 
rapidly,  both  via  the  lymphatics  and  by  the  blood-stream.  George  E,  Cask. 

SWEXXJNGy  PELVIC. — ^There  are  so  many  swellings  which  may  rise  up  out  of  the 
pelvis  into  the  abdomen,  and  also  which  may  appear  to  be  pelvic  when  they  are  really 
primarily  abdominal,  that  a  list  in  tabulated  form  may  be  of  value  : — 

Bladder. — Simple  distention.   New  growth. 
Vagina. — Hsematocolpos . 

Uterus. — Pregnancy  :   normal  or  abnormal,  or  associated  with  tumours  of  the  uterus 

or  ovary. 
New  growths :    Fibromyoma.     Sarcoma.   Carcinoma.    Chorion-epithelioma. 
Hsmatometra. 
Ovary. — Cysts.     Solid  new  growths. 
Fallopian   Tabes. — Hydrosalpinx  Carcinoma 

Pyosalpinx  Tubal  gestation 

Salpingo-oophoritis  Progressive  extra-uterine  gestation. 

New  growths 
Pelvic    Peritoneum. — Encysted  peritoneal  fluid 

Hsematocele  due  to  extra-uterine  gestation 
Hematocele  due  to  haemorrhage  from  a  corpus  luteum 


Hydatid  cysts 
Retroperitoneal  lipoma. 


Pelvic  abscess 

Ascites 

Pelvic  Cellular   Tissue. — Cellulitis.     Pelvic  hiematoma. 
Appendix  Vermiformis. — Abscess  around 

Appendicitis  with  pregnancy. 
Pelvic   Bones. — ^New  growths  of. 
Omentum. — ^New  growths  of.     Cysts  of. 
Phantom  Tumours. 
Pancreatic  Cysts. 

Kidney. — ^Tumours  of.     Hydronephrosis.     Pyonephrosis. 
Gall-bladder. — Distention  of. 
Spleen. — Enlargement  of. 
Urachus. — Cvst  of. 

It  is  obvious  that  many  of  these  lesions  are  not  pelvic  at  all  ;  but  they  are  not  omitted 
from  the  list  because  they  are  liable  to  be  mistaken  for  pelvic  tumours.  Thus  pancreeUic, 
renal,  splenic,  and  gall-bladder  tumours  may  reach  the  pelvic  brim,  but  the  history  ought 
to  show  that  they  have  grown  down  from  above,  not  up  from  below.  Further,  renal 
tumours  may  be  associated  with  urinary  changes,  or  absence  of  urinary  secretion  on  the 
affected  side,  as  detected  by  the  cystoseope.  Splenic  enlargements  may  be  associated  with 
blood -changes,  and  gall-bladder  distention  with  icterus.  Pancreatic  cysts  are  the  least 
likely  to  be  mistaken  for  pelvic  swellings,  but  they  have  been  difficult  to  distinguish  from 
ovarian  tumours  with  long  pedicles. 

Naturally,  the  commonest  difliculty  which  arises  in  the  diagnosis  of  pelvic  swellings 
is  to  differentiate  between  the  distended  bladder,  pregnant  uterus,  ovarian  cyst,  and  uterine 
fibromyoma,  and  the  commonest  mistakes  are  made  between  these  swellings.  The 
distended  bladder  is  clearly  the  easiest  to  dispose  of,  because  the  passage  of  a  catheter 
will  settle  the  question  ;  and  yet  the  neglect  of  this  simple  procedure  has  led  to  more  than 
one  abdomen  being  opened. 

The  history  is  of  value  in  differentiating  the  other  swellings,  for  amcnorrhoea  is  the 
rule  in  j)regnancy,  menorrhagia  in  fibromyoma,  and  no  change  in  menstruation  in  ovarian 
tumours.  These  assumptions  are  correct  in  almost  99  out  of  every  100  cases,  but 
exceptions  do  exist.  The  cardinal  point  in  dia<^osis  is  not  to  think  of  the  possiUe 
fallacies  until  the  common  rule  has  been  considered  thoroughly.  Normal  menstruation 
during  pregnancy  is  almost  imknown,  but  it  is  believed  that  menstruation  is  possible  up 
to  the  third  month.     This  is  physiologically  unsound,   for  menstruation  represents  the 
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ilure  of  the  uterus  to  receive  a  fertilized  ovum,  and  should  not  be  even  possible  if 
meeption  does  occur.  That  haemorrhages  occur  during  the  early  months  of  pregnancy 
true  ;  but  in  most  cases  these  haemorrhages  represent  threatened  abortion,  and  not 
enstruation.  Further,  fibroids  are  associated  with  haemorrhages.  This  is  true  in  the 
.se  of  interstitial  or  submucous  growths  ;  but  there  may  be  no  disturbance  of  menstrua- 
m  in  subperitoneal  fibroids.  Ovarian  tumours  only  disturb  menstruation  when  they 
e  double,  and  destroy  all  ovarian  tissue.  As  long  as  a  small  piece  of  ovarian 
•sue  remains  there  is  no  reason  why  menstruation  should  not  occur  normally. 

Palpation  of  these  tumours  may  be  fallacious,  although  there  is  no  difficulty  in  distin- 
ishing  foetal  parts  when  the  foetus  is  big  enough.  In  the  early  months  the  pregnant 
erus  may  fluctuate  like  a  cyst ;  a  softened  fibroid  may  do  the  same,  whilst  on  the  other 
nd  a  tense  ovarian  cyst  may  feel  so  hard  as  to  be  mistaken  for  a  fibroid.  Whilst  the 
esence  of  the  foetal  heart  is  characteristic  of  pregnancy,  its  absence  cannot  be  taken  as 
idenee  of  a  fibroid  or  of  an  ovarian  tumour.  It  is  not  always  possible  to  hear  the  foetal 
art  even  in  advanced  pregnancy.  If  the  pedicle  of  a  tumour  can  be  felt  definitely 
:ached  to  one  uterine  comu  it  is  strong  presumptive  evidence  of  an  ovarian  tumour, 
is  useful  to  pull  down  the  uterus  with  a  tenaculum,  at  the  same  time  pushing  up  the 
Hour  so  as  to  make  tense  the  pedicle,  which  might  then  be  palpated  by  the  vaginal 
ich.  When  small  tumours  are  in  question  the  first  point  which  arises  is.  Can  the  tumour 
separated  from  the  uterus  bimanually  ?  If  so,  it  can  be  neither  a  fibromyoma  of  the 
jrus  nor  a  normal  uterine  pregnancy.  This  point  can  only  be  made  out  by  careful 
nanual  examination,  and  undoubtedly  may  require  considerable  skill  in  some  cases. 

Early  pregnancy  in  a  retroverted  uterus  should  not  give  rise  to  diagnostic  difficulties 
t  be  remembered  that  the  soft,  boggy  fundus  is  felt  through  the  posterior  fornix,  that 
r  cervix  looks  down  the  vagina  or  forwards  to  the  symphysis,  and  that  the  posterior 
ss  is  continuous  with  the  cervix.  If  the  retroverted  uterus  is  associated  with  vesical 
tention  the  picture  is  usually  clear  enough.  The  history  of  constant  dribbling  of  urine 
$tention  with  overflow),  amenorrhoea,  other  signs  of  pregnancy,  the  presence  of  two 
nours — one  in  front,  tense  and  elastic,  the  other  behind,  soft  and  boggy — ^and  finally, 
passage  of  a  catheter,  wiU  settle  the  question.  The  diagnosis  of  solid  ovarian  tumours 
lot  always  possible,  for  the  pedicle  is  often  short,  and  the  tumour  is  then  so  close  to  the 
rus  that  the  two  cannot  be  separated.  They  are  therefore  likely  to  be  mistaken  for 
oids  of  the  uterus.  They  do  not  often  cause  menorrhagia,  however,  and  this  may  be 
lembered  as  a  cardinal  point. 

Large  tumours  arising  in  the  pelvis  are  not  often  difficult  to  differentiate  from  one 

•ther,  bearing  in  mind  that  ovarian  tumours,  uterine  fibroids,  pregnancy,  and  ascites 

the  common  conditions  which  are  met  with.     In  this  connection,  it  cannot  be  repeated 

often  that  amenorrhoea  stands  for  pregnancy,  and  occasionally  for  ovarian  tumours 

m  double.     Menorrhagia  goes  with  uterine  fibroids  except  in  the  case  of  subperitoneal 

lours.     Exceptions    to    these    general    statements    are    uncommon,    and    mistakes    in 

rnosis  will  occur  but  seldom  if  they  are  borne  in  mind.     Ascites  has  to  be  differentiated 

n  ovarian  cysts,  and  occasionally  from  hydramnios.     In  general,  ascites  gives  dullness 

he  flanks  on  percussion,  with  resonance  over  an  area  somewhere  about  the  umbilicus, 

1st  ovarian  cysts  give  dullness  over  the  front  of  the  abdomen,  with   resonant  areas 

he  flanks  and  epigastric  angle.     When  ascites  exists  along  with  ovarian  tumours  the 

fluid  may  be  so  large  in  amount  that  the  tumour  cannot  be  felt ;   as  a  rule,  however, 

an  be  touched  on  dipping  through  the  fluid.     Ascites  with  an  ovarian  tumour  does 

necessarily  mean  malignancy,  but  it  may  do  so.     Fibroma  of  the  ovary,  and  simple 

•ian  cyst,  with  a  twisted  pedicle,  will  always  be  accompanied  by  some  fluid. 

When  pregnanq/  is  associated  with  tumours,  the  diagnosis  may  Yye  of  great  difficulty. 

1  does  not  lie  in  the  recognition  of  the  pregnancy  ;   amenorrhoea,  breast  changes,  foetal 

ements,  and  the  foetal  heart  will  usually  make  that  clear  enough  ;    it  lies  in  deciding 

nature,  or  even  the  presence,  of  a  tumour  along  with  the  pregnant  uterus.     In  the 

r  months,  when  the  presence  of  two  tumours  can  be  demonstrated,  the'  diagnosis  is 

T,  but  in  the  later  months  the  great  size  of  the  abdomen,  and  the  way  in  which  the 

lings  merge  into  one  another,  may  obscure  the  picture.     The  relation  to  the  uterus, 

:her  a  part  of  it,  or  attached  to  it  by  a  pedicle  ;   the  feel  of  the  tumour,  whether  solid 

/Stic,  soft  or  hard  ;   and  the  previous  histor>' ;   will  always  be  of  assistance  in  making 

D  44 
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A  large  pelvic  abscess  may  accompany  salpingo-oophoritis,  or  may  occur  alone  without 
nfection  of  the  tubes,  as  we  see  occasionally  in  puerperal  septic  infections.  When  it  does 
>ccur,  it  is  of  course  peritoneal  ;  it  fixes  the  uterus  in  a  central  position,  bulges  into  the 
)osterior  fornix  and  rectum,  tends  to  rupture  into  the  rectum,  is  acute  in  onset,  and  acoom- 
>anied  by  signs  of  local  peritonitis.  It  is  likely  to  be  confounded  with  pelvic  cellulitis, 
n  which  the  uterus  is  fixed  in  a  laterally  displaced  position.  It  bulges  one  lateral  fornix, 
ends  to  burrow  along  the  round  ligament  to  the  groin,  is  slow  in  onset,  chronic,  and  not 
ecompanied  by  signs  of  local  peritonitis.  It  always  follows  labour,  whereas  pelvic  abscess 
f  peritoneal  origin  may  occur  with  salpingo-oophoritis  quite  apart  from  pregnancy.  Pel  vie 
ellulitis  never  bears  any  relation  to  salpingo-oophoritis. 

Encysted  peritoneal  fluid,  hydatid  cysts,  and  retroperitoneal  lipoma  are  generally 
iagnosed  as  ovarian  cysts,  and  their  true  nature  is  only  discovered  at  operation.  There 
re  no  definite  signs  by  which  these  conditions  may  be  diagnosed,  and  as  they  all  require' 
perative  treatment,  post-operative  diagnosis  meets  their  requirements. 

Distention  of  the  xmgina  by  menstrual  fluid  is  not  likely  to  be  mistaken  for  anything 
Ise,  if  only  on  account  of  the  absolute  closure  of  the  hymen  which  gives  rise  to  it. 
[aematocolpos  is  practically  the  only  central  tumour  met  with  between  the  rectum  and 
le  bladder  reaching  from  the  hymen  to  the  pelvic  brim.  The  uterus  can  usually  be  felt 
ke  a  cork  movable  upon  its  upper  extremity. 

Urachal  cysts  occur  in  front  of  the  uterus  and  in  close  relation  to  the  bladder  ;    but 
spite  of  this  they  are  usually  mistaken  for  ovarian  cysts.     It  is  to  be  remembered,  how- 
ler, that  ovarian  cysts  only  get  in  front  of  and  above  the  uterus  when  they  are  large, 
rachal  cysts  rarely  attain  a  large  size. 

Appendicitis  with  pregnancy  occurs  occasionally,  and  may  be  mistaken  for  such  a 
•ndition  as  torsion  of  an  ovarian  pedicle.  The  swelling  due  to  appendix  inflammations 
however,  in  close  relation  to  the  anterior  superior  spine  of  the  ilium,  and  apparently 
iierent  to  the  iliac  fossa.  The  lump  is  ill  deflned,  and  rarely  fluctuates  unless  there  is 
large  abscess.  The  acute  onset  may  be  similar  to  that  of  torsion  of  an  ovarian  pedicle, 
lere  is  usually  a  definite  fluctuating  tumour  when  an  ovarian  cyst  is  present,  and  some 
terval  between  it  and  the  iliac  crest  can  usually  be  felt. 

Phantom  tumours  are  due  to  diaphragmatic  contraction,  causing  the  abdominal  wall 
bulge.  They  are  usually  mistaken  by  patients  for  pregnancy,  but  are  not  accompanied 
any  of  the  signs  of  pregnancy.  Amenorrhoea  must  be  excepted  from  this,  however, 
3ause  these  cases  usually  occur  about  the  menopause.  Their  true  nature  can  usually  be 
covered  by  making  the  patient  breathe  normally,  relaxing  the  diaphragm  ;  but  if  any 
ibt  exists,  the  protrusion  will  disappear  under  an  anaesthetic. 

Growths  of  the  pelvic  hones  are  very  rare  tumours,  usually  cartilaginous  or  sarcomatous. 
ey  are  only  likely  to  be  mistaken  for  adherent  inflammatory  masses,  due  to  salpingo- 
ihoritis.  They  will  be  found  to  be  continuous  with  the  bones  forming  the  pelvis,  and 
en  growing  from  the  sacrum  may  have  the  rectum  in  front  of  them  ;  all  other  tumours 
^e  the  rectum  behind  them.  They  may,  however,  bear  no  relation  to  the  rectum  at 
if  they  occur  on  the  right  side  of  the  pelvis.  In  most  cases  of  this  nature  the  uterus 
I  adnexa  can  be  palpated  bimanually,  and  shown  to  be  free  from  disease  and 
onnected  with  the  mass.  When  complicated  by  the  presence  of  a  prepimiit  uterus 
ir  true  nature  may  be  ver\'  difficult  to  determine.  Bearing  in  mind  that  they  are 
ilutely  fixed  and  continuous  with  the  bones  of  the  pelvis,  the  diagnosis  ought  not 
>e  uncertain.  Thos.  G.  Stevens. 

SWELLING,  PERINEPHRIC— (See  Kidney,  Kni.ak(;i:mi.:nt  of,  p.  352.) 

SWELLING,  POPLITEAL.— Popliteal  swellings  may  be   divided  into  :— 

1.  Fluid  Swellings: 

Bursa  V^aricose  veins  1      Aneurysm. 

Baker's  cyst  Abscess  I 

2.  Solid  Swellings  not  connected  with  Bone  : 

Enlarged  glands  |    Malignant  tumours  |    Innocent  tumours. 

3.  Solid  Swellings  connected  with  Bone : 

Exostosis  Periostitis 

Sarcoma  Separation  of  the  epiphysis. 


s 
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p.  670).  There  may  be  others  in  other  parts  of  the  skeleton,  and  sometimes  several 
members  of  the  family  are  affected  similarly.  The  swelling  is  of  slow  growth,  well  defined, 
and  rarely  gives  any  trouble.  It  is  most  often  found  at  the  inner  side  of  the  popliteal 
space.  There  is  one  thing  that  may  be  confounded  with  it,  namely,  ossification  of  the 
insertion  of  a  tendon  or  muscle.  The  adductor  longus  muscle  is  the  one  most  commonly 
affected. 

Malignant  Tumours  are  endosteal  and  periosteal  sarcoma.  Centred  sarcoma  in  its 
?arly  stages  resembles  chronic  osteitis  and  periostitis  so  closely  that  it  may  be  impossible 
to  come  to  a  correct  conclusion  without  the  aid  of  a  skiagram.  With  this  help  the  diffi- 
culty vanishes,  for  a  myeloid  tumour  is  seen  clearly  as  a  well-defined  tumour  causing 
enlargement  of  the  bone  (compare  Figs,  284,  286,  287,  pp.  672,  678). 

Periosteal  sarcoma  causes  a  general  enlargement  of  the  whole  of  the  lower  end  of  the 
emur  or  upper  end  of  the  tibia  (Fig,  283,  p.  671),  not  swelling  in  the  popliteal  space  only, 
[t  is  mentioned  here  because  of  its  occasional  confusion  with  periostitis  and  popliteal 
lecrosis. 

Periostitis. — Popliteal  necrosis  with  abscess  formation  may  give  rise  to  a  big  swelling. 
The  signs  of  inflammation  will  usually  he  well  marked  and  accompanied  by  constitutional 
ymptoms  and  leucocytosis.  Chronic  periostitis,  or  chronic  abscess  of  the  bone,  or  central 
lecrosis,  may  be  extremely  difficult  to  distinguish  from  a  periosteal  sarcoma.  A  skiagram 
hould  be  taken,  and  if  necessary  an  incision  made  down  to  the  tumour  for  a  piece  to  l>e 
emoved  for  histological  examination.     (See  Swelling  on  a  Bone,  p.  667.) 

Separation  of  the  Epipliysis. — In  the  somewhat  rare  accident  of  separation  of  the 
)wer  epiphysis  of  the  femur,  the  lower  fragment  becomes  displaced  liackwards,  forms  a 
rominence  in  the  popliteal  space,  and  presses  on  the  vessels,  sometimes  to  a  dangerous 
Ktent.  George  R.  Gash. 

SWELLING,  PULSATILE.— When  a  tumour  can  be  felt  pulsating,  the  first  pomt 

>  decide,  if  possible,  is  whether  the  pulsation  is  expansile  or  whether  it  is  merely  trans- 

itted  by  a  non-expansile  tumour  which  is  in  direct  contact  with  large  pulsating  vessels. 

he  distinction  is  sometimes  obvious,  especially  when  the  tumour  has  developed  in  a  place 

here  there  are  no  particularly  large  blood-vessels  to  transmit  pulsation,  for  instance  in 

le  foot,  or  in  direct  connection  with  a  long  l)one  at  some  spot  not  immediately  adjacent 

the  main  artery  of  the  limb.     The  chief  difficulty  arises  when  the  mass  is  either  in  the 

ot  of  the  neck  or  in  the  abdomen  and,  to  a  less  extent,  when  it  is  in  the  axilla,  the  inner 

pect  of  the  upper  arm,  in  front  of  the  elbow,  in  the  groin,  or  in  the  popliteal  space. 

ireful  palpation  is  probably  the  best  means  of  determining  whether  there  is  actual  expan- 

e  pulsation  or  not ;    in  the  case  of  the  abdomen  it  is  important  to  examine  the  patient 

t  only  when  he  lies  on  his  back,  but  also  in  the  knee-elbow  posture,  for  sometimes  a 

mour  which  is  in  contact  with  the  aorta  in  the  former  portion  falls  away  from  it  and 

ises  to  transmit  pulsation  in  the  latter. 

If  it  can  be  decided  definitely  that  the  tumour  is  itself  pulsating,  most  probably  it 
either  an  aneurysm  of  an  artery  or  else  a  ver>'  vascular  gro^\ih,  especially  osteosarcoma. 
e  existence  of  egg-shell  crackling  w^ith  pulsation  in  a  tumour  would  be  highly  suggestive 
osteosarcoma,  though  it  is  conceivable  that  it  might  also  be  felt  over  an  aneurysm  that 
i  extensively  eroded  the  adjacent  bones.  Aneurysm  will  be  the  probable  diagnosis 
en  the  markedly  pulsatile  swelling  occurs  directly  along  the  course  of  a  known  artery, 
sence  of  pulsation  does  not,  however,  exclude  aneurysm,  for  the  latter  may  either  be 
lated  too  deeply  for  the  pulsation  to  be  felt,  or  else  the  sac  may  be  filled  partly  or  wholly 
organized  or  organizing  clot. 

Sometimes  there  may  be  doubt  as  to  whether  there  is  really  pulsation  or  not,  when 
ital  examination  alone  is  relied  upon  :  in  such  cases,  direct  application  of  the  ear  to 
part  in  such  a  way  that  the  pinna  is  in  uniform  contact  with  the  patient's  skin  will 
letimes  bring  pulsation  to  the  notice  very  clearly  when  its  amount,  appreciable  to. the 
iibrana  tympani,  is  too  slight  for  the  hand  to  detect  ;  this  applies  particularly  to  deep- 
ted  intrathoracic  aneurvsnis. 
It  nuist  be  remembered,  on  the  other  hand,  that  marked  pulsation  may  suggest 
iirysm  without  any  being  present,  particularly  at  the  root  of  the  neck  and  in  the 
omen  {Fig,  288)  ;   a  normal   subclavian  artery  may  sometimes  seem  to  be  abnormal. 
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rise  to  active  secretion  of  saliva.  As  the  result  of  long-standing  distention  and  chronic 
inflammation,  the  gland  may  become  permanently  swollen.  The  diagnosis  of  stone  may 
be  made  with  the  finger  in  the  mouth,  by  pricking  the  calculus  with  a  needle  through  the 
buccal  mucous  membrane,  by  passing  a  fine  probe  up  the  duct  and  feeling  the  grating  on 
the  stone,  and  by  the  use  of  the  a?-rays. 

Parotid  Tumours. — Both  innocent  and  malignant  tumours  arise  in  the  parotid  gland. 
The  innocent  tumours  (flbromyxoma,  endothelioma,  teratoma)  are  encapsuled,  grow 
ilowly,  press  aside  the  rest  of  the  parotid  gland,  shell  out  freely,  and  if  removed  do  not 
'ecur.  If  left  alone  they  may  attain  a  large  size  in  the  course  of  years.  The  malignant 
umours  (sarcoma  and  carcinoma)  grow  rapidly,  soon  affecting  the  whole  gland,  extending 
leeply  among  the  important  structures  behind  the  ramus  of  the  jaw  and  soon  involving 
he  facial  nerve,  causing  facial  palsy. 

The  diagnosis  has  to  be  made  from  simple  enlargements  of  the  gland  and  from  enlarge- 
nent  of  the  pre-auricular  lymphatic  glands  due  to  infection  with  pyogenic  organisms, 
ubercle,  or  syphilis. 

Tumours  in  the  Submaxillary  Salivary  Gland  are  similar  to  but  rarer  than  those 
fhich  occur  in  the  parotid  gland. 

Bilateral  Salivary  Swelling — Miculicz*s  Syndrome. — ^This  condition  is  characterized  by 
chronic  bilateral  swelling  of  the  parotid,  submaxillary,  and  sublingual  salivary,  together 
1  many  cases  with  simultaneous  swelling  of  the  lachrymal  glands  {Fig.  3,  p.  25),  and  it  is 
3metimes  associated  with  enlargement  of  the  spleen  and  lymphatic  glands,  and  with  changes 
1  the  blood.  The  general  appearances  of  the  face  are  those  of  peisistent  mumps,  so  to 
3eak.  The  syndrome  is  not  a  disease  in  itself,  but  results  most  often  from  lymphadenoma 
r  bprnphatic  leukcemia ;  less  often  from  some  infection,  including  tuberculosis  and 
?condary  syphilis.  A  few  cases  have  been  attributed  to  gout.  Each  case  should 
e  investigated  for  any  source  of  pyogenic  infection  from  the  mouth  or  gums,  for  syphilis 
y  the  Wassermann  test,  for  leukaemia  by  blood  examination  (p.  24),  and  for  any  evidence 
sewhere  of  tuberculosis.  George  E.  Gask. 

SWELLING,  SCROTAL. — It  is  flrst  essential  to  prove  that  the  swelling  is  really 
Tiited  to  the  scrotal  region,  and  this  is  best  done  by  grasping  the  root  of  the  scrotum 
itwecn  the  Angers  and  thumb,  and  thus  ascertaining  if  the  swelHng  does  or  does  not 
:tend  into  the  inguinal  region  along  the  cord.  Failure  to  take  this  obvious  precaution 
ks  led  to  the  tapping  of  a  hernia  with  disastrous  results.  True  scrotal  swellings  may 
ise  in  any  of  the  following  tissues  :  (1)  Skin  ;  (2)  The  various  connective-tissue  coverings 
the  testicle  ;  (3)  Tunica  vaginalis  ;  (4)  Testicle  ;  (5)  Epididymis  ;  (6)  The  lower  end 
the  spermatic  cord  ;  (7)  The  urethra  ;  (8)  The  bones  of  the  pubic  arch. 

1 .  The  nature  of  swellings  affecting  the  Sldn  is  usually  obvious.  The  only  common 
es  are  :  Boils,  soft  sores  and  chancre,  sebaceous  cysts,  warts,  and  epithelioma, 
le  latter  soon  ulcerates,  commonly  occurs  in  sweeps,  and  the  groin  glands  soon  become 
larged. 

2.  Swellings  of  the  various  Connective-tissue  Coverings  arc  very  rare,  but  occasion- 
y  a  fibrosarcoma  may  occur.  These  swellings  are  movable  upon  the  testicle.  The 
nnmetrical  enlargement  called  elephantiasis  scroti,  due  to  the  Filaria  sanguinis  hominis, 
limited  to  the  tropics. 

3.  The  Tunica  Vaginalis  may  become  distended  with  fluid,  thus  forming  the  ordinary 
final  hydrocele.  Except  in  late  cases  this  is  translucent,  and  is  thus  distinguished  from 
isematocele  of  the  same  cavity.  It  should  not  be  forgotten  that  a  hydrocele  with  thick 
Us  may  fail  to  give  translucency.  When  proved  to  be  translucent,  it  has  to  be  distin- 
ished  from  encysted  hydrocele  of  the  epididymis  and  encysted  hydrocele  of  the  cord, 
ginal  hydrocele  occupies  the  lower  jjart  of  the  scrotum  and  envelops  the  testicle,  which 
mot  be  felt  as  a  separate  object.  Encysted  hydrocele  of  the  epididymis  is  placed  behind 
i  above  the  testicle,  from  which  it  is  distinct,  although  attached  at  the  upper  and  posterior 
rt.  Moreover,  this  variety  of  hydrocele  never  attains  a  large  size,  rarely  getting  larger 
m  a  Tangerine  orange.  It  is  not  tightly  distended,  but  is  usually  flabby,  and  it  contains 
iharacteristic  milky  fluid  in  which  cholesterin  crystals  (Fig.  124,  p.  254)  are  present. 
cysted  hydrocele  of  the  cord  is  placed  above  the  testicle,  which  can  be  felt  as  a  separate 
iect.     It  rarely  attains  a  large  size,  and  is  often  elliptical  in  shape,  extending  upwards 
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lat  tissue  alone/'     It  may   spread  along  the  lymphatics  or  disseminate  through  the 
sins. 

5.  The  Epididymis  may  become  enlarged  as  the  result  of  (a)  Inflammation  ;  (6)  New 
■owth  ;   (c)  Cystic  degeneration. 

a.  Inflammatory  swellings  are  characterized  by  being  elongated  in  a  vertical  direc- 
>n  ;  by  their  relation  to  the  testicle,  which  they  overlap  at  its  posterior  border,  and  its 
)per  and  lower  poles  ;  and  lastly,  by  being  flattened  from  side  to  side,  so  that  the  antero- 
»sterior  diameter  is  greatly  increased.  Inflammatory  swellings  may  be  : — (i)  Conor- 
oeal  ;    (ii)  Septic,  secondary  to  some  other  form  of  urethritis  ;    (iii)  Tuberculous. 

i.  The  gonorrhceal  variety  is  distinguished  by  its  acuteness,  great  tenderness,  the 
rrounding  oedema,  and  the  bacteriological  examination  of  the  urethral  discharge.  Its 
set  is  usually  between  the  second  and  tenth  week.  Occasionally  a  subacute  form 
velops  later,  at  any  time  during  the  course  of  gleet.  This  is  very  difficult  to  distinguish 
>m  the  tuberculous  variety.  Most  cases  of  tuberculous  epididymitis  end  in  suppuration, 
t  the  gonorrhoeal  variety  very  rarely  breaks  down. 

ii.  The  inflammation  of  the  epididymis  following  other  varieties  of  urethritis  (such  as 
eration  near  a  stricture  or  due  to  impacted  calculus,  instrumentation,  or  prostatec- 
ny),  is  often  sufficiently  indicated  by  the  history  if  care  be  taken  to  go  into  this 
(roughly.  The  swelling  following  prostatectomy  is  apt  to  suppurate.  Some  of  these 
I  be  mistaken  very  easily  for  tuberculous  disease. 

iii.  TuberculotAS  epididymitis,  as  a  rule,  is  far  more  insidious  and  painless  in  its  onset 

n  other  forms  of  epididymitis  ;    but  it  should  not  be  forgotten  that  early  subacute  or 

n  acute  attacks  of  inflanunation  may  accompany  this  disease,  and  that  these  are  often 

means  of  drawing  the  patient's  attention  for  the  flrst  time  to  a  disease  which  has  been 

ig  on  insidiously  for  some  months.     It  has  frequently  been  said  that  tuberculous  nodules 

limited  to  the  globus  major,  and  that  those  left  after  gonorrhGeal  urethritis  are  confined 

he  globus  minor.     It  is  more  true  to  say  that  the  latter  are  limited  to  the  globus  minor, 

ireas   tuberculous   disease   may   attack   any   part  of  the   epididymis.     Wherever   the 

erculous  disease  starts,  the  inflammatory  products  soon  spread  through  the  thin  fibrous 

sule  of  the  epididymis,  and  then  gravitate  towards  the  postero-infero-lateral  corner 

he  scrotum,  where  adhesion  occurs,  followed  later  by  an  abscess  and  a  sinus.     In  the 

rnosis  of  tuberculous  from  other  forms  of  epididymitis,  the  general  state  of  health, 

especially  the  presence  or  absence  of  other  tuberculous  lesions,  are  of  great  importance. 

lular  thickening  of  the  vas  deferens  and  of  the  vesiculae  seminales  and  prostate  are  also 

table  signs  when  the  disease  is  well  advanced.     It  should  be  remembered  that  the 

ase  travels  upwards  along  the  vas,  so  that  in  its  early  and  hopeful  stages  the  upper 

of  the  vas  and  vesiculae  seminales  are  not  enlarged. 

h.  Primary  new  growth  of  the  epididymis  is  excessively  rare,  so  that  it  need  not  give 
to  much  concern  in  diagnosis  ;  it  will  generally  be  regarded  as  tubercle  until  after 
ation  and  microscopical  examination  of  part  of  the  tissue  excised, 
c.  Cystic  disease  of  the  epididymis  may  occur  in  the  form  of :  (i)  Solitary  cysts  {vide 
a)  ;  (ii)  Multiple  cysts.  The  latter  condition  rarely  occurs  except  in  men  past  middle 
and  is  analogous  to  cystic  degeneration  of  the  breast.  The  condition  is  almost  [)ainless 
harmless.     These  swellings  are  translucent. 

6.  Swellings  of  the  Lower  End  of  the  Cord. — The  most  important  swelling  of 
ower  part  of  the  spermatic  cord  is  varicocele.  It  is  apt  to  be  mistaken  for  omental 
a,  but  the  mistake  should  never  be  made,  because  of  the  characteristic  feel  of  the 
ocele,  and  the  reappearance  of  the  swelling  after  it  has  been  completely  reduced  and 
Inger  is  firmly  pressed  on  the  external  abdominal  ring. 

r.  Urethral  Conditions. — Occasionally  a  peri -urethral  abscess  may  form  a  swelling 
le  scrotum.  Tenderness,  crdema,  and  fluctuation,  together  with  the  histor\^  and 
nee  of  urethral  disease,  serve  to  make  the  diagnosis  clear.  Primary  epithelioma  of 
rethra  is  distinguished  by  the  great  pain  and  urethral  obstruction  that  it  engenders. 
L  Diseases  of  the  Pubic  Bones. — Inflammatory  products  may  travel  into  the 
im  from  disease  of  the  bones  of  the  pubic  arch,  especially  from  the  neighbourhood 
\  symphysis  pubis.  Acute  necrosis  of  these  bones  is  sufficiently  indicated  by  the  grave 
itutional  symptoms  which  always  accompany  it.  Caries  gives  rise  to  more  difficulty, 
writer  has  known  a  case  of  tuberculous  caries  of  the  lower  part  of  the  symphysis  pubis 
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An  angioma  of  the  tongue  is  rare  ;    sometimes,  however,  after  remaining  latent  for 

ars,  it  grows  with  rapidity  and  necessitates  an  operation.     The  diagnosis  may  be  sugges- 

1  by  the  colour  of  the  tumour,  but  histological  examination  subsequent  to  removal  may 

required  before  one  can  be  sure  whether  the  tumour  is  a  simple  angioma,  or  whether 

fias  taken  on  the  malignant  characters  of  an  angiosarcoma  or  is  a  pure  sarcoma. 

Hsemorrhage  in  the  substance  of  the  tongue,  with  consequent  great  swelling  of  the 

^n    and   inability   to  use   it    for   speaking  or   eating,  may   result   from  many  of  the 

ferent  blood  conditions  that  produce  purpura.      Only  in  very  exceptional  cases  would 

!h  spontaneous  bleeding  be  confined  to  the  tongue,  though  conceivably  this  might  be 

:  first  symptom  in  a  case  of  acute  lymphatic  leukaemia,  for  example,  or  of  purpura 

morrhagica.     Other  haemorrhages  would  follow,  however,  and  indicate  the  need  for 

od-counts  and  other  measures  that  are  discussed  under  the  heading  of  Purpura  (p.  552). 

Raynaud's  disease  (p.  256)  affects  the  fingers  and  toes  more  commonly  than  any  other 

ts  ;   it  may,  however,  involve  other  distal  tissues  in  a  similar  way,  including  the  penis, 

ears,  the  nose,  and  the  tongue.     In  the  latter  it  sometimes  produces  acute  attacks  of 

pie  or  almost  black  cyanosis,  followed  occasionally  by  local  necrosis  and  subsequent 

rring  ;   acute  swelling  of  the  tongue  may  ensue  when  the  paroxysm  of  vasoconstriction 

assing  off.     I  have  never  seen  a  case,  however,  in  which  the  tongue  alone  was  affected, 

when  the  fingers  and  toes  are  attacked  at  the  same  time  as  the  tongue  the  diagnosis 

isy. 

There  remain  for  discussion  acute  crdema  of  the  tongue  due  to  severe  stomatitis,  angio- 

"o/ic  oedema  of  the  tongue,  and  angina  Ludovici,     The  latter  is  an  acute,  virulent  and 

;rally  fatal  condition,  in  which  streptococci  or  other  organisms  attack  the  floor  of  the 

th  and  root  of  the  tongue  and  — without  producing  much  pus,  or  even  none  at  all  —  spread 

)st  like  wild-fire  through  the  deeper  structures  of  the  mouth,  throat,  and  neck,  and  cause 

eme  swelling  of  all  the  tissues  in  the  neighbourhood  :   there  is  high  fever,  often  a  severe 

%  the  patient  is  soon  in  a  state  of  being  hardly  able  to  breathe,  and  extreme  oedema 

le  glottis  is  apt  to  cause  death  from  asphyxiation  even  when  multiple  incisions  have 

made  into  the  brawny  swollen  parts.     The  condition  is  almost  unmistakable  ;   fortu- 

ly  it  is  rare.     It  may  be  simulated  by  similar  widespread  oedema  that  results  from 

tion  of  the  deeper  parts  secondarily  to  one  or  other  of  the  types  of  stomatitis  discussed 

.  542  ;    indeed,  such  stomatitis,  when  it  has  spread  to  the  deeper  tissues  in  this  way. 

virtually  led  to  a  secondary  angina  Ludovici  ;    the  latter  name,  however,  is  applied 

rule  only  to  cases  in  which  the  acute  overwhelming  infection  described  above  arises 

)ut  any  obvious  preceding  inflammation  of  the  tongue  or  mouth. 

\ngioneurotic  cedema  of  the  tongue  is  rare,  but  it  is  of  great  importance  because  it  is 
)f  the  purely  functional  conditions  which  may  kill  the  patient.  As  a  rule  there  is  a 
ry  of  similar  attacks  in  other  parts  of  the  body  previously  (Fig,  178,  p.  412),  and  other 
i>ers  of  the  family  will  be  familiar  with  acute  causeless  swellings  from  personal  experi- 
for  it  is  a  familial  affection.  Should  it  involve  the  tongue  during  a  first  attack, 
ver,  it  would  be  mistaken  for  angina  Ludovici  very  easily,  especially  as  the  patient 
lave  pyrexia  or  a  rigor  notwithstanding  the  functional  nature  of  the  malady.  Trache- 
/  has  been  resorted  to  as  the  only  means  of  saving  the  patient's  life,  and  the  diajjnosis 
nly  become  clear  when  the  cedema  of  the  tongue  and  adjacent  parts  has  subsided 
t  as  rapidly  as  it  came  on,  and  the  patient  has  had  similar  neurotic  cedema,  probably 
er  parts,  on  subsequent  occasions.  Herbert  French, 

WEXiUNG,  VULVAL. — ^The  differential  diagnosis  of  vulval  tumours  must  necessarily 
e  not  only  true  swellings  of  the  vulva,  but  also  swellings  which  appear  at  the  vulva 
;sult  of  the  displacement  of  other  structures,  such  as  occur  in  prolapse  and  eystocele, 
I  addition  lesions  like  kraurosis  vulvae,  which  are  not  strictly  swellings  at  all.  The 
of  the  vulva  may  be  tabulated  imder  various  headings,  as  set  forth  in  the  following 

a   • 

flammatory   Lesions. — 

Simple  vulvitis  ■    Syphilis  :  Furunculosis 

Gonorrhoeal  vulvitis    i  Huiiterian  chancre  Leukoplakic   vulvitis 

Soft  chancre  Condvloma  Kraurosis   vulvae 

Papillomata  Tertiary  lesions  Pseudo-elephantiasis 

Tuberculosis  Esthiom^ne. 
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chancre  will  be  followed  in  due  course  by  secondary  lesions,  but  it  is  not  safe  to  wait 
these  to  appear  in  a  doubtful  case.  The  only  reasonable  way  to  deal  with  such  a  case 
>  excise  the  doubtful  swelling  at  once  and  submit  it  to  microscope  examination  by  an 
;rt.  A  squamous  epithelioma  is  easily  detected  in  this  manner  in  quite  early  stages, 
does  not  in  the  least  resemble  a  syphilitic  lesion  microscopically.  The  Spirochceta 
ida  may  be  recognized  in  scrapings  of  a  hard  chancre  by  the  Indian  ink  method,  or 
n  fixed  and  stained  by  Giemsa's  or  Levaditi's  methods  (Plate  XXV I II ^  Fig,  J,  p.  61  4). 
ections,  too,  the  spirochaete  may  be  demonstrated,  but  it  must  be  remembered  that  for 
purpose  the  excised  growth  must  be  fixed  in  5  per  cent  formalin  solution.  Wasser- 
m's  serum  test  may  assist  the  diagnosis. 

Tertiary  syphilitic  lesions  are  by  no  means  common  on  the  vulva.  When  they  do 
ir  they  give  rise  to  spreading  ulceration  with  great  destruction  of  tissue,  and  scarring 
he  older  healed  portions.  Here,  the  only  likely  lesions  to  be  mistaken  are  some  forms 
'pithelioma,  and  tubercle.  Obviously,  in  such  conditions  the  only  reliable  method  of 
Hfiosis  is  to  be  found  in  excision  of  parts  of  the  lesion  and  microscopic  examination  of 
ions  made  from  them.  The  disease  known  as  esthiom^ne  is  probably  a  tertiary 
bilitic  affection. 

Pseudo-elephantiasis  of  the  vulva  is  usually  a  syphilitic  affection  of  the  labia  minora, 
ig  rise  to  great  enlargement,  with  a  rough  and  thickened  appearance  of  the  skin.  It 
d  only  be  mistaken  for  real  elephantiasis  due  to  lymphatic  obstruction  by  the  Filaria 
"uinis  hominis  (Plate  XXVIII,  Fig,  F,  p.  614),  a  disease  which  is  practically  never 
in  this  country. 

Unilateral  asdema  of  a  labium  minus  is  a  fairly  common  condition,  and  is  usually 

ciated  with  an  infected  wound  or  with  a  primary  syphilitic  chancre.     Bilateral  oedema 

Imost  always  associated  with  general  anasarca,  the  result  of  renal  disease,  cardiac 

ise,  or  pressure  upon  pelvic  veins.     It  is  not  likely  to  be  mistaken  for  any  other  disease. 

Leukoplakia  vulvitis  and  kraurosis  vulvas  have  certainly  been  confounded  with  one 

her  clinically,  and  also  in  the  published  descriptions  of  the  lesions.      In  the  former 

labia  majora  and  minora  and  the  prepuce  of  the  clitoris  are  affected,  whilst  the 

bule  always  escapes.      In  the  latter  the  lesion  affects  the  vestibule,  the  orifice  of  the 

la,  and  the  labia  minora.     There  is  much  greater  contraction  of  the  vaginal  orifice 

raurosis.     Leukoplakia  often  precedes  a  squamous  epithelioma  ;    kraurosis   is   said 

o  do  so.     Leukoplakia  occurs  at  all  ages,  whilst  kraurosis  is  a  disease  of  post- menstrual 

Leukoplakic  vulvitis  appears  as  a  white  sodden  hardening  of  the  skin,  with  flattening 

shrinkage  of  the  labia.     Kraurosis  at  first  looks  red  and  swollen,  but  later  takes  a 

w'lsYi  tinge.     Leukoplakia  causes  intense  itching  ;    kraurosis  gives  rise  to  great  pain 

tenderness,  with  a  very  severe  form  of  dyspareunia. 

\part  from  a  cyst  developing  in  Bartholin's  gland  or  duct,  cystic  swellings  of  the 
t  are  not  common.  A  Bartholinian  cyst  is  recognized  by  its  position  on  one  side  of 
aginal  entrance,  distending  the  posterior  part  of  the  conjoined  labia,  and  also  within 
ymeneal  ring.  As  a  rule  the  orifice  of  the  gland  can  be  seen  on  the  inner  side  of  the 
The  contents  of  this  form  of  cyst  may  be  glairy  mucoid  fluid,  or  pus.  In  practice, 
tholin  cyst  is  not  likely  to  be  mistaken  for  anything  else  ;  but  it  is  wise  to  remember 
the  posterior  labial  hernia  occurs  in  the  same  situation,  and  that  new  growths  of  the 
may  occur  there  as  elsewhere.  Bartholin  cysts  are  always  the  result  of  infection, 
.s  a  rule  a  history  of  vulval  inflammation  can  be  obtained. 

Varicocele  of  the  vulva  occurs  practically  only  in  connection  with  pregnancy,  and  is 
itakable.  It  has  the  same  '  bag  of  worms  '  feel  as  a  varicocele  in  a  man,  and  as 
Bins  are  close  to  the  skin  a  bluish  colour  is  always  to  be  noted.  It  is  attended  by 
aching  pain,  especially  on  standing.  The  veins  are  degenerate,  and  liable  to  rupture 
esult  of  labour  or  traumatism. 

fctmatoma  of  the  vulva  is  recognized  as  a  blue  or  violet-coloured  swelling  covered 
ise  shiny  skin,  and  often  spreading  up  into  the  pelvis  by  the  side  of  the  vagina.  The 
Y  alone  will  often  decide  the  nature  of  the  swelling,  but  the  appearance  is  quite 
1  as  a  rule.  Hsematoma  of  the  vulva  may  occur  apart  from  pregnancy,  and  then  is 
9  traumatic. 

rethral  caruncle  and  prolapse  of  the  urethral  mucous  membrane  may  be  mistaken  for 
lother.     The  former,  however,  is  always  a  pedunculated  or  sessile  new  formation, 
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Bxertion,  especially  when  the  patient  is  out  of  training  or  ansemic 

Tobacco  heart 

Mitral  stenosis 

Pneumogastric  irritation  by  : — 

Caseous  glands  |  Mediastinal  fibrosis  |  Thoracic  aneurysm  |  Thoracic  new  growth. 

Pneumogastric  '  neuritis  '  after  : — 

Diphtheria,  influenza,  and  other  microbial  affections. 


Drugs : 
Digitalis 


Alcohol 


Belladonna 


Thvroid  extract. 


The  four  classical  symptoms  of  Graves^s  disease  are  :  A  staring  appearance  of  the  eyes. 
orally  spoken  of  as  exophthalmos,  though  there  need  be  no  actual  protrusion  of  the 
balls  {Fig.  222.  p.  527)  ;  moderate  and  almost  symmetrical  enlargement  of  the  thyroid 
id ;  a  pulse-rate  between  120  and  180  per  minute — usually  about  140  when  the  attack 
ooderately  severe  ;  and  extreme  nervousness,  with  fine  tremor  of  the  outstretched 
ns.  When  all  these  symptoms  arc  present  at  the  same  time,  there  can  be  no  doubt 
JO  the  diagnosis,  but  very  often  some  of  them  are  absent,  and  it  is  possible  for 
lycardia  to  be  the  only  symptom  of  the  disease  ;  indeed,  in  a  patient,  particularly  a 
lan  between  twenty  and  forty  years  of  age,  a  persistent  pulse-rate  of  over  120  would 
ise  serious  suspicion  that  the  case  was  really  one  of  Graves's  disease,  even  if  the  other 
e  classical  signs  were  absent. 

Paroxysmal  tachycardia  should  be  distinguished  at  once  from  Graves's  disease  in  which 
lycardia  alone  has  developed,  by  the  fact  that  the  tachycardia  is  not  persistent,  but 
irs  periodically  with  inter\'als  of  normal  pulse-rate  ;  the  j^atient  is  more  often  a  woman 
I  a  man,  and  may  have  long  periods  of  perfect  health  ;    almost  suddenly,  the  result 
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Fif,  289. — Eleetrocordiofn^m  in  a  ca«o  of  jiuroxysmiil  tachycardia  in  a  niun.  lieuil  1  is  from  right  arm  to  h-fi 
arm  :  Lead  2  from  rii^ht  arm  to  left  leg  :  I^ul  3  from  left  arm  to  left  leg.  P  ^  Auricle  wave  :  R .  T  =  Vetitriculur 
iraye.  Time  marking  iu  i  seconds.  At  lirst  sight  the  tracing  looks  normal,  Imt  when  time  relationtUiips  an- 
ooosidered,  it  ^illbe  tieen  that  there  are  IG  heart-beats  in  each  23  one-lift hs  of  a  second,  so  that  the  heart  i^ 
making  :K)8  beats  per  minute.  The  tracing  is  from  a  young  man  seemingly  in  i>crfect  healtli,  who  had  pr(^»onr^<l 
himadf  for  examination  as  a  recruit.  It  was  found  that  when  he  had  been'  lying  perfectly  still  for  a  little  time  his 
palae-rate  was  72  per  minute,  but  upon  any  exertion,  such  as  holding  Ids  breatli  as  long  :is  he  could,  stooping  to  touch 
his  toes,  or  on  walking  about,  he  felt  a  curious  sensation  in  Ids  chest  lasting  for  a  few  minutes,  and  simultaneously 
the  pulse-rate  rose  to  over  200  per  minute,  auricles  and  ventricles  both  contracting  at  this  rate.  In  spit«  of  thi- 
he  was  able  to  do  ordinary  work ;  there  was  little  breattdcssness :  and^there^was  no  tnu'e  of  any  CJraves's  disoastr. 
The  condition  i^>peared  to  be  one  of  simple  paroxysmal  tachycardia.  ' 


letimes  of  a  fright  or  shock,  sometimes  without  apparent  cause,  there  is  a  sense  of  soine- 
ig  being  the  matter  in  the  precordial  region,  amounting  as  a  rule  to  little  more  than  a 
tering  or  palpitation,  together  with  a  feeling  of  faintness  and  lack  of  strength,  and 
laps  of  numbness  or  of  pins-and-needles  in  the  extremities  ;  when  examined  the  patient 
r  present  no  other  abnormality  than  a  pulse-rate  of  perhaps  160  or  even  200  to  the 
ute  (Fig,  289).     The  attack  may  last  a  few  minutes,  or  an  hour  or  two,  or  for  days,  or 
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ton^e  will  help  to  point  to  the  diagnosis  in  eases  in  which  the  belladonna  is  taken 
irise  than  medicinally.  Tachycardia  is  the  chief  symptom  by  which  one  recognizes 
I  patient  for  whom  thyroid  extract  has  been  prescribed  is  receiving  too  large  a  dose. 

Herbert  French, 

'AUPES.— (See  Club-Foot,  p.  111.) 

'ASTE,  ABNORMALITIES  OF.— Abnormalities  of  taste    may   be  grouped   under 
main    headings,    namely :    (1)    Impairment   or    loss   of  ordinarif    taste    setisations ; 
^retried  taste  sensations  ;    (8)  Sensations  of  a  foul  taste  in  Jhe  mouth.     The  following 
tions  may  produce  these  : — 

.  Impairment  or  Loss  off  Taste  (Ageustia) : 
(a).  Due  to  nerve  lesions : 

Paresis    or    paralysis    of    the    lingiial  GIosso-phar>'ngcaI  nerve  paralysis 

branch  of  the  fifth  nerve  Bulliar  paralysis 

Paralysis  of  the  facial  nerve,  including  ,  Cerebral  tumour,  especially  of  the  uncinate  gyrus 

the  chorda  tympani  Hysteria. 

(6).  Due  to  affections  either  of  the  mouth  or  nose  : 

A  common  cold  '  Adenoids 

Hay  fever  (corj'za  e  feno)  \  Other  varieties  of  nasal  obstruction 

Atrophic  rhinitis  I  Bromism 

Hypertrophic  rhinitis  I  lodism  [(p.  542). 

Nasal  polypus  >  Mercurial  and   other  varieties    of  stomatitis 

(c).  Febrile  conditions,  especially  when  associated  with  coating  of  the  tongue. 

-  (d).  After  destruction  of  the  nerve  endings  in  the  tongue  by  corrosives  taken  acci- 
dentally or  with  suicidal  intent. 

.  Perverted  Taste  Sensations  (Parageustia) : 

Pregnancy  |         Hysteria  |      Epileptic  aura  |  Insanity. 

.  Fool  Taste  in  the  Mouth  (Cacogetistia) : 

(a).  Local  conditions  of  the  mouth  or  nose  : 

Caries  of  the  teeth  I  Septic  stumps  under  tooth-plate 

Retention    of  food    particles    between  ,  Gumma  of  the  tongue  or  palate 

healthy  teeth  ,  Epithelioma  of  the  tongue  or  mouth 

Furred  tongue  from  any  cause  >  Stomatitis  from  any  cause  (p.  542) 

Excessive  smoking        *  i  Septic  infection  of  the  antrum  of  Highmore,  or 
Mouth  breathing  at  night  an  ethmoid,  sphenoid,  or  frontal  sinus. 

Gumboil  ' 

(6).  Severe  fevers  associated  with  dr^'ness  of  the  mouth  and  coating  of  the  tongue, 
especially  in : — 

Pneumonia  |      Typhoid  fever  |      Peritonitis         |      Septicaemia,  etc. 

(c).  Septic  lung  conditions,  especially — ■ 

I^hthisis,  with  secondarj'  infection  of  ^  Gangrene  of  the  lung 

cavities  i  Empyema  ruptured  into  the  lung 

Bronchiectasis  i  Liver  abscess  ruptured  into  the  lung 

Bronehiolectasis  !  Subdiuphragniatlc   abscess  ruptured  into 

Fcetid  bronchitis  I           the  lung. 


(d).  Certain  drugs  or  poisons,  especially — 


Mercury 

Bromides 

Copper 

Sulphides 

Arsenic 

Paraldehyde 

Lead 

Asafcetida 

Iodides 

Creosote 

Guaiacol 
Valerian 
Cod-liver   oil 
Castor   oil. 


(e).  Certain  foods,  such  as  : — 

Garlic  Leeks  Shallots. 

Onions  ' 

(/).  Hysteria  and  functional  conditions. 
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riMi  ta.^tr.   Aa\oR>fALrrrEi*  of 

n  -j<n»  ^;»«*^*  Wh^n  ^he  nioAimifnr  s  inilnreni  r  >  iinii)<«t  •■eiUiiniv  tiie  01  ^  te^aiMi 
n^-o*'-  ng  Mth^^r  -vim^  p*>r».#^n  »t'  -np  "hirri  irini»n  ^i'  -tie  riffh  ftrrre.  tiif  'rHtrrin  nftmpftm. 
'^^  *h#»  llnvm^phnr^ftt^ni  nt^r^^  fr  ».  .ii>r  >iTt*n  tilfu'Tilf  -ii  tiMiiunu^  bmr^'f^n  '"hese  thppt*. 
ft*  *h*»  -»hoM«  ^  *mp*Mii  .«*  ri'  -.tv-rt  r  >  unnv^r  'fr-.uii  -nar  -he  :brial  nerv^?  will  ;iiM>  fer 
.**T«»/**»»rl  iix»n  rh#»  -tsun^  'i«te  iml  ':im  rrll  V  ■'viieni'^i  iv  parrsis  -ir  pairaivsis  ■>f  the  fticr 
•■vf  'h^  .nfrj*nii#»t#^r  -vpi^  ;j  UKI  .  *herp  nmv  -i**  ^■'^•'•ssi.ive  -smrerv  '•eppeaofi  nDtn  the  «ib- 
niJi'-'illftr-,-  ilAn'l  ip'vn  "h*^  -uinie  -iidp  -up  >nninnine^r  *nnfiini}n  ri»  «?aiLs4^  riiese  'i'yTnpttifn> 
jci  ^'\u^^He  -»f  fJv»  mirtrtip  -•ar  ■»vrt»ni":inir  '•■!  "He  Fuli/Ctsin  *aniU.  If  ir  Lsfuinii  rm&t  Curate  is 
impA»T**'1  ■■•nlv  .r\  The  p#v^t*r-r.r  -iiir-*  Y  -ne  -  ifunie  ii>i:n  -ne  'Hfie.  rhe  le?«ii>ii  on/httfaiy  ASeds 
'he  2lf-i«*»r,-:>har-nffe5>l  ner'»  tnii  r  ■,  .  •»!".-  D#iNsih(i*  Mur  -hervf  nuiv  be  Dur»^L>  '>f  the  -ante 
"iirle  ',f  rhe  pAlate  r,r  pAi^iai  .vimr  -tts  jt*  rhe  piuir  nx  ir  -he  ^me  ^ime.  %Vhen  the  luunal 
fvr;inrh  of  ''he  ftfTh  JM  mv'.«'-'»rt.  rne  impAirmenr  Y  -ien-siiriiifi  ls  in  the  dnti:*ni»r  twt>-thirds 
c,f  ^ir^p  t<-.n«rie  «-,«  fhe  <Mnie  ^hV.  The  [eNitin  m;r.  -/e  i  •ninunir  ir  an  iniiir>-  JkSeastvasi  the 
im'/sij*!  r%er-<»  m  fhe  nv»iirh  .r  it  mav  hje  parr  it  i  ?.ii  r»  leneral  aA*i:tii)n  of  the  tifth  iier\-e 
/-►f  fnat  j|iip.  with  '*r,rr^i>',ni1;ntf  .nterfrr^nee  'K\Tr\.  •^•inuieDiiH  senMbility  .)f  mi>ce  i>r  less 
of  ^h*»  ^kin  ^»f  fhe  fi»ee,  aerr,rijri«r  f«"»  fhe  ••'Ktenr  r.:  -arh irsi  rhe  <iifltp?nt  branches  of  the  fifth 
ner-**  Af^  inv<'>4vM  :  if  fhe  r\\c,ti;r  r-irtt.  is  jifffr-tM.  "he  iii*x  «!an  be  jsrertainetl  by  feetins 
fhe  rr.s»*<«eteT  sMid  fempr.rai  rr.ii'^les.  whieh,  when  'he  ptitient  denches  his  teeth-  do  not 
h«Mer»  v*  miieh  /"in  fhe  affert^  a^  r>n  the  <4rj«inii  "Hie. 

Wf,eri  ^enMafK^n  ''hti  fjr,th  ^i«ie^  of  fhe  fr-in«rie  >  iffet'teii.  it  Is  pt>*fiiW»*  that  the  lesions 
^-vrtYi^^  A^iT^ve  may  ^*e  bt lateral  :  b«it  it  is  mm^n  nn»re  likeiy  that  the  defect  is  then  not 
prirriartly  rierv/'»»w.  >inle<«s  it  m  diie  f,-,  h^ilhar  p^irnitfn.^.  fhe  pfotfresnive  labi»>-irf»j''iSi>-pharyngo- 
\s%r\-u^t-A\  '«^akne««  *"*/  whwh  is  pafhfri$rnr>mr>nic. 

When  tfrpe  /^iHe  of  xTfi^ig^iTffi  ^nsat irm  is  in  fi>^  ntise.  as  in  the  cane  of  cnfyza^  rhimiiis, 
/Wy/r)'.  OT  ///Anwyj/fe,  if  wiil  fie  foijnri  that  vjfne  siibiN»tanees  can  be  taste«i  easily  and  others 
rxrf  Af  a\\  \  fhr*  rlepend^  iifir^n  fhe  fart  that  taste  rr-m^ists  of  two  parts,  flaN-^iur  and  sm\'our : 
^s*'/ff^tf  fU-^^neU  u%jfrm  v-niafi^jn  transmitted  by  the  olfactor>-  ner>-es — the  st>-ca]]ed  taste 
*if  ffrt%<^  \ftpi  tor  in^fanee  :  Havoiir<«  will  be  defective  when  the  wMe  is  the  cause  of  abnonnal 
f;mf/--^ri^ff/iTi4  :  while  ffavofirn  sijeh  as  the  taste  of  sujsar.  gentian,  or  salt,  whk^  aie 
ffAu<ffttffff\  \fy  the  ;fiistat//r\'  ner\es  of  the  tonifiie.  will  still  be  fiiDy  pfeser\-ed. 

I)**-  'liff'-rf-nfial  r|iai(rK^is  *tt  tlie  f^ftfrr  crmHition:^  enumerated  in  the  above  list  need 
rK/f  ft*'  'k failed,  ffft  f lie  fonrhision  fir*me  to  will  dejiend  upon  the  result  of  careful  inquiry 
ttifo  fhe  hi4f/»ry.  investififati/^n  of  the  alHK>rmal  ph\>icral  signs,  and  the  other  symptoms 
in  th^-  ''Hse.  f>ne  wofiM  only  emphasize  the  fi^ivtibility  of  caries,  or  decomposing  food 
}0*fwff  ft  f/#fh  that  siJii^Tfieially  Kiok  v^und.  or  septic  infection  of  the  accessory-  sinuses  of 
fh'  rio</-  U-iriK  kin^  ovfrtfKiked.  tlK^u^fh  in  each  case  abnormal  taste  sensations  may  be 
proff.inrnf .  lirrbert  French. 

TI':F;rH,   ORMDING   of.     (S*e  GRisniNf;  OF  TiiK  Tkctii,  p.  265.) 

TKNDERNESS  IN  THE  CHEST  implies  that  |iain  is  felt  when  some  part  of  the 
#  h'  <f  wall  is  touched  or  pressed  :  it  is  a  common  symptom  ;  in  some  instances  the  pain 
f#-lt  IK  a  direct  pain,  due  to  stimulation  of  s<*nsf»r>'  ncr>'es  actually  in  the  diseased  area; 
in  others  iH'rUii\tH  the  majority  the  jmin  is  a  n-fcrred  pain  ('somatic  pain"),  felt  in 
lUf  skin  artd  sulKMitaneous  tissues  that  arv  tender,  but  flue  to  a  visceral  lesion  remote  from 
thi-  f*rid<'r  area, 

(ai  hks    of    T|';ndkrnf:ss    in    tiik    Chest. 
*rh<'S4'  may  Im*  cluHsified  accordini^  tr>  the  situation  of  the  lesion  to  which  it  is  due. 

I.  l.«filonfi  of  the  Che«t-Wall:   the  pain  is  for  the  most  part  direct : — 

InflftninuitioMH      ot  AfTcctions    of   the    ribs    and  Intercostal  neuralgia 

thr  Hkin  an<l  nn-  Htcrnum  Hysteria 

drrlylntf  tinfiur  Hlood  diseascH  Herpes  zoster 

liitrn'(»Ntal  myositiN  |     Intercostal  neuritis  Pleurisy 

MyiilKifi           *  Injury     of     the    intercostal  Mediastinal  disease 

PlrurfHlyiiia  nerves  Pericarditis. 
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2.  Lesions  of  Thoracic  and    Abdominal    Viscera :    the  pain  is  usually  a   referred 
lin  ;   felt  in  lesions  of  the — 

Lungs  Diaphragm  I      Liver. 


Heart  and  aorta 


Stomach  and  oesophagus 


Lesions  of  the  Ctaest-Wali. — Tenderness  in  the  chest  is  probably  the  chief  complaint 
superficial  inflammatory  lesions  of  the  chest  wall,  such  as  bruises,  bums,  cuts,  mastitis, 
id  superficial  infections  of  all  sorts,  the  diagnosis  of  which  will  probably  leap  to  the  eye, 
id  need  not  be  discussed  further. 

Pain  will  be  the  chief  complaint  in  intercostal  myositis,  often  vaguely  called  rheumatic, 

at  occurs  after  chill  or  strain  of  the  intercostal  muscles  ;    but  the  alfected  muscles  will 

$o  be  tender  on  pressure,  the  tenderness  being  in  the  deeper  structures,  not  in  the  super- 

ial  tissues.     The  condition  is  also  known  as  intercostal  myalgia  or  pleurodynia  ;    it  has 

be  distinguished  from  pleurisy  by  the  absence  of  friction-sounds  on  auscultation  ;    and 

)m  disease  of,  or  pressure  on,  the  intercostal  nerves.     No  doubt  the  tenderness  is  due 

irritation  of  the  sensory  fibres  in  the  intercostal  muscles.     Similar,  but  more  transient, 

in  and  tenderness  may  be  met  with  in  the  stitch  to  which  the  untrained  athlete  is  prone. 

Tenderness  in  the  chest  may  result  from  disease  or  injury  of  the  ribs  or  stern  urn,  when 

will  be  localized  to  the  injured  spot ;    fracture,  inflammation,  or  new  growth  may  be 

3  immediate  cause.     If  fracture  is  present,  a  history  of  injury  should  be  obtainable  ; 

;  ar-rays  may  show  the  fracture ;   or  crepitus  between  the  fragments  on  movement,  or 

formity  may  be  made  out.     Sternal  or  costal  ostitis,  or  periostitis,  may  follow  injury  ;  or 

;ur  in  the  course  of  such  diseases  as  enteric  fever,  tuberculosis,  pyaemia  or  septico- 

semia  ;    the  local  signs  of  inflammation  (pain,  redness,  heat,  swelling)  and  the  general 

idition  of  the  patient  should  make  the  diagnosis  fairly  simple.      Tenderness  in  the 

ist  due  to  new  growth  in  the  ribs  or  sternum — such  as  hydatid,  sarcoma,  secondary 

)osits  from  carcinoma — is  a  rarity  that  need  only  be  mentioned.     Tenderness  of  the 

s  and  sternum,  as  well  as  of  the  long  bones  of  the  limbs,  is  not  uncommon  in  certain  blood 

eases,  in  which  hyperplasia  of  the  red  marrow,  or  excessive  accumulation  of  white  cells 

it,  may  occur  :    such  as  pernicious  ansemia  or  leukaemia.     The  diagnosis  here  must  be 

de  on  the  results  of  examination  of  the  blood  (p.  24).     In  all  these  instances  the  tender- 

s  is  deep,  and  due  to  irritation  of  the  sensory  nerves  of  the  periosteum  or  bone  ;    the 

a  felt  on  pressure  is  a  direct  pain. 

Tenderness  at  certain  points  of,  or  all  along,  the  course  of  an  intercostal  nerve  is 

imon  in  various  affections  of  these  structures.     The  particularly  tender  spots  are  three 

number,  and  correspond  to  the  points  at  which  the  posterior  primary,  the  lateral 

ineous,  and  the  anterior  cutaneous  branches  are  given  off,  near  the  spinal  column,  the 

-axillary  line,  and  the  sternal  margin,  respectively.     Such  tenderness  may  be  marked 

ntercostal  neuritis,  which  is  rare  ;   in  intercostal  neuralgia,  which  is  often  diagnosed  when 

e  more  serious  intrathoracic  disorder  is  really  present,  such  as  pneumonia  or  pleurisy  ; 

in  cases  of  pressure  on  an  intercostal  nerve,  such  as  may  be  set  up  by  abscess  about  the 

al  column,  aneurysm  of  the  descending  aorta,  or  new  growth  invading  the  spinal  canal. 

^never  a  patient  complains  of  severe  or  obstinate  pain  and  tenderness  in  the  side, 

ful  and  repeated  physical  and  a:-ray  examinations  should  be  made,  the  possibility 

some  such  deep-seated  disease  may  be  present  being  kept  in  view  before  the  diagnosis 

ntercostal  neuralgia,  or  of  .functional  nervous  disease  (hysteria),  is  made.     In  excep- 

al  cases  of  hysteria,  zones  of  tenderness  in  the  chest,  possibly,  too,  Charcot's  spasmo- 

c  zones,  may  be  found. 

Pain  and  tenderness  along  an  intercostal  nerve  are  common  in  herpes  zoster,  and  may 
resent  before,  during,  and  after  the  appearance  of  the  characteristic  rash.  The  tender- 
often  has  the  three  spots  of  maximum  development  mentioned  above  ;  it  is  particu- 
when  it  occurs  in  the  second  half  of  life  that  herpes  may  be  followed  by  a  long  period 
lin  and  tenderness  along  the  course  of  the  affected  nerve.  Until  the  rash  has  appeared, 
I  the  comparatively  infrequent  cases  when  the  rash  leaves  no  scarring  behind  it,  the 
losis  of  herpes  may  be  difficult  ;  the  rash,  once  seen,  can  hardly  be  mistaken. 
Lesions  of  the  Underiying  Viscera. — Tenderness  in  the  chest  is  very  frequently 
uptom  of  disease  in  the  underlying  viscera,  thoracic  or  abdominal,  when  the  pains 
hich  it  gives  rise  are  in  most  cases  referred  pains.      The  tenderness  is  therefore  as  a 
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scultation  may  suflice — ^which  is  a  strong  argument  for  regarding  the  tenderness  as  a 
icero-sensory  reflex  or  a  referred  tenderness.     Such  anginal  attacks  and  tenderness  are 
mmonest  in  coronary  sclerosis,  aortic  aneurysm,  aortic  reflux,  and  acute  aortitis  ;   they 
ly  also  be  seen  in  any  form  of  heart-disease  in  which  hypertrophy  and  dilatation  have 
<en  place,  and  the  heart  has  to  do  more  work  than  it  can  manage,  for  example  with 
ised  blood-pressure  and  arteriosclerosis,  or  with  adherent  pericardium.     In  well-marked 
ses,  the  cardiac  origin  of  areas  of  tenderness  in  the  chest  should  not  be  difficult  to 
ignose,  owing  to  their  association  with  severe  anginal  pains  on  the  one  hand,  and  with 
;  fact  that  the  pain  is  brought  on  by  exertions  or  emotions  that  increase  the  work  of 
5  heart.     Identical  areas  of  tenderness  may  be  found  in  pleurisy  or  chronic  pulmonary 
)erculosis  ;    but  here  the  pain  will  be  connected  with  respiration  or  coughing  in  an 
mistakable  manner,  and  there  will  be  the  history  and  signs  of  pulmonary  rather  than 
cardiac  disease.     Identical  areas  of  chest  tenderness  may  be  found  in  diseases  of  the 
mach,  in  the  areas  of  distribution  of  at  any  rate  the  fourth  and  fifth  dorsal  nerves  ; 
;  diagnosis  here  will  turn  on  the  history  of  gastro-intestinal  disorder,  and  on  the  radiation 
the  pain  and  the  discovery  of  tenderness  in  the  epigastrium. 
Tenderness  in  the  chest  may  result  from  injuries  or  inflammations  of  tlie  diaphragm, 
lower  costo-chondral  margin  being  affected.     The  diaphragm  is  innervated  by  the 
•enic  nerves  mainly,  and  so  is  connected  with  the  third,  fourth,  and  fifth  cervical  ner ve- 
ts ;    accordingly,  referred  diaphragmatic  pain  and  tenderness  may  also  be  felt  in  the 
of  the  shoulder,  an  area  innervated  by  the  fourth  cervical  nerve.     In  most  cases,  the 
demess  of  these  areas  will  be  due  to  diaphragmatic  pleurisy. 
Diseases  of  the  stomach,  particularly  gastric  ulcer  and  flatulent  dyspepsia,  may  give 
to  pain  and  tenderness  in  the  chest  that  may  be  very  hard  to  distinguish  from  tliose 
to  cardiac  disease.     As  a  rule,  the  history  of  gastric  disturbances  should  be  of  great 
stance   in   coming   to  a  correct   diagnosis  ;    although   it  must  be   remembered   that 
ulence  and  temporary  gastric  upsets  are  seen  not  infrequently  in  true  angina  pectoris, 
ther,  the  pain  and  tenderness  due  to  diseases  of  the  stomach  are  mainly  abdominal, 
in  the  epigastric  and  left  hypochondriac  regions,  and  in  the  lower  half  of  the  back  of 
chest ;    whereas  in  cardiac  disorders  they  are  characteristically  situated  higher  up  in 
chest  and  back.     Electrocardiograms  may  be  required  to  show  whether  the  heart 
on  is  normal  or  not. 

It  is  |K>ssible  that  disease  or  painful  stimulation  (as  by  hot  drinks)  of  the  oesophagus 
'  produce  an  area  of  referred  tenderness  in  the  chest,  over  the  lower  third  of  the  sternum 
in  the  middle  line,  in  correspondence  with  the  pain  that  is  felt  here  in  these  conditions. 
Tenderness  in  the  right  side  of  the  chest  near  the  costal  margin  is  not  rare  in  diseases 
he  liver  and  gall-bladder,  corres|X)ndi ng  to  the  cutaneous  distribution  of  the  seventh, 
th,  and  ninth  dorsal  nerves  ;    for  the  most  part,  however,  the  pain  and  tenderness 
in  the  epigastrium  and  the  right  hypochondrium.     The  right  phrenic  nerve  (third  to 
cervical)  sends  twigs  to  the  liver  and  gall-bladder,  so  that  tenderness  and  pain  may 
be  felt  in  the  right  shoulder,  just  as  they  may  be  in  disorders  of  the  diaphragm.     It 
irticularly  in  cases  of  gall-stone  or  biliary  colic  that  these  areas  of  tenderness  are  likely 
e  found.     In  patients  with  hepatic  abscess,  the  spread  of  inflammation  to  the  chest- 
may  give  rise  to  direct  pain  and  tenderness  in   tlie  chest,  with  the  developnieiit  of 
acteristic  local  and  general  symptoms  and  signs  ;    the  diagnosis  here  will  have  to  be 
e  from  such  things  as  axillary  abscess,  empyema  nuiKing  its  way  through  the  chest- 
or  abscess  arising  in  the  chest-wall.  A.  J.  Jex-Blake. 

TENDERNESS  IN    THE    EPIGASTRIUM.— (See   Pain   in   the   Epigastrium,   p. 

TENDERNESS    OF    THE    HYPOCHONDRIUM.— (See    Pain    in  the   Hvpochon- 
M,  p.  450.) 

FENDERNESS   IN   THE    ILIAC   FOSSA.— (See  Pain  in  the  Iliac  Fossa,  p.  452.) 

TENDERNESS  IN  THE  JOINTS.- (See  Joints,  Affections  of  the,  p.  837.) 

TENDERNESS  IN  THE  LIMBS.— (See  Pain  in  the  Limbs,  General,  p.  463 ;   and 
ation,  Some  Abnormalities  of,  p.  604.) 


Diseases  affecting  the  vertehrce 
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)e  so  extensive  as  to  involve  or  compress  the  spinal  cord,  special  symptoms  (girdle-pain, 
)aresis,  anaesthesia,  etc.)  will  be  added.  The  chief  morbid  states  in  which  such  tenderness 
»f  the  spine  occurs  are  summarized  in  the  following  table  : — 

Diseases  of  the  skin  and  subcutaneous     f    Injury,  infected  wounds,  abscess- formation, 

tissue  I        etc. 

Diseases  of  the  muscles,  fascice,  or  nerves       Gout,   rheumatism,   injury,   herpes,   etc. 

/  Tuberculosis  and  other  infections 
Caries    sicca,    spondylitis    deformans, 

'  typhoid  spine  ' 
Erosion  by  aortic  aneurysm 
Invasion  by  malignant  disease 
Injury 

Traumatic  neurasthenia^  with  local  lesions  (  4  p   -i       ^  , 

that  are  not  demonstrable  {  >     P      • 

To  consider  these  lesions  in  detail :   Obviously  the  skin  and  subcutaneous  tissues  may 

B  tender  over  the  spine  after  falls  or  blows  on  the  back,  infected  wounds,  in   acne  and 

irunculosis,  in  abscess-formation,  whether  the  infection  is  derived  from  without,  or  from 

ithin  as  in  pysemia  ;  a  psoas  abscess  may  point  and  discharge  on  the  back  over  the 

*rtebral  column.     Tenderness  in  the  spine  due  to  affections  of  the  fascice  and  muscles  may 

*  experienced  by  any  ill-trained  person  who  over-uses  or  strains  his  spinal  muscles  ;    it  is 

so  common  in  gouty  patients  ;  and  frequently  it  is  associated  in  the  rheumatic  with  attacks 

lumbago.     Deep-seated  inflammations  in  this  region  are  not  rare,  and  are  seen  usually 

connection  with  spinal  caries  ;    less  often  the  inflammation  may  be  due   to  pycemia, 

ipyema  perforating  spontaneously,  trichiniasis  and  other  very  rare  forms  of  myositis, 

hen  they  chance  to  attack  the  spinal  region.     In  a  few  instances,  no  doubt,  disease  of  the 

inal  nerves,  particularly  when  their  posterior  primary  divisions  are  affected,  gives  rise  to 

ndemess  in  the  spine  as  well  as  along  the  course  of  the  nerves  themselves  ;    this  may 

cur  when  pressure  on  the  nerves  or  their  roots  exists,  and  in  cases  of  herpes  zoster  or 

uritis.     Most  of  the  causes  of  spinal  tenderness  enumerated  above  should  not  be  diflicult 

diagnosis  if  a  careful  examination  of  the  patient  be  made,  and   his  other  signs   and 

mptoms  of  disease  be  noted. 

The  cases  in  which  the  tenderness  is  due  to  disease  of  the   vertebrae  are  far  more 

portant  than  the  above,  and  probably  commoner  also,  as  well  as  far  more  serious  from 

e  point  of  view  both  of  prognosis  and  treatment.      Excluding  spinal  trauma,  which 

ually  declares  itself  obviously  and  is  considered  below,  the  three  disorders  to  which  the 

rtebra?  are  liable  in  this  connection  are  tuberculosis,  invasion  by  malignant  disease,  and 

»sion  by  an  aneurysm.     In  other  rarer  instances  they  may  be  affected  with  similar  sym- 

)ms  and  results  by  actinomycosis,  pycemic  abscess,  the  spread  of  infection  from  adjoining 

rts  (retropharyngeal,  mediastinal,  subdiaphragmatic,  perinephric,  or  pelvic  abscesses), 

iatid  disease,  spondylitis  deformans,  and  vertebral  arthritis  due  to  the  gonococcus  and  other 

crobes.     When  caused  by  vertebral  tuberculosis,  the  spinal  tenderness  is  local,  and  is 

lerally  accompanied  by  more  or  less  angular  deformity  of  the  spinal  column,  collapse 

the  diseased  and  softened  anterior  part  of  the  vertebral  body,  causing  abnormal  projec- 

a  of  its  dorsal  spine  at  the  same  time.     If  it  is  the  posterior  part  of  the  affected  vertebra 

it  collapses,  the  spinous  process  will  sink  inwards  ;    it  must  be  remembered,  however, 

.t   congenital  defect  or  deficiency  of  a  spinous  process  is  not  very  rare,    and  may  be 

(taken  for  the  result  of  injury  or  disease.     Whether  deforniily  accompanies  spinal  caries 

no,  rigidity  of  the  diseased  part  of  the  spinal  column  is  sure  to  be  present.     It  is 

intained  by  involuntary  contraction  of  the  appropriate  muscles,  and  becomes  conspicuous 

3n  the  patient  is  encouraged  to  bend  his  back  in  any  direction,  or  to  rotate  the  body  on 

pelvis.     In  addition,  pain  will  be  felt  in  the  back  when  the  patient's  vertex,  shoulders, 

rum,  or  legs  are  jarred  ;    his  gait,  too,  and    method   of  holding  himself  and    turning, 

igned  to  relieve  the  diseased  part  of  the  spinal  column  from  shock  or  strain,  will    be 

racteristic.     In  children  who  are  not  well  looked  after,  this  spinal  tenderness  and  defor- 

y  may  be  unnoticed  and  the  diagnosis  of  spinal  caries    not  established  until  a  psoas 

cess  has  formed  and  has  declared  itself  by  pain  in  the  leg,  or  lameness.     The  importance 

3  of  early  diagnosis  cannot  Xye  overstated  ;   spinal  tuberculosis  is  commonest  in  children. 
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lilique  '  by  Marie.     Men  are  affected  four  or  five  times  as  often  as  women,  and  the  disease 

isually  begins  between  the  ages  of  twenty  and  fifty.     Its  diagnosis  may  be  difficult,  because 

he  chief  complaint  may  be  of  pain  in  the  hips,  legs,  abdomen,  or  thorax,  or  of  *  sciatica  ' 

r  '  lumbago/  so  that  disease  of  the  vertebral  column  may  be  neither  suspected  nor  looked 

)r.     In  most  patients,  the  affected  region  of  the  spine  is  tender  ;  much  spasm  of  the  dorsal 

mscles  is  found  in  the  more  acute  cases,  while  in  those  of  long-standing,  atrophy  from 

isuse  will  be  found.    The  typhoid  spine  is  a  rare  sequela  of  enteric  fever,  usually  occurring 

irly  in  convalescence.     The  patient  complains  of  tenderness  and  the  most  acute  pain  in 

le  lower  part  of  the  vertebral  column,  after  an  initial  stage  of  backache.     Fever  is  present 

:  first  in  half  the  cases,  and  no  doubt  the  condition  is  commonly  due  to  vertebral  periostitis 

t  up  by  the  Bacillus  typhosus.     The  symptoms  last  for  many  months  as  a  rule,  and  defor- 

ity  of  the  spine  is  left  in  half  the  patients  ;  but  suppuration  of  the  affected  vertebrae  seems 

'  be  unknown.     Men  are  affected  more  often  than  women.     In  milder  cases  no  physical 

^s  of  vertebral  disease  appear,  and  so  the  affection  has  been  described  as  hysterical,  the 

ine  as  an  irritable  spine  ;   in  yet  other  instances,  the  spinal  cord  appears  to  be  involved, 

if  the  periostitis  affected  the  spinal  canal,  loss  of  control  over  the  sphincters  being 

►served,  with  paresis  of  the  legs,  and  changes — usually  increase — in  the  reflexes. 

Tenderness  in  the  spine  due  to  injury  may  be  the  expression  of  either  organic  or 

nctional  disease  resulting  therefrom,  and  the  precise  diagnosis  may  be  extremely  difficult . 

le  trauma  is  usually  a  railway  or  other  accident  of  locomotion  ('  railway  spine  '),  a  fall, 

(udden  shock  or  concussion  ;  in  another  group  of  cases  it  is  either  a  single  sudden  muscular 

er-strain,  due  to  over-exertion  or  the  effort  to  avoid  an  accident,  or  the  more  chronic 

erstrain  to  which  rowing  men,  football  players,  and  the  like  are  exposed.     A  gross  injury 

ly  produce  fracture  of  a  vertebra,  with  or  without  displacement  of  the  fragments  such 

can  be  demonstrated  by  the  use   of  a'-rays  ;     subperiosteal  or  subdural  hiemorrhage, 

morrhage  into  the  spinal  canal,  haemorrhage  into  or  bruising  of  the  cord,  all  of  which  will 

e  rise  to  localizing  cord-symptoms  (girdle-pain  at  the  level  of  the  lesion,  varying  degrees 

paresis  and  anaesthesia  below  it)  when  the  lesion  is  marked.     At  the  other  end  of  the 

le  are  found  the  sufferers  from  traumatic  neurasthenia,  who  have  been  exposed  to  identical 

ury  or  over-strain,  but  present  no  definite  signs  of  disease  in  the  spine  or  cord,  although 

te  incapacitated  for  months  or  years,  by  weakness  and  severe  pains  in  the  injured  region. 

sse   patients   often   have   increased   knee-jerks   and   even   ankle-clonus  ;     but   definite 

fences  of  organic  disease  are  wanting,  the  sphincters  are  unaffected,  Babinski's  extensor 

ntar  reflex  is  not  obtained,  muscular  wasting  is  not  found,  unless  from  disuse,  and  the 

ious  pains  and  tendernesses  of  which  complaint  is  made  have  a  neurasthenic  or  even  a 

terical    distribution    and    character.      Traumatic    neurasthenia    may    follow    surgical 

rations  or  comparatively  slight  injuries  to  the  head,  back,  or  testicle,  in  addition  to 

severer  traumas  and  strains  already  mentioned  ;   and  it  must  be  noted  that  a  delay  of 

or  more  weeks,  an  incubation-period,  may  intervene  between  the  receipt  of  the  injury 

the  development  of  the  neurasthenic  pains.     It  would  be  unfair  to  take  such  a  delay 

evidence  of  a  hysterical  factor  in  the  case,  or  of  malingering. 

It  is  clear  from  the  foregoing  paragraph  that  traumatic  neurasthenia  includes  cases  in 
ch  it  is  not  possible  to  say  for  certain  whether  a  local  organic  lesion  of  the  spine  exists  or 

Such  instances  form  a  natural  transition  to  those  in  which  there  is  : — 
Tenderness  in  the   Spine   due   to   Functional    Disorders,   or  to  Disease  in   Other 
ts  of  tiie  Body. — In  ver>'    few  of  these  is  there  any   deformity  of  the   spinal  column  : 
flexile  and  not  rigid  ;   and  pain  is  rarely  produced  when  it  is  carefully  bent,  twisted, 
irred,  so  long  as  direct  stimulation  of  the  tender  part  is  avoided.     As  a  rule,  the  tender- 
is  superficial  rather  than  deep,  and  it  is  often  associated  with  other  areas  of  tenderness 
le  side  or  front  of  the  body.     In  hysteria,  complaint  of  pain  and  tenderness  in  the  spine 
back  is  not  rare — the  *  hysterical  spine.'     The  tenderness  over  the  vertebne   is  often 
mpanied  by  tenderness  on  either  side  of  them  ;   in  extent  it  may  change  from  time  to 
,  involving  a  single  vertebra  or  even  most  of  the  vertebral  colunm.    In  neurasthenia  the 
;  may  be  tender  from  top  to  bottom,  and  more  or  less  rigidity  is  often  found  also.    When 
:enderness  is  localized  to  a  small  part  of  the  back,  it  may  easily  be  taken  as  evidence 
•cal  organic  disease  ;    but  the  presence  of  other  neurasthenic  symptoms — headache, 
ibility,   fatigability  after  brief  exertion — and    the  absence  of  signs  of  definite  local 
se  or  involvement  of  the  cord,  should  help  in  the  diagnosis.     To  distinguish  clearly 
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acillus,  or  to  other  less  well  known  bacilli,  is  made  ii]K)n  the  results  of  bacteriological 
ivestigations  of  the  stools. 

Similar  tenesmus  may  also  occur  in  acute  cholera  when  the  stage  of  rice-water  stools 
as  been  reached  ;  here  again  the  diagnosis  depends  upon  the  fact  of  residence  in  a  part 
rhere  cholera  is  endemic,  or  in  a  district  in  which  cholera  has  recently  broken  out  in  epidemic 
)rm  ;  it  is  confirmed  by  the  discovery  of  the  comma  bacilli  of  cholera  in  the  stools. 

In  this  country  there  are  various  types  of  acute  infective  diarrhoea  which  may  simulate 

tiolera  to  such  an  extent  that,  although  not  cholera  at  all,  they  have  been  grouped  together 

nder  the  heading  of  cholera  nostras,  and  in  such  cases  tenesmus  may  be  extreme.     Tempo- 

iry  acute  diarrhoea  with  much  tenesmus  may  arise  in  school-boys  and  others  from  the 

iting  of  unripe  apples  or  other   fruit  ;  after  a  brief  but  acute  illness,  and  ]>erhaps  a 

rastic  purge,  rapid  recovery  is  the  rule.     More  serious  are  the  acute  attacks  of  vomiting 

id  diarrhoea  which  are  familiar  under  the  name  of  ptomaine  poisoning,  the  cause  being 

icilli  allied  to  Gaertner's  bacillus  ingested  along  with  some  article  of  diet.      Cases  of 

:omaine  poisoning  may  be  sporadic,  but  occasionally    as  the  result  of  many  persons 

.ting  the  same  cold  pork  pie  perhaps,  or  something  of  that  kind  at  a  public  function, 

lUte   epidemics    are   recorded,    some    of  the    cases    ending    fatally.      The   bacteriology 

the  condition  is  complex  ;    different  micro-organisms,  including  not  only  Gaertner's 

;clllus,  but  also  Morgan's  bacillus  A,  Morgan*s  bacillus  B.  and  probably  others,  are  at  the 

ot  of  different  outbreaks.     The  diarrhcca  is  at  first  painless  though  frequent,  but  severe 

lesmus  ensues  after  the  bowel  has  become  empty  of  practically  everything  but  a  little 

id  together  with  mucus  and  exuded  blood. 

Chronic  dysentery  is  less  often  associated  with  tenesmus  than  is  the  acute  form,  but  a 
nsiderable  degree  of  tenesmus  may  none  the  less  be  complained  of  by  those  who  have 
Efered  from  dysentery  in  the  tropics  and,  having  returned  home  not  yet  cured,  still  suffer 
•m  repeated  diarrhoea  to  the  extent  of  perhaps  twelve  or  fifteen  motions  a  day.  The 
ne  applies  to  cases  of  colitis,  whether  muco-membranous  or  ulcerative,  arising  at  home, 
may  be  very  difficult  in  some  such  cases  to  exclude  malignant  disease  of  the  bowel  unless 
\  history  is  too  long  for  this.  In  cases  of  doubt  much  may  be  learned  by  passing  the 
moidoscope  and  actually  seeing  the  inflamed  or  ulcerated  mucous  membrane  of  the 
rer  part  of  the  bowel. 

Intussusception  will  only  cause  tenesmus  when  the  lower  end  of  the  intussusceptum 
i  reached  the  pelvic  colon  or  the  anus.  The  symptoms  will  be  those  of  intestinal  obstruc- 
1,  and  when  the  intussusception  is  felt  per  rectum  or  seen  protruding  per  anum,  tlie  only 
iculty  will  be  to  distinguish  it  from  a  rectal  polypus,  or  prolapse  of  the  rectum .  The 
dition  is  very  much  commoner  in  infants  about  nine  months  old  than  in  any  other 
{s  of  patient,  and  at  this  tender  age  tenesmus  will  not  as  a  rule  be  obvious.  In  older 
ients  a  subacute  or  chronic  intussusception  is  fortunately  very  rare,  and  it  is  seldom 
goosed  accurately  previous  to  operation. 
Acute  summer  diarrhoea  and  vomiting  of  infants  is  allied  to  ptomaine  poisoning  and 
imilarly  due  to  one  or  more  of  the  enteritic  micro-organisms  ;  tenesmus  may  be  very 
;re  in  infants  as  well  as  in  adults. 

Another  malady  allied   both   to   ptomaine  poisoning,   to  tropical   dysentery,  and    to 
te  summer  diarrhoea  and  vomiting  of  infants,  is  so-called  asylum  dysentery,  of  which 
symptoms  and  results  are  ver>'  similar  indeed  to  those  of  tropical  dysentery  •    asylum 
entery  also  has  a  bacterial  cause,  and  the  micro-organism  producing  it  has  been  the 
ject  of  considerable  investigation.     The  difficulty  of  deciding  the  precise  nature  of  the 
cting  organism  in  all  these  cases  depends  upon  the  similarity  between  the  different 
iible  bacilli  and  the  ordinarj'  bacillus  coli  which  always  abounds  in  the  evacuations. 
Acute  tenesmus  may  be  a  marked  feature  in  some  cases  of  poisoning  by  arsenic  ;    the 
nosis  of  this  cause  may  be  obvious  either  on  account  of  the  patient  having  taken  an 
-dose  with  intent  to  commit  suicide,  when  choleraic  diarrhoea  and  much  tenesmus 
come  on  subsequent  to  the  initial  vomiting  and  collapse  ;    or  because,  in  less  acute 
8,  the  patient  is  known  to  be  taking  large  doses  of  arsenic  in  his  medicine — for  instance. 
le  treatment  of  chorea  or  of  pernicious  anaemia  ;    indeed,  the  occurrence  of  diarrhoea 
griping  rectal  pains  and  tenesmus  is  one  of  the  difTiculties  that  presents  itself  in  con- 
ing the  arsenical  treatment  of  pernicious  anaemia  and  other  blood  diseases  to  the  extent 
one  would  like.     On  the  other  hand,  even  when  arsenic  is  the  cause  of  diarrhoea  and 
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tenesmus,  it  may  sometimes  be  very  difficult  indeed  to  make  certain  of  the  fact,  although 
some  suspicion  of  it  may  have  arisen  in  the  mind  of  the  physician.  Accidental 
contamination  of  the  water  or  of  some  food  may  have  occurred  ;  or,  still  more  important, 
some  member  of  the  household  may  be  administering  arsenic  surreptitiously,  either  with 
a  view  to  getting  rid  of  the  individual  concerned,  or  occasionally  even  without  any  particular 
object, — for  instance,  in  the  case  of  some  hysterical  servant  girls,  who  have  been  known  to 
administer  poisons  in  a  household  in  this  way  apparently  without  any  material  object  at 
all.  The  circumstances  of  the  case  may  make  one  suspicious  and  lead  to  a  careful  watch 
being  kept,  or  perhaps  an  analysis  of  the  water-supply  or  of  some  suspected  food  will  lead 
to  the  detection  of  the  arsenic.  In  case  of  doubt  one  might  have  to  resort  to  the  expedient 
of  taking  the  patient  entirely  away  from  the  house  in  which  she  has  been  living,  and  ft:om 
amongst  the  individuals  with  whom  she  has  been  associated,  in  order  to  sec  whether  the 
symptom  persists  when  she  is  secluded  in  a  nursing-home  or  elsewhere,  or  whether  it  dis- 
appears there  to  return  again  when  she  goes  home.  Analysis  of  the  hair  for  arsenic  in 
cases  of  this  kind  will  seldom  be  available  as  a  test  of  the  diagnosis,  because  it  is  only  in 
the  hair  that  is  growing  during  the  time  arsenic  is  being  administered  that  excess  of  arsenic 
is  stored,  and  when  sufficient  doses  to  produce  tenesmus  have  been  administered  they  Mill 
generally  have  been  large,  and  therefore  have  been  given  over  only  a  short  i>eriod. 

Besides  arsenic,  other  irritant  drugs  may  produce  tenesmus,  especially  perhaps 
cantharides,  calomel  in  repeated  doses,  colocynth,  gamboge,  and  indeed  most  of  the  i>owerful 
purgatives.  The  diagnosis  depends  upon  a  knowledge  of  the  drugs  that  are  being  adminis- 
tered. 

There  remain  for  discussion  a  number  of  other  conditions  which  may  produce  painful 
and  frequent  but  fruitless  straining  at  stool,  the  cause  being  either  irritation  of  the  rectum 
or  obstruction  to  it  or  within  it.     These  may  be  enumerated  as  follows  : — 

1.  Causes  within  tiie  Lumen  of  tlie  Rectum  : 

Impacted  fsrces  |    A  foreign  body  that  has  been    |   Concretions 

I        inserted  |   Worms. 

2.  Things  in  the  Wall  of  the  Rectum : 


Carcinoma 
Rectal  prolapse 
Polypus  or  polypi 


Adenoma  Fissure 

Haemorrhoids,     especially      if       Proctitis, 
thrombosed  I 


3.  Things  Outside  the  Rectum: 

Enlarged  prostate  Vesical  calculus  ,    Pelvic  haematocele 

Periprostatic  abscess  Ovarian  cyst  |    Ectopic  gestation. 

Periproctal  abscess  Uterine  fibroid 

Ischio-rectal    abscess  Rctroverted  gravid  litems 

The  diagnosis  of  all  the  above  depends  upon  careful  examination  of  the  anal  region, 
the  rectum,  and  the  vagina,  by  inspection,  direct  or  through  a  speculum,  proctoscope  or 
sigmoidoscope,  or  with  the  finger. 

Impacted  fceces  may,  from  their  symptoms,  simulate  rectal  carcinoma  very  closely ; 
but  when  there  is  carcinoma  of  the  rectum,  one's  finger  when  inserted  seldom  comes  upon 
a  mass  of  faeces,  whereas  with  fsecal  impaction  the  mass  is  generally  well  within  reach  of 
the  finger.  The  diagnosis  wdl  be  confirmed  by  removing  the  mass  itself  piecemeal  ¥rith  a 
sf>oon,  followed  by  enemata  or  other  local  measures,  after  which  the  patient  recovers 
completely. 

Rectal  coficretions  differ  from  impacted  faeces  only  in  the  material  of  which  they  are 
composed  ;  for  instance,  instead  of  being  ordinary  fa?cal  material,  they  may  consist  of 
hard  lumps  of  bismuth,  magnesium,  chalk,  or  other  drug  that  has  been  given  by  the  mouth, 
or  of  the  husks  or  products  of  some  unusual  meal,  as  an  example  of  which  one  may  mention 
the  case  of  a  boy  who  having  stolen  a  bundle  of  cinnamon  sticks,  chewed  them  up  and 
swallowed  them,  and  a  day  or  two  afterwards  suffered  extremely  from  tenesmus  as 
the  result  of  a  mass  of  undigested  bits  of  cinnamon  stick  that  had  been  impacted  in  his 
rectum.  II air  balls  have  caused  similar  trouble,  though  they  are  even  rarer  in  the  rectum 
than  they  are  in  the  stomach. 

Adenomata,  or  long  finger-shaped  non-malignant  polypi  of  the  rectum,  occur  sometimes 
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1  such  a  way  as  to  produce  a  kind  of  entanglement,  in  which  fseces  become  impacted  higher 
p  than  the  finger  can  reach,  and  the  patient  will  be  thought  to  be  suffering  from  carcinoma 
f  the  sigmoid  colon  or  of  the  pelvic  colon  ;  there  will,  however,  as  a  rule  be  much  less 
asting  than  there  would  be  with  malignant  disease,  though  both  conditions  produce  their 
y-mptoms  at  a  similar  age.  The  diagnosis  will  depend  upon  elimination  with  the  procto- 
?ope  or  the  sigmoidoscope,  and  perhaps  upon  excision  of  such  polypi  as  can  be  reached, 
allowed  by  microscopical  examination. 

Another  condition  which  may  simulate  rectal  carcinoma  very  closely  is  periprocial 
iflammaiion  followed  by  the  formation  of  an  abscess  round  the  pelvic  colon.  The  tenesmus 
'hich  results,  the  constant  painful  straining,  and  the  unsatisfactory  evacuations,  may  be 
ssociated  with  obvious  ill-health  ;  anaemia  from  loss  of  sleep  ;  and  loss  of  weight ;  so  that 
lalignant  disease  will  frequently  be  thought  the  almost  certain  diagnosis.  The  condition 
{  by  no  means  so  easy  to  detect  as  might  be  supposed  ;  sometimes  it  is  not  until  the  patient 
as  been  anaesthetized  with  a  view  to  further  examination  with  the  proctoscope  and  sig- 
loidoscope  that  the  nature  of  the  condition  is  indicated  by  a  sudden  gush  of  pus  escaping 
Eist  the  instrument  as  the  result  of  the  bursting  of  the  abscess.  The  cause  of  such  a 
)ndition  is  generally  some  previous  local  inflammation  in  the  rectum,  associated,  for 
stance,  with  piles,  or  a  polypus  which  has  hitherto  produced  no  symptoms  at  all  ;  in 
►me  cases  there  may  be  both  carcinoma  and  abscess,  the  latter  the  result  of  the  former. 

A  vesical  calculus  causing  tenesmus  will  generally  be  one  situated  in  a  pocket  of  the 
adder  posteriorly  ;  it  is  a  very  rare  cause  of  tenesmus,  and  generally  there  is  or  has  been 
cmaturia  to  indicate  the  need  for  examination  of  the  bladder  either  with  the  sound  or 
e  cystoscope. 

The  remaining  conditions  in  the  above  list  need  not  be  discussed  in  detail  ;  they  will 
^  diagnosed  by  rectal  or  vaginal  examination,  or  a  combination  of  the  two. 

There  remains  still  one  other  very  important  cause  of  tenesmus,  namely,  tabes  dorsalis 

th  rectal  crises.    The  symptom  is  not  so  uncommon  as  might  be  supposed.    Not  a  few 

ses  of  tabes  dorsalis  complain  that  they  are  unable  to  go  about  their  duties  as  early  in 

e  morning  as  they  would  like,  because  after  going  to  the  closet  in  the  ordinary  way  after 

?akfast.  they  find  that  at  intervals  of  perhaps  half  an  hour  they  suffer  from  repeated 

^ent  and  painful  re-calls,  extending  over  perhaps  two  or  three  hours  before  the  bowels 

tie  down  to  comparative  comfort  for  the  rest  of  the  day.     Not  much  is  passed  after  the 

5t  one  or  two  visits  to  the  closet,  but  the  patient  dares  not  be  far  away  whilst  the  rccur- 

it  crises  continue,  for  the  call  is  urgent  and  very  painftil  ;  but  as  a  rule,  after  two  or  three 

irs  of  suffering  of  this  kind  he  finds  that  he  is  free  until  the  next  day.     The  condition 

quite  distinct  from  the  incontinence  of  faeces  which  may  result  at  a  later  stage  of 

malady  ;  it  is  an  example  of  purely  nervous  tenesmus,  which,  however,  may  simulate 

cinoma  of  the  bowel  very  closely.     It  may  last  for  months  or  years,  and  then  cease  to 

uble  the  patient  spontaneously,  just  as  the  lightning  pains  of  tabes  may.     The  patient's 

iplaint  is  generally  of  diarrhoea,  but  upon  careful  inquiry  it  is  found  that  the  diarrhoea 

he  sense  of  fluid  evacuations  is  much  less  pronounced  than  the  tenesmus — that  is  to  say, 

recurrent  painful  call  to  stool  without  material  evacuation.     The  diagnosis  depends 

n  detecting  the  absence  of  knee-jerks  and  the  existence  of  Argyll  Robertson  ])upils. 

Herbert  French. 

TESTES,  ATROPHY  OF.— (See  Atrophy,  Testici  laii,  p.  60.) 

TETANIC  CONTRACTIONS.— (See  Contractions,  p.  137.) 

THERMO- ANiESTHESI A.— (See  Sensation,  Some  Abnormalities  of,  p.  604.) 

THIRST,  EXTREME.— Cases  of  extreme  thirst  may  be  subdivided  into  two  main 
ips  ;  namely,  those  with  and  those  without  polyuria.  To  the  former  belong  such 
litions  as  diabetes  mellitus,  diabetes  insipidus,  hysteria,  and  so  on,  which  are  discussed 
jr  Polyuria  (p.  534).  To  the  other  group  belong  such  conditions  as  are  for  the  most 
so  obvious  as  to  require  no  more  than  simple  enumeration  under  main  headings,  as 
WS  ; — 

1.  Prolonged  abstention  from  drinking:  purposeful,  or  the  result  of  necessity. 

2.  Fevers  and  febrile  states. 
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A  thrill  occurs  very  occasionally  in  the  second  left   intercostal  space  close  to  the 

;mum,  in  association  with  a  functional  pulmonary  bruit.     In  such  a  case  the  functional 

igin  of  the  thrill  may  be  distinguished  by  the  general  condition  of  the  patient,  who  will 

suffering  from  ansemia  or  some  debilitating  condition  ;  and  the  signs  of  congenital  heart 

tease,  just  mentioned,  will  be  absent. 

Presystolic  and  systolic  thrills  sometimes,  but  very  rarely,  occur  to  the  right  of  the 
Tnum  in  the  tricuspid  area,  due  to  stenosis  and  incompetence  of  this  valve. 

J.  E,  IJ,  Sawyer. 

THROAT,  SORE.— (See  Sore  Throat,  p.  618.) 

THYROID    GLAND  ENLARGEMENT.— An  enlarged    thyroid    gland  gives  rise  to 

welling  in  the  front  of  the  neck,  internal  to  the  sternomastoid  muscles  and  the  carotid 

sels,  which,  if  the  swelling  is  large  enough,  are  pushed  outwards.     The  gland  is  con- 

rted  intimately  with  the  larynx  ;   hence  the  most  important  sign  of  a  thyroid  tumour 

that  it  rises  and  falls  with  the  ]ar>'nx  and  trachea  during  deglutition.      In  the  great 

jority  of  cases  the  presence  of  this  sign  alone  is  sufficient  to  make  a  correct  diagnosis. 

*re  are  two  sources  of  fallacy  :  (1)  A  swelling  not  thyroid  in  origin  but  lying  in  front  of  it, 

h  as  a  sub-hyoid  bursa  or  sebaceous  cyst,  or  a  suppurative  or  syphilitic  perichondritis 

he  thyroid  cartilage,  may  present  the  above  sign  ;  (2)  A  thyroid  swelling,  if  fixed,  as  it 

yr  be  by  inflammation  or  malignant  growth,  may  not  present  it.     In  the  vast  majority 

ases,  however,  a  swelling  in  the  position  of  the  thyroid  gland  which  moves  on  deglutition 

cates  an  enlargement  of  that  gland. 

Varieties  of  Enlargement  and  their  Differential  Diagnosis. — ^During  menstruation  and 
^mrncy  the  thyroid  becomes  enlarged,  but  seldom  sufficiently  so  to  cause  symptoms  ; 
le  gland  happens  to  be  the  seat  of  pre-existing  disease  the  increase  of  swelling  may  be 
cient  to  induce  respiratory  difficulty. 

Parenchymatons  Goitre,  or  a  general  hypertrophy  of  the  whole  gland,  is  the 
monest  form  of  enlargement.  All  parts  of  the  gland  are  affected  more  or  less  equally  ; 
tumour  being  bilateral,  the  normal  shape  is  preserved.  The  swelling  is  freely  movable,, 
less  and  soft.  It  is  rarely  congenital,  and  more  often  appears  about  puberty.  Its  rate 
rowth  is  usually  very  slow,  and  it  may  attain  an  enormous  size  without  causing  any 
r  symptoms. 

Cystic  Goitre  is  a  loose  term  used  to  cover  any  form  of  enlargement  of  the  thyroid 
h  is  caused  chiefly  by  the  presence  of  one  or  more  cysts.  If  the  cyst  is  large  and  lax, 
nation  may  be  made  out.  The  cysts,  however,  are  often  small  and  tense,  and  cannot 
istinguished  from  solid  adenomata.  Cysts  are  rarely  present  without  some  enlarge- 
;  of  the  rest  of  the  gland. 

Adenomatous  Goitre. — ^The  common  cause  of  unilateral  enlargement  is  the  presence 
I  adenoma,  a  definite  encapsuled  tumour  which  may  contain  cysts  and  grow  to  a  large 
A  haemorrhage  into  one  of  these  cysts  may  cause  a  very  rapid  enlargement,  and  so 
rise  to  a  suspicion  of  malignancy  ;  cases  have  also  been  reported  in  which  an  intra- 
(id  haemorrhage  has  been  followed  by  acute  dyspncea  and  death.  Adenomata  may 
igle  or  multiple  ;  when  present  in  both  lobes,  the  enlargement  may  be  diflicult  to 
iguish  from  the  parenchymatous  form. 

^brous  or  Ligneous  Goitre  is  a  rare  condition,  due  to  a   primary   chronic   inflain- 
>n  of  the  whole  gland,  and  resulting  in  a  firm  dense  enlargement. 

ialignant  Disease  is  seldom  met  with.  It  occurs  with  equal  frequency  in  both  sexes, 
s  rarely  seen  before  the  age  of  forty.  In  the  early  stages,  while  still  confined  within 
ipsule  of  th^.  gland,  it  may  be  difficult  to  differentiate  from  the  other  forms  of  goitre, 
►uld  be  recognized  by  its  rapid  growth,  its  hardness,  and  irregular  bossy  outline.  When 
ooplasm  has  penetrated  the  capsule  and  invaded  surrounding  structures,  the  diagnosis 
ie  with  more  ease.  The  tumour  may  become  fixed,  no  longer  moving  on  deglutition  ; 
one  or  other  vocal  cord  is  paralyzed,  a  condition  rarely  seen  with  innocent  goitre  ; 
ivolvement  and  ulceration  of  the  trachea  is  common.  The  lymphatic  glands  may  be 
:ed,  but  as  those  first  implicated  are  placed  deeply,  defying  detection,  not  much  help 
led  from  this  source.  There  is  a  special  liability  for  metastatic  secondary  deposits 
ur  in  bones,  particularly  in  the  vertebnc  and  cranium. 

KOphltaalmic   Goitre  (Graves's  disease,  von  Basedow's  disease)  is  far  more  common 
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racking  or  clicking  sound  may  be  caused  by  spasmodic  contraction  of  the  dilatator  tubas 
I  salpingopharyngeus  muscles  which  are  attached  to  the  Eustachian  tube.  When  the 
jractcT  of  the  sound  is  described  as  humming,  hissing,  roaring,  whistling,  or  musical,  it 
>Tactically  always  subjective,  and  due  to  some  irritation  of  the  auditory  nerve,  rarely 
cbfrsl  or  in  its  course,  but  usually  at  its  terminations  in  the  labyrinth.  In  rare  cases 
tinnitus  may  be  associated  with  an  intracranial  murmur  which  can  be  detected  on 
Linination  of  the  head  with  the  stethoscope.  An  audible  intracranial  murmur  associated 
h  tinnitus  may  be  due  to  the  following  causes  :  (1)  Possibly  venous  murmurs  associated 
h  increased  intravenous  pressure  due  to  excessive  pulsation  of  the  brain  ;  (2)  A  bruit 
diable  in  the  jugular  bulb  which  may  occur  in  anaemia,  plumbism,  syphilis,  and  scrofula  ; 
Intracranial  aneiuysms.  The  sudden  explosive  sounds  in  the  insane  and  others  may  be 
i  to  similar  causes. 

A  distinction  must  be  made  between  tinnitus  and  hallucinations  of  hearing,  the  latter 
lally  taking  the  form  of  hearing  voices,  and  indicating  mental  trouble,  usually  of  a  serious 
:ure.  Tinnitus,  however  caused,  is  usually  influenced  markedly  by  the  general  health 
1  environment  of  the  patient.  Thus,  sometimes  the  noises  are  less  marked  when  the 
tient  is  in  the  open  air,  when  his  attention  is  occupied  by  other  matters,  or  when 
i  sense  of  hearing  is  occupied  by  listening  to  objective  noises.  Similarly,  the  trouble 
y  be  present  only  at  night,  but  may  appear  in  the  day-time  if  the  patient  closes  the 
bemal  auditory  meatus  with  his  finger.  Generally  speaking,  tinnitus  becomes  less 
ffked  and  more  bearable  when  the  general  health  of  the  patient  is  good,  and  increases 
ten  the  sufferer  is  out  of  health  or  overworked,  either  mentally  or  physically.  Working 
dose,  stuffy  rooms,  or  in  proximity  to  noisy  machinery,  over-indulgence  in  alcohol,  and 
oessive  smoking,  have  a  bad  effect ;  in  women  the  trouble  may  be  increased  during 
egnancy,  menstruation,  or  the  menopause. 

Though  tinnitus  is  very  common  in  diseases  of  the  ear,  yet  serious  lesions  of  the  middle 
r,  internal  ear,  or  auditory  nerve,  may  be  present  without  this  symptom.  There  is  no 
Dstant  relation  between  tinnitus  and  deafness.  The  former  may  be  present  with  perfect 
aring,  but  when  long  continued  the  hearing  nearly  always  becomes  impaired.  The 
unds,  too,  may  persist  when  the  patient  has  become  totally  deaf. 

Tinnitus  may  occur  in  the  following  diseases  of  the  car  : — 

1.  The  presence  of  cerumen,  aural  polypi,  or  a  foreign  body  in  the  external  auditory 
eatus.  Removal  of  the  offending  body  will  in  this  case  probably  lead  to  the  cessation 
'  the  tinnitus. 

2.  In  any  inflammatory  disease,  acute  or  chronic,  suppurative  or  nonsuppurative,  oj  Vie 
iddk  ear.  In  catarrhal  inflammation  of  the  middle  ear,  the  noise  frequently  has  the 
luacter  of  bursting  bubbles,  and  is  due  to  movements  of  the  viscid  exudation  in  the  ear 
Bdf.  In  otosclerosis,  tinnitus  is  a  very  prominent  and  usually  early  symptom.  It  may 
xnir  before  any  alteration  in  hearing  is  present. 

8.  In  diseases  of  the  internal  ear,  tinnitus  is  especially  liable  to  occur  in  a  severe  and 
tractable  form.  Thus,  it  is  especially  likely  to  be  present  in  Mini^re's  disease,  syphilitic 
mue  of  the  internal  ear,  and  in  those  lesions  of  the  internal  ear  which  may  arise  in  the 
urse  of  typhoid  and  other  specific  fevers.  Extension  of  suppuration  to  the  labyrinth  from 
e  middle  ear  is  also  an  important  cause  ;  and  it  may  be  present,  usually  associated  with 
afness,  after  a  fracture  of  the  base  of  the  skull. 

Tinnitus  has  been  recorded  as  resulting  from  a  cerebral  tumour  involving  the  roots  of 
i  auditory  nerve,  but  this  is  a  very  unusual  condition. 

'  Noises  in  the  ears '  may  be  complained  of  in  a  considerable  number  of  general 
eases,  either  with  or  without  a  lesion  of  the  ear.  Thus,  they  are  frequently  present  in 
smiia,  and  in  diseases  such  as  leukcemia  or  pernicious  ancemia,  in  which  anicmia  is  a 
iminent  symptom. 

Some  cardiac  lesion,  especially  aortic  regurgitation,  may  be  found  in  the  pulsatile 
riety  of  tinnitus.  Gout,  chronic  nephritis,  urcemia,  and  arteriosclerosis  with  high  blood- 
asure,  may  also  be  responsible  for  tinnitus,  and  it  may  occur  during  attacks  of  migraine, 
netimes  it  has  apparently  a  reflex  origin,  being  associated  with  neuralgia  or  digestive 
turbances,  especiaUy  in  gouty  dyspepsia.  Malaria  may  also  be  a  cause,  though  here 
i  trouble  is  likely  to  be  the  result  of  large  doses  of  quinine.  Other  drugs  likely  to  cause 
i  trouble  are  salicylates,  antipyrin,  the  excessive  use  of  tobacco,  and  after  ancesthetics 
•fa  as  chloroform  or  ether. 
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In  persons  who  constantly  use  the  telephone  tinnitus  may  occur,  associated  witl 
and  some  deafness — a  condition  known  as  *  telephone  ear.'  Philip  1 

TONGUE,  SWELLING  OF.— (See  Swelling  of  the  Tongue,  p.  698.) 

TONGUE,  ULCERATION  OF.— (See  Uixeration  of  the  Tongue,  p.  738.) 


TREMOR  occurs  when  the  normally  continuous  contractions  of  a  muscle  at 
or  the  normally  uniform  tone  of  a  muscle  at  rest,  are  replaced  by  a  succession  of  sepi 
perceptible  muscular  twitches.  In  these  circumstances,  a  movement  which  is  no 
uniform  becomes  tremulous  ;  a  position  that  can  be  maintained  steadily  under  i 
conditions  is  now  kept  unsteadily  or  shakily. 

The  normal  muscular  contraction  is  due  to  the  discharge  of  a  rhythmic  sei 
nervous  impulses  from  the  motor  neurons  that  govern  the  muscle.  It  is  estimatec 
in  health,  from  five  to  fifty  such  nervous  impulses  leave  the  motor  ner\'e-cells  and 
the  contracting  muscle-fibres  every  second,  the  actual  munber  per  second  \'ary 
different  motor  neurons,  and  also  in  the  same  neuron  according  to  its  temporary  cot 
of  nutrition  or  fatigue.  It  is  when  the  number  of  nervous  impulses  received  per  \ 
by  the  contracting  muscle-fibres  becomes  low,  that  steady  and  apparently  ui 
muscular  contractions  are  likely  to  be  replaced  by  tremors. 

Tremors  are  of  very  various  periods,  amplitudes,  and  general  characters  in  di 
cases.  Their  physiology  and  pathology  are  not  at  present  fully  understood,  so  t 
is  not  yet  possible  to  classify  them  etiologically.  From  a  clinical  point  of  view  the 
be  classified  roughly  in  accordance  with  their  more  obvious  physical  characteru 
their  fineness,  periodicity,  regularity,  and  the  circumstances  that  favour  or  inhibit 
production  ;  but  an  unbroken  series  of  graduated  tremors  can  be  traced  in  \ 
diseases,  passing  by  imperceptible  degrees  from  the  rapid  and  minute  oscillations  oh 
in  paralysis  agitans  to  the  extremely  coarse  and  irregular  movements  composii 
intention-tremor  of  disseminated  sclerosis.  A  similar  variety  of  regular  tremors  in 
observed  sometimes  in  a  normal  person,  as  the  temperature  of  his  body  falls  from  ex] 
to  cold,  or  during  the  occurrence  of  a  rigor.  Hence  a  rigid  clinical  classification  of  tr 
is  impossible. 

Classification. 


Fine  Tremor. 

Exposure  to  cold 
Nervousness,    emo- 
tion 
Muscular  fatigue  or 

weakness 
Convalescence 
Congenital    and 

familial  tremor 

Unilateral  Fine  Tremor. 

Cerebral  tumour 

Coarse  Tremor. 

Exaggerated  degrees 
of  fine  tremors 

Intention  Tremor. 

Disseminated   scler- 
osis 


Senile  tremor 

Paralysis   agitans 

General     paralysis     of     the 

insane 
Graves's  disease 
Occupation  neurosis 
Chronic  intoxications,  e.g.,  by 

Alcohol         Cocaine 


Chronic  hemiplegia 


Familial     and     hereditary 
ataxias 


Ilvsteria 

Congenital  cerebral  diplegia 


Tobacco 

Mercur 

Absinthe 

I/ead 

Morphia 

High  pyrexia 

Hysteria 

Neurasthenia 

Railway  spine 

Uraemia. 

Hysteria 

Chorea 

Chronic  hemiplegia. 


Some  cerebral  or  cerebel 
lesions. 


FINE    TREMOR. 

Fine   tremor  consists  of  regular  oscillations  of  small  amplitude   due  to  altera 
contractions    in    antagonistic    muscles    or    groups    of   muscles,    repeated    from   thre 
nine  times  per  second.     It  is  usually  most  marked  in  the  extremities,  but  may  ala 
in  old  age  and  in  paralysis  agitans — affect  the  head  and  neck.     It  may  occur  only 
some  movement  is  attempted  ;   or  it  may  continue  also  when  the  patient  is  at  rest. 


TREMOR  726 

nors  cease  almost  invariably  during  sleep  ;   emotion  habitually  increases  them.     They 
not  purposive,  and  should  be  distinguished  from  the  fibrillar  contractions  (see  Con- 
.cnoNS,  p.  184)  of  individual  muscle-fibres  or  muscle-bundles,  seen  in  some  muscular 
enerations. 

Fine  tremors  occurring  in  consequence  of  cold,  nervousness,  excessive  emotion,  convales- 
ce, and  miiscular  fatigue  or  tceakne^s,  are  matters  of  common  daily  observation.  They 
d  to  pass  off  as  the  patient's  condition  of  mind  or  body  improves,  and  should  occasion 
le  trouble  in  diagnosis. 

Congenital  and  familial  fine  tremors  occur  mostly  in  children  or  young  adults,  mainly 
the  hands  and  arms,  face,  or  tongue.  The  oscillations  are  often  absent  while  the  patient 
It  rest,  but  make  their  appearance  whenever  movement  is  attempted,  and  are  increased 
nervousness  or  emotion.  They  can  often  be  suppressed  for  a  time  by  a  strong  effort 
the  will,  and  in  many  instances  they  dist^pear  as  the  patient  grows  older.  They  cause 
ictically  no  inconvenience,  and  are  not  accompanied  by  any  other  abnormalities  in 
i  neuro-muscular  apparatus.  Their  diagnosis  should  be  made  plain  by  the  patient's 
'Bonal  and  family  histories. 

Senile  tremor  and  paralysis  agitans  may  be  considered  together.  Senile  tremor  comes 
with  cXd  age  in  the  form  of  fine  regular  or  irregular  oscillations  affecting  the  arms  and 
5  head.  Both  sides  of  the  body  are  involved,  the  head  early,  and  the  tremor  ceases 
ring  repose  and  in  sleep.  The  muscles  of  the  affected  parts  are  neither  rigid  nor  weak. 
ese  senile  tremors  must  be  carefully  distinguished  from  the  tremors  of  paralysis  agitans, 
Parkinson's  disease,  a  progressive  and  more  serious  disorder  ;  in  this  the  tremors  are 
several  varieties.  A  fine  oscillatory  to-and-fro  tremor,  with  from  three  to  six  excursions 
r  second,  affects  the  extremities  and  head  in  some  cases.  In  others,  the  tremor  is  coarser, 
jrthmical,  slower,  and  to  some  extent  purposive  ;  in  typical  instances  it  produces  the 
cmating  movements  in  the  thiunb  and  index  finger  described  as  ^  bread-crumbling ' 
*  cigarette  rolling.'  These  may  be  combined  with  more  irregular  movements  of  flexion 
d  extension  at  the  wrist,  pronation  and  supination  of  the  forearm.  The  progressive 
!velopment  of  these  tremors .  and  movements  is  often  characteristic  ;  beginning  in  one 
ind,  the  fine  tremor  may  spread  to  the  other  after  some  months  or  years,  and  ultimately 
le  lower  limbs,  the  head  and  neck,  the  lips  and  tongue,  and  even  the  muscles  of  the  trunk, 
ay  become  involved.  As  a  rule,  the  movements  continue  when  the  patient  is  sitting. 
'  lying  at  rest ;  in  severe  cases  they  may  persist  even  during  sleep.  In  most  instances 
•ey  can  be  lessened  by  an  effort  of  the  will,  and  diminish  also  on  passive  or  voluntary 
ovement.  If,  on  the  other  hand,  they  increase  on  voluntary  movement,  a  tolerable 
litation  of  an  intention  tremor  may  result.  They  are  augmented  by  emotion  or  excite- 
ent.  In  cases  of  some  duration  a  well-marked  coarse  shaking  of  the  arms  may  be  a 
>ticeable  feature  ;  while  contractions  alternating  in  the  flexor  and  extensor  muscles  of 
le  legs  may  cause  the  feet  to  chatter  when  they  are  placed  on  the  floor  ;  the  thighs  are 
Miunonly  held  in  adduction. 

Paralysis  agitans  is  characterized  by  other  signs  that  facilitate  its  diagnosis,  and  the 
lief  of  these  are  : — (a)  Muscular  rigidity,  causing  a  flxed,  expressionless  facial  aspect, 
^  Facies,  p.  236),  a  monotonous  voice,  a  bent  and  rigid  carriage,  and  a  shufTlinir,  hesita- 
ng  gait,  with  festination,  propulsion,  and  retropulsion.  Festination  implies  that  the 
*»tient  in  walking  from  one  point  to  another,  starts  with  slowness  and  difhculty,  but 
^Jerates  as  he  goes  along,  much  as  if  he  were  running  after  his  own  centre  of  gravity, 
^  at  the  end  he  may  even  fall  forwards  unless  there  is  some  object  at  hand  for  him  to 
Itch  hold  of.  Propulsion,  retropulsion,  and  the  rarely  observed  lateropulsion,  are  terms 
^ning  that  the  patient,  sent  off  with  a  vigorous  push  to  walk  forwards,  backwards,  or 
ieways,  exhibits  the  same  acceleration  and  proclivity  to  fall  down  at  the  end — for- 
irds,  backwards,  or  sideways.  (6)  Muscular  weakness  of  the  tremulous  or  rigid  ])iirts. 
I  Paraesthesite,  such  as  aching  pains  about  the  limbs  or  body,  flushes  of  heat  or  cold.  The 
hincters  and  mental  faculties  are  not  affected,  while  the  deep  reflexes  are  usually  nornuil. 
It  may  be  increased.  Cases  of  Parkinson's  disease  occur  in  which  tremor  is  absent  : 
B  presence  of  the  other  signs  mentioned  above,  however,  should  suflice  for  its  reco<;nition. 
lateral  cortical  degeneration,  with  its  slowly  mcreasing  rigidity  and  muscular  weakness, 
d  its  set  facial  expression,  may  resemble  paralysis  agitans  ;  but  it  is  accompanied  by 
Dgressive  mental  failure,  increase  of  the  deep  reflexes,  sphincter  troubles,  and  the  other 
idences  of  cortical  degeneration. 
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II  the  rarer  instances  of  chronic  plumbism  that  exhibit  cerebral  symptoms  and  simulate 
general  paralysis  of  the  insane.  The  diagnosis  of  these  unusual  cases  would  be  difficult 
inless  a  suspicion  of  lead-poisoning  were  aroused,  either  by  a  history  of  exposure  to  the 
itoxication,  or  by  the  occurrence  of  other  signs  and  symptoms  of  plumbism  (see  p.  34) 

In  hysteria  the  clinical  picture  of  any  or  every  disorder  of  movement  or  sensation  may 
«  more  or  less  closely  reproduced  ;  and  tremors  of  every  variety  may  be  met  with  in 
lysterical  patients.  The  diagnosis  may  be  extremely  difficult  until  hysteria  is  suspected, 
rhen  it  may  be  confirmed  by  the  discovery  of  signs  and  symptoms  that,  singly  or  together, 
ure  pathognomonic  (p.  465).  The  diagnosis  of  hysteria  should  never  be  made  lightly  ; 
mt  only  after  a  careful  consideration  of  the  history,  signs,  and  symptoms,  and  when  all 
nridences  of  organic  disease  have  been  looked  for  and  found  wanting.  Unless  a  careful 
namination  be  made,  the  tremor  of  intracranial  tumour,  for  example,  or  of  disseminated 
iderosis,  may  be  wrongly  diagnosed  as  hysterical. 

Unilateral  Fine  Tremor  is  but  rarely  seen.  It  may  be  a  hysterical  manifestation, 
hinctional,  and  significant  of  no  underlying  lesion  of  the  central  nervous  system. 
Unilateral  tremor  may  occur  in  tumour  of  the  frontal  region  of  the  brain  ;  if  present,  it  occurs 
IB  both  arm  and  leg,  and  only  on  the  same  side  of  the  body  as  the  tumour.  The  patients 
will  often  exhibit  mental  changes,  such  as  inattention,  incoherence,  loss  of  memory, 
■Iterations  in  character ;    sometimes,  too,  irritative  phenomena  occur. 

Unilateral  fine  tremor  may  develop  on  either  the  same  or  the  opposite  side  of  the  body 
in  twnonr  of  the  mid-brain  and  sub-thalamic  region.  The  general  symptoms  of  cerebral 
tumour  will  be  present,  and  in  addition  certain  localizing  signs  may  make  their  appearance. 
The  chief  of  these  would  be  paralysis  of  the  third  nerve,  loss  of  sensibility  over  the  area 
applied  by  the  fifth  nerve,  eccentric  position  of  the  pupil,  defective  reaction  of  the  pupil 
to  light,  and  weakness  of  the  upward  movements  of  the  eyeballs. 

It  may  be  added  that  fine  tremors  occasionally  occur  in  the  paretic  limbs  after  hemi- 
fkgia.  The  history  of  the  case  and  the  presence  of  other  signs  characteristic  of  hemiplegia 
Aould  make  the  diagnosis  here  a  comparatively  straightforward  matter.  Fine  tremor 
Bny  be  seen  in  chorea^  and  may  be  unilateral  in  such  cases. 

COARSE   TREMOR. 

Coarse  tremors  may  develop  as  temporary  exaggerations  or  later  developments  of 
tbe  fine  tremors  occurring  in  several  of  the  morbid  states  already  considered.  Thus, 
ivben  the  body  is  thoroughly  chilled  or  fatigued,  or  when  a  patient  is  in  a  rigor,  the  initial 
fine  tremor  will  often  pass  on  into  a  very  coarse  tremor,  as  the  amplitude  of  the  involuntary 
aoscular  contractions  increases,  their  rhythm  remaining  much  the  same.  The  fine  tremor 
of  paralysis  agitans  or  general  paralysis  may  similarly  grow  into  a  coarse  tremor  ;  coarse 
tremors  are  not  infrequently  seen  in  hysteria.  The  diagnosis  in  all  these  cases  must  be 
Blade  on  the  lines  already  indicated. 

Coarse  tremor  is  met  with  sometimes  in  the  various  forms  of  familial  and  hereditary 
ataxia.  Thus  in  Friedreich's  disease  (p.  512),  in  addition  to  the  intention  tremor  considered 
below,  irregular  involuntary  motions,  described  as  coarse  tremors  in  some  cases,  as  chorei- 
ftiim  in  others,  take  place  in  the  arms  while  the  patient  is  at  rest.  Irregular  nodding  or 
tiemulous  movements  of  the  head  and  trunk,  also  occur  in  advanced  cases  ;  the  muscles 
of  articulation  and  of  the  face  may  exhibit  irregular  purposeless  contractions  or  quiverings 
••iien  conversation  is  attempted.  In  spino-cerebellar  ataxia,  irregular  choreiform  inove- 
iHents,  or  constant  tremors,  large  and  small,  may  be  seen  in  the  head,  trunk,  and  limbs 
•whenever  the  attempt  is  made  to  hold  them  steady,  but  imsupported.  Similar  disturb- 
ances have  been  recorded  in  cerebellar  ataxia  and  in  the  olivo-ponto-cerebellar  atrophy  of 
tkjerine  and  Thomas.  In  all  these  conditions  the  ataxia  is  the  prominent  symptom, 
the  coarse  tremor  being  no  more  than  an  occasional  epiphenomenon  ;  the  diagnosis 
tietween  them  must  be  sought  in  special  manuals,  and  also  under  the  heading  Ataxy 
<p.  55). 

The  coarse  tremor  of  the  affected  limbs  seen  in  patients  with  chronic  or  spastic  hemi- 
fkgia  or  diplegia,  and  in  some  other  cerebral  disorders,  is  a  variant  of  the  athetoid  or 
<^reiform  movements  that  are  characteristic  of  those  conditions.  They  are  considered 
^er  the  heading  Contractions  (Paramyoclonus  multiplex),  p.  137.  As  has  been 
OKntioned  already,  it  is  practically  impossible — were  it,  indeed,  desirable — to  draw  any 
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disorders  is  characteristically  an  Ataxy  (p  65).  It  also  occurs -in  some  cases  of  congenital 
or  acquired  cerebral  diplegia  of  backward  or  mentally  defective  children,  occasionally  appear- 
ing as  a  familial  disease,  and  characterized  by  bilateral  spastic  paralysis  affecting  the  limbs, 
or  limbs  and  body.  It  is  athetosis  that  is  characteristic  of  these  cases  :  but  disordered 
movements  of  all  sorts  occur  in  them.  In  addition,  the  sphincters  are  commonly  affected, 
the  deep  reflexes  are  increased,  optic  atrophy  or  inc(}uality  of  the  pupils  are  frequent  : 
and  if  the  patient  is  able  to  get  about,  a  spastic  or  '  scissor  '  cross-legjred  gait  is  to  be  seen. 
Congenital  cerebral  diplegia  in  which  the  spastic  weakness  is  most  marked  in  the  legs  is 
described  as  Liitle*8  disease.  The  intention  tremor  occurring  in  birth  palsy  or  in  infantile 
hemiplegia  has,  unfortunately  enough,  been  described  under  the  name  chorea  spastica. 

Intention  tremor  has  also  been  recorded  in  a  few  instances  of  lesion  of  the  superior 
cerebellar  peduncle,  corpora  quadrigemina^  or  optic  thalamus,  particularly  wlien  the 
tegmentum,  red  nucleus,  and  nibro-spinal  tract  are  involved.  It  may  be  noted  in  patients 
with  cjetra-cerebellar  tumours  growing  in  connection  with  the  eighth  nerve,  and  occupying 
the  posterior  fossa  of  the  skull  between  the  pons  and  cerebellum.  It  is  seen  in  a  certain 
proportion  of  the  cases  of  cerebellar  atrophy,  whether  the  degeneration  is  primary  paren- 
chymatous, progressive  and  due  to  interstitial  and  vascular  lesions,  or  acute  and  following 
some  acute  specific  fever.  Intention  tremor  is  also  present  in  some  patients  with  o/iro- 
pmio^erebellar  atrophy.    The  diagnosis  of  these  rare  instances  will  naturally  depend  upon 

the  development  of  other  general  and  localizing  signs  of  intracranial  disease. 

A.  ./.  Jfjt-Blake. 

TRISMUS,  or  lockjaw,  signifies  a  maintained  closure  of  the  jaws  by  tonic  muscular 
spasm,  so  that  the  mouth  cannot  be  opened.  It  is  seen  best  in  tetanus.  The  term  does 
not  include  mechanical  inability  to  open  the  jaws  owing  to  such  affections  as  mumps, 
•h'eolar  abscess  with  surrounding  inflammatory  oedema,  angina  ludovici,  quinsy  or  severe 
tonsillitis,  an  odontoma,  epithelioma  of  the  mouth,  myositis  ossificans,  and  so  forth  ;  but 
there  are  at  least  two  mechanical  conditions  that  may  not  at  first  sight  be  obvious,  but 
which  may  lock  the  jaws  together  and  simulate  true  trismus — impaction  of  a  wisdom  tooth, 
ind  arthritic  changes  in  the  temporo-maxillary  joint.  These  will  be  diagnosed  as  the  result 
of  a  eareful  local  examination  of  the  teeth  and  of  the  joint  respectively,  and  in  the  latter 
case  there  may  be  osteo-arthritic  changes  in  other  joints  also. 

Circumstantial  evidence  will  generally  serve  to  distinguish  trismus  due  to  hysteria 
or  to  facial  neuralgia  ;  and  if  there  is  any  doubt  at  first,  this  will  disappear  if  the  patient 
can  be  watched  for  a  while.  If  there  are  convulsive  seizures  in  a  hysterical  patient  with 
trismus,  they  can  generally  be  distinguished  from  those  due  to  tetanus  or  to  strychnine 
poisoning  by  their  polymor})hous  character,  and  by  the  fact  that  touching  the  patient, 
and  other  similar  stimulation,  does  not  bring  them  on  so  certainly  as  would  be  the  case 
with  strychnine  or  tetanus. 

The  rigidity  of  the  face  muscles  in  certain  cases  of  tuberculous  or  posterior  basal  or 
cerdnrospinal  meningitis  never  occurs  by  itself,  and  is  a  minor  symptom  amongst  others 
that  point  to  the  correct  diagnosis.     The  same  applies  to  epilepstf  and  to  uro'mia. 

Hailngerlng  may  sometimes  take  the  form  of  lockjaw,  and  it  may  be  a  little  while 
before  the  fraud  can  be  detected  ;  sleep  is  sure  to  come  in  time,  and  as  the  result  of  fatigue 
the  malingerer's  muscles  relax  completely. 

Catalepsy  may  include  trismus  amongst  its  varieties  of  maintained  muscular  con- 
tractions ;  the  general  mental  symptoms  will  assist  the  diagnosis,  and  as  a  rule  there  are 
no  convulsive  seizures. 

Trtebinosift  is  very  rare  nowadays,  but  if  infected  pork  is  eaten  raw,  or  insulliciently 
cooked,  the  larvae  of  the  parasites  find  their  way  to  many  different  muscles,  and  tliey  show 
some  predilection  for  those  of  the  tongue,  mouth,  and  jaws.  The  resultant  irritation,  ])ain, 
and  stiffhess  cause  trismus,  whose  nature  may  be  difiicult  to  determine  unless  the  history 
points  to  pork  as  the  origin.  The  patient  is  ver>'  ill  in  the  earlier  stages,  with  high  fever, 
and  the  condition  is  often  fatal.  There  may  be  an  epidemic  of  the  malady.  The  blood 
exhibits  eosinophilia.  The  final  criterion  of  the  diagnosis  is  the  discovery  of  the  typical 
parasites  coiled  up  in  their  little  oval  cysts  amongst  the  affected  muscle  fibres.  In  a 
certain  proportion  of  acute  eases  the  embryos  can  be  detected  in  films  prepared  from  the 
centrifugalized  deposit  from  5  e.c.  of  the  patient's  blood  after  the  red  corpuscles  have  been 
laked. 
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of  neighbouring  parts,  central  ulceration,  and  (except  in  rodent  ulcer,  for  which  sec 
Ulceration  of  Face,  p.  735)  a  tendency  to  the  formation  of  secondary  growths  in 
lymphatic  glands,  in  viscera  and  elsewhere.  Epitheliomata  have  a  predilection  for  the 
natural  orifices,  for  such  moist  parts  as  the  glans  penis,  for  exposed  regions,  and  parts 
exposed  to  friction  and  trivial  injuries.  A  wart,  a  mole,  an  ulcer,  lupus  vulgaris  lesions, 
or  an  ;r-ray  cicatrix,  may  be  the  starting-point.  If  the  tumour  begins  in  the  skin,  it 
appears  first  as  a  papule ;  if  in  a  gland,  as  a  nodule.  In  the  former,  the  more  fretjuent 
case,  the  papule  becomes  firmer  and  extends  laterally  ;  infiltration  is  evidenced  by  the 
bard,  raised,  pearly  border.  Ulceration  occurs  in  the  centre  of  the  growth  while  extension 
k  proceeding  in  the  depths  and  at  the  sides.  If  the  necrotic  process  involves  the  vascular 
tame,  there  is  more  or  less  hemorrhage.  If  the  lateral  extension  predominates,  the 
diflooid  type  of  epithelioma,  as  in  sweep^s  cancer  of  the  scrotum,  is  the  result :  the  surface 
k  raised,  with  a  steep  border,  and  is  bright-red,  with  a  firm,  granular  surface.  If  the 
gianulations  are  of  large  size,  the  growth  is  of  the  papillary  type.  The  chief  diagnostic 
features  of  epithelioma  are  :  the  origin  as,  usually,  a  single  growth,  the  site,  the  starting- 
point,  the  slight  discharge,  the  characteristic  border,  the  secondary  growths  in  glands 
tod  elsewhere.  From  a  wart  or  a  mole,  epithelioma  can  be  distinguished  conclusively 
only  by  microscopical  examination  or  by  long-continued  observation,  and  should  signs 
of  ulceration  or  crustation  appear  in  such  growths,  epithelioma  should  be  suspected.  The 
lo-called  tubercular  ulcerating  syphilides  are,  as  a  rule,  multiple,  and  not  rounded,  but 
nther  segmental.  (For  the  diagnosis  of  epithelioma  from  lupus  vulgaris,  see  under 
Nodules,  p.  402). 

Sarcoma  of  the  skin  is  most  frequently  secondary-  to  growths  commencing  in  the 
Ipnphatic  glands  or  the  deeper  structures.  Sarcomata  vary  considerably  in  colour,  from 
reddish  to  brown  or  bluish-black,  and  also  in  consistence  ;  those  of  the  spindle-celled  type 
are  fairly  firm,  the  small-celled  ones  soft,  with  all  interv^ening  grades  of  density.  They 
may  appear  in  any  part  of  the  body,  but  are  often  found  on  moles,  warts,  and  ulcers.  The 
diagnosis  usually  depends  upon  histological  examination,  and  it  must  suffice  to  say  that 
t  tumour  which  arises  in  previously  healthy  skin,  or  in  a  mole  or  wart,  or  at  the  site  of  an 
injury,  which  is  soft  and  reddish  from  the  vascularity  that  is  a  marked  feature  of  this  kind 
of  tumour,  or  bluish  from  pigment,  and  which,  after  a  period  of  slow  growth,  enlarges 
fapidly,  projects  above  the  surface,  and  readily  ulcerates  and  bleeds,  is  probably  a  sarcoma. 

In  the  early  stage  of  mycosis  fungoides  the  lesions  are  dull-red  or  livid  patches,  some- 
times slightly  tinged  with  yellow,  varying  in  size  from  the  area  of  a  finger-nail  to  that  of 
the  palm  of  the  hand,  with  border  sometimes  well  marked,  sometimes  fading  off,  most 
frequently  raised  or  thickened,  but  occasionally  flat.  At  first  the  patches  are  smooth  and 
dry,  afterwards  they  become  scaly,  and  later  still  they  may  be  moist  or  covered  with 
crusts.  Presently  the  surface  becomes  infiltrated,  and  tumours  as  small  as  a  pea  or  as 
hige  as  an  apple,  firm  and  lobulated,  broader  at  the  free  than  at  the  attache<l  end,  and 
•omewhat  resembling  tomatoes,  project  above  the  level  of  the  skin  ('  fungoides  *).  As 
%  rule,  pr(>gressive  thickening  occurs,  leading  on  to  fungation.  The  lymphatic  glands 
>tiay  be  enlarged  throughout  the  body.  In  the  premycotic  or  eczematous  stage — which 
is  sometimes  absent — the  diagnosis  may  hesitate  between  mycosis  fungoides  and  an 
^Gzematous  or  urticario-eczematous  condition,  and  in  some  cases  it  may  be  iiii|)()ssit)Ie 
•t  this  stage  to  distinguish  definitely  between  the  two  ;  but  in  mycosis  fungoides  the 
lesions  will  make  little  response  to  therapeutic  measures,  the  red  of  the  patches  may  be 
9i%iitly  tinged  with  yellow,  and  they  are  more  persistent  than  those  of  eczema.  The  only 
malignant  condition  which  mycosis  fungoides  in  the  mycotic  stage  at  all  resembles  is 
aarooma,  but  there  is  seldom  any  difficulty  in  distinguishing  between  the  two. 

The  initial  lesions  of  xeroderma  pigmentosum  (Kaposi's  disease)  are  small  spots 
icsembling  freckles,  but  rather  darker,  which  appear  chiefly  on  the  face,  neck,  arms  and 
legs,  and  generally  begin  within  the  first  two  years  of  life.  I'sually  they  disappear  in 
winter  and  return  in  sununer  ;  but  after  a  time  they  become  permanent,  and  often  (juite 
black.  At  first  the  condition  suggests  nothing  but  excessive  freckling,  but  presently  amid 
the  *  freckles '  appear  white,  glazed,  atrophic  spots,  telangiectases,  and  superficial  ulcers 
iliacharging  pus  which  dries  into  yellow  crusts.  After  some  years,  small,  warty-looking 
fvowths  develop  on  the  'freckles.'  Tumours  now  form  and  ulcerate,  producing  fungous 
Oiaases,  and  the  process  extends  both  widely  and  deeply,  and  destroys  every  tissue  it 
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to  confusion  with  acne,  but  if  the  lesions  are  punctured  they  will  pn>ve  to  be  solid.  In 
the  same  stage  the  lesions  may  simulate  those  of  lichen  planus,  but  the  resemblance  soon 
disappears. 

Rhinoscleroma  begins,  usually  before  the  age  of  forty,  in  and  around  the  nostrils  as 
nodules  in  the  cutis,  and  in  the  deeper  layers  of  the  mucous  membrane.  Thes<'  coalesce 
to  form  a  hard,  smooth,  glistening  growth  which  spreads  inwards  from  the  lip  and 
downwards  to  the  pharynx  from  the  posterior  nares.  The  growth  does  not  break  down 
spontaneously,  but  is  generally  slowly  progressive.  It  is  not  likely  to  be  mistaken  for 
anything  but  epithelioma,  which  is  prone  to  ulcerate,  generally  has  infiltrated  edges,  seldom 
attacks  the  upper  lip,  and  usually  begins  later  in  life.  In  rhinophynia,  pustules  are  often 
pment,  the  growth  is  soft,  and  there  is  vascular  dilatation. 

In  colloid  milium,  small,  yellow,  cyst-like  formations  containing  a  gelatinous  substance 
appear  in  the  skin,  chiefly  on  the  upper  part  of  the  face.  They  may  become  depressed 
in  the  centre  and  be  absorbed  slowly,  or  may  inflame  and  dry  up.  The  only  condition 
from  which  colloid  milium  needs  to  be  distinguished  is  epithelioma  adenoides  cysticum,  in 
which  the  tumours,  shining  and  translucent,  contain  one  or  more  white,  brightly  refracting, 
milium-like  bodies.  The  face  is  the  part  attacked  most  fre()uently,  but  the  growths  may 
appear  on  almost  any  part  of  the  body.  They  are  not  yellow,  like  the  growths  in  colloid 
mOium,  nor  are  they  soft. 

Keratosis  foUictdaris  begins  as  small  brown  or  yellow  cnists,  hard  and  dr\%  which, 
when  detached  from  the  underlying  tissue,  are  found  to  present  on  their  under  surface 
tioftish  prolongation  which  dips  into  a  follicle.  At  first  discrete,  the  lesions  may  become 
eonfluent,  and  there  is  thickening  of  the  affected  parts  until  nodular  masses  are  formed. 
bom  which  oozes  an  offensive  discharge.  The  affection  is  slowly  progressive.  At  the 
outset  the  condition  may  be  mistaken  for  keratosis  pilaris,  but  it  is  not  confined  to  the 
■tuations  affected  by  that  disease.  The  prolongation  into  a  follicle  gives  it  some 
resemblance  to  molluscum  contagiosum,  but  it  has  a  less  limited  distribution,  nor  have 
the  growths  the  pearly  appearance  of  the  molluscum  bodies,  while  the  aperture  in  the 
individual  lesions  is  larger.  Malcolm  Morris. 

TYMPANITES.— (See  Meteorism,  p.  388). 

ULCERATION  OF  THE  CORNEA.— The  course  of  all  corneal  ulcers  conforms  to  a 
general  type,  though  the  clinical  varieties  may  var>'.  The  process  begins  with  an  infiltra- 
tion in  the  substance  of  the  cornea,  either  central  or  peripheral  ;  the  result  of  this  infiltra- 
tion is  a  local  loss  of  transparency,  though  in  early  stages  the  surface  of  the  cornea  may  still 
tvtain  its  polish.  The  infiltration  proceeds  to  suppuration,  which  is  followed  by  a  loss  of 
iubstance,  the  corneal  surface  being  dull  and  irregular,  and,  in  the  centre  of  the  ulcer, 
depressed  below  the  surrounding  level.  The  base  of  the  ulcer  is  grey  or  yellowish,  and  the 
sunounding  portion  of  the  cornea  may  be  opaque  with  more  or  less  grey  infiltration. 

The  suppuration  is  followed,  in  cases  which  have  a  favourable  termination,  by  vascular- 
ixatbn,  superficial  vessels  from  the  surn)unding  conjunctiva  encroaching  on  the  cornea  and 
invading  the  suppurating  area.  The  vascularization  is  followed  by  cicatrization,  the  s(ir- 
fccc  of  the  cornea  again  becoming  (lolishcd  but  flattened  and  opaque.  The  opacities  result- 
ing from  corneal  ulcers  are  localized,  well  defined  and  opaque,  in  contrast  to  the  diffuse 
indefinite  haze  which  follows  such  non-suppurative  forms  of  inflammation  as  interstitial 
iKmtitis.  Corneal  ulcers  may  not  heal,  but  occasionally  lead  to  perforation  of  the  cornea, 
prolapse  and  adhesion  of  the  iris,  anterior  polar  cataract,  or  panophthalmitis.  Iritis,  irido- 
cyclitis, and  pus  in  the  anterior  chamber  (hypopyon)  may  also  be  associate<l  conditions. 
The  usual  subjective  symptoms  are  pain,  photophobia,  and  lachrymation.  The  presence 
of  corneal  ulcers  is  demonstrated  most  satisfactorily  by  the  instillation  of  a  drop  or  two  of 
fluorescein,  which  stains  necrotic  corneal  ef)ithelium  or  exposed  corneal  substance,  green. 
Hic  brightly-stained  ulcer  shows  up  in  marked  contrast  to  the  surrounding  clear  cornea. 

Corneal  ulcers  may  occur  in  the  following  clinical  varieties  :  — 

Catarrhal,  or  simple  infective  ulcers.  These  usually  occur  as  minute  grey  infiltrated 
«pots  in  the  centre  or  periphery  of  the  cornea.  They  heal  very  rapidly  as  a  rule.  They  may 
follow  injury  to  the  corneal  epithelium  by  foreign  bodies,  or  may  be  ass<K*iatc(l  with  acute 
conjunctivitis  or  rhinitis. 
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tuberculous  glands  or  other  similar  lesions,  positive  reaction  to  the  various  tuberculin 
(ts,  and,  most  conclusively  of  all,  upon  the  detection  of  tubercle  bacilli  in  the  discharge 
►m  the  ulcer  itself.  Herbert  L,  Eason. 

ULCERATION  OF  THE  FACE.— The  ulcers  most  often  met  with  on  the  face  are 
30US,  scrofulous,  syphilitic,  or  malignant.  In  lupus  vulgaris,  the  ulceration  is  extremely 
ronic.  The  lesion  begins  as  a  papule,  develops  into  a  nodule,  and  after  a  while,  in  the 
ijority  of  cases,  the  lupous  tissue  breaks  down  and  forms  a  granular  sore  covered  with 
eenish-black  crusts  ;  but  around  the  ragged  edge  will  still  be  seen  the  characteristic 
pple-jelly '  nodules  in  different  stages  of  development.  The  ulceration  may  extend 
rough  the  whole  thickness  of  the  skin  and  may  become  the  seat  of  warty  vegetations, 
the  nose,  where  the  integument  is  thin,  it  may  cause  necrosis  of  cartilage.  The  course 
e  pathological  process  runs,  from  the  papule  onwards,  as  here  described,  and  the  frequent 
esence  of  the  different  lesions  simultaneously,  shed  sufficient  light  on  the  character  of 
e  ulceration.  I  need  only  say  further  that  the  ulcer  of  lupus,  however  deeply  it  may 
tend,  never  erodes  bone.  This  alone  is  sufficient  to  differenttate  lupus  from  the  ulcers 
syphilis  and  cancer.     It  nearly  always  begins  before  the  age  of  twenty. 

In  the  ulcers  of  scrofula,  though  they  have  no  absolutely  distinctive  characters,  it 
1  often  be  noticed  that  the  edge  is  undermined  and  the  surrounding  skin  blue  and  of 
7  vitality.  Their  occurrence  in  children  of  strumous  aspect,  or  in  elderly  persons  who 
ir  the  stigmata  of  scrofulous  lesions  dating  from  childhood,  and  their  tendency  to  become 
"onic  owing  to  the  feeble  resistance  offered  by  the  tissues  to  morbid  processes,  leave  no 
»m  for  doubt  as  to  their  true  nature. 

It  is  in  the  late  secondary  and  the  tertiary  stages  of  syphilis  that  cutaneous  lesions 
the  face,  as  elsewhere,  are  prone  to  ulceration,  instead  of  to  the  resolution  to  which 
deal  secondary  syphilides  tend.  The  whole  structure  of  the  skin,  or  mucous  membrane, 
requently  involved,  the  ulceration  is  deep,  and  the  ulcers,  while  healing  in  the  centre, 
prone  to  extend  at  the  margins,  and  so  assume  the  characteristic  circinate  or  serpiginous 
n.  The  appearance  of  the  ulcers,  with  the  history,  and  the  marks  of  earlier  syphilitic 
3ns,  will  supply  all  the  guidance  the  diagnostician  needs  ;  Wassermann^s  serum  test 
the  effects  of  mercury  and  iodide  of  potassium  or  salvarsan  may  serve  to  clinch  the 
^osis. 

As  a  rule  rodent  ulcer  occurs  in  persons  of  more  than  middle  age,  and  its  favourite 

Its  of  attack  are  the  outer  edge  of  the  orbit  and  the  side  of  the  nose.     It  begins  as  a 

11,  circumscribed  nodule,  dull  brownish-red  in  colour,  fiat,  depressed  in  the  centre, 

firm  to  the  touch.     After,  it  may  be,  years,  the  cuticle  covering  it  is  broken,  and  an 

r  is  formed  with  depressed  granular  centre  and  infiltrated  border.     Very  slowly  this 

nds,  both  in  circumference  and  in  depth,  infiltrating  and  destroying  the  subjacent 

les,  including  bone.     Usually  the  destruction  of  the  underlying  parts  is  more  marked 

le  centre,  so  that  the  ulcer  becomes  crateriform.     Its  invariable  features — ^the  incon- 

•able  suffering  it  inflicts,  the  singular  slowness  of  its  progress,  its  depressed  centre, 

the   firm,   raised,   rolled   edge,   its   failure   to   affect   neighbouring  glands,   and   its 

rability  except  by  extirpation  or  by  physiotherapy — are  so  characteristic  as  to  leave 

scope  for  diagnosis.     Epitheliomatous  in  structure,   it  differs  from  epithelioma  in 

the  latter  growth  has  a  very  hard  and  everted  edge,  and  a  foul  base  roughened  with 

ulation,  is  often  attended  by  severe  pain,  is  much  more  rapid  in  its  course,  and  infects 

;lands  in  its  vicinity.   It  differs  from  lupus  vulgaris  in  its  mode  of  onset,  in  the  absence 

e  '  apple-jelly  '  nodules,  and  in  not  being  a  disease  that  starts  in  childhood.     It  may 

iagnosed  from  tertiary  syphilitic  ulcers  by  the  characters  described  above,  and  also 

8  usually  solitary  character  and  its  resistance  to  treatment.  Malcolm  Morris. 

ULCERATION  OF  THE  FOOT.— The  ulcer  which  attacks  the  foot  specially,  though 
xclusively,  for  the  hand  may  be  affected  in  the  same  way,  is  that  known  as  perforating 
(Fig,  297).  The  exciting  cause  is  pressure  upon  or  injury  to  a  foot  in  which  there 
jrference  with  the  nerve  supply,  either  from  peripheral  lesion,  as  in  peripheral  neuritis, 
►m  damage  to  the  nerve-trunk,  as  in  leprosy,  syphilis,  or  diabetes  mellitus,  or  to  the 
-centre,  as  in  tabes  dorsalis  and  general  paralysis.  Tlie  commonest  situation  of  the 
is  at  the  point  of  greatest  pressure — the  under  aspect  of  the  metatarso-phalangeal 
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Fig.  298. — Diagram  of  a  fmmmatous  ulcer. 
Oleanlj  punched  oat.    Slough  on  baae. 


lie  presence  of  vancose  veins  associated  with  an  ulcer  will  usually  lead  to  the  conclusion 
hat  the  latter  is  dependent  on  the  former,  and  that  view  will  probably  be  correct,  but  it 
lay  not  be  the  whole  truth,  for  syphilitic  and  varicose  ulcerations  may  be  present  at  the 
ime  time.  Before  the  introduction  of  Wassermann's  test  for  syphilis  it  was  common 
ractice  to  give  antisyphilitic  remedies  in  order  to  clear  up  the  diagnosis,  and  this  may 
ill  be  done  when  the  serum  test  cannot  be  carried  out. 

Lymphatic  Obstmction  also  leads  to  loss  of  nutrition,  and  ulceration  may  result.  The 
ist  instance  is  seen  in  elephantiasis  due  to  Filaria  sanguinis  hominis.  In  this  country 
ephantiasis  is  rare.  Other  instances  that  may  be  cited  are  swellings  of  the  leg  following 
badly  united  fracture  ;  the  cicatricial  contractions  of  extensive  bums  ;  phlegmasia  alba 
liens,  or  white  leg,  during  pregnancy  or  after  labour. 

AUieroma  of  the  Arteries  leads  to  a  feeble  or  imperfect  circulation  of  the  blood,  and  so 
loss  of  nutrition.  Ulcerative  conditions  of  the  lower  part  of  the  leg  are  therefore  common 
such  cases,  and  even  gangrene  may  result. 

Old  Age, — Owing  to  a  weaker  condition  of  the  tissues,  ulcers  are  much  more  frequent 
old  people  than  in  the  young. 

Cold, — ^A  similar  condition  is  brought  about  by  exposure  to  cold,  especially  in  persons 
lose  nutrition  is  imperfect,  whether  from  bad  or  insufficient  food.  The  first  effect  of 
d  is  to  produce  a  chUblain  ;  this  if  rubbed  or  irritated  may  degenerate  into  an  ulcer. 

Trauma, — In  a  normal  individual,  any  lesion  of  the  skin^of  the  leg,  such  as  that  caused 
a  kick,  a  scratch,  or  a  cut,  will  heal  quickly,  and  no  ulcer  result.  Circumstances  may 
*e  which  interfere  with  the  healing  process.  Perhaps  the  most  frequent  cause  which 
is  to  the  formation  of  an  ulcer  is  infection  with  pyogenic  organisms,  and  the  prevention 
the  discharge  from  the  wound.  Occasionally  there 
also  accidental  contamination  of  the  wound  with 
le  specific  organism,  such  as  that  of  diphtheria  or 
gedacna. 

An  important  cause  cf  want  of  healing  of  an  ulcer 

iterference  with  its  contraction.     If  contraction  is 

ossible,  as  when  a  sore  is  situated  over  and  adherent 

bone,  healing  may  come  to  a  standstill. 

Deficient  Innervation   leads   to  loss    of   nutrition. 

mples  are  seen  in  infantile  palsy;  rubbing  of  the 

;  or  pressure   of   an   instrument    is    prone   to    be 

wed  by  an  obstinate  ulcer.     In  cases  of  hemiplegia, 

I  when  the  patient  is  lying  on  a  water-bed,  ulcera- 

in  the  form  of   bedsores  will   occur  much   more 

lly  on  the  paralyzed  side  than  on  the  other.     Per- 

ing  ulcer  of  the  foot  is  a  well-known  sequel  of  tabes 

His,  its  other  common  cause  being  diabetes  mellitus ; 

ation  and  Gangrene  (p.  255)  are  prone  to  occur 

ise  the  resistance  of  a  diabetic  individual  to  micro- 

lisms  is  lowered,  also  because  the  arteries  are  often 

omatous,  and  possibly  because  the  innervation  of 

vhole  body  is  interfered  with. 

nfecUve  Ulcers. — The   legs  may  be  attacked   by 

'orm   of  acute  infective  ulcer,  such  as  anthrax  or 

pr«,  but  such  an  event  is  rare.     The  chief  ulcers 

belong  to  this   group   are   chronic,   and  due   to 

lis  or  tuberculosis. 

Syphilitic  Ulcers  are  the  result  of  gummata  which 

formed  in  the  subcutaneous  tissues.  These  ulcerated  gummata  are  almost  always 
ir,  and  present  a  punched-out  appearance  (Fig.  208)  ;  they  are  generally  multiple 
end  to  run  into  each  other,  so  that  the  ulcer  has  a  serpiginous  outline.  They  tend 
\\  at  one  side  while  they  progress  at  another.  The  scars  are  thin  and  supple,  and  if 
I  lower  part  of  the  leg,  usually  pigmented  round  the  edges,  white  and  slightly 
»ed  in  the  centre.  Gummata  are  often  found  with  varicose  veins  or  ulcers,  and  it 
probable  that  the  low  state  of  nutrition  of  the  tissues  caused  by  the  obstruction  of 
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Fig.  209. — Diagram  of  a  tuberculous  ulcer. 
Undermined  edges  with  perforations  and  tags. 


Fig.    300. — Diagram  of  ■  an    epitheliomatous 

ulcer.  Growth  in  excess  of  dent  ruction. 
A ,  Normal    skin ;    B,    Heaped-up    edges ;     (7, 
Ulcerated  portion. 


Fig.  .101. — Diagram  of  a  rodent  ulcer. 

A,  Normal  skin;    li,  Smooth,  wire-like  edi^es 
C,  Shallow  cavity. 
(From    Introduction    to    Surgery, 
by    Prof.    Rutherford    Morison.) 
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venous  return  is  favourable  to  their  formation.  Diagnosis  can  in  most  cases  be  made  on 
the  distribution  and  shape  of  the  ulcer,  especially  if  they  are  on  the  outer  aspect  of  the 
lower  third  of  the  leg ;  on  the  presence  of  other  signs  of  syphilis ;  and  on  the  cfTect  of  gixing 
iodide  of  potassium  or  salvarsan.     In  cases  of  doubt,  a  Wassermann's  reaction  is  of  senice. 

Tuberculous  Ulcer  usually  follows  the  formation  and  bursting  of  a  tuberculous  abscess, 
starting  either  in  the  subcutaneous  tissue  or  in  a  bone,  and  the  history  may  help  materially 
in  diagnosis.  The  ulcer  is  very  chronic,  and  is  characterized  by  undermining  of  the  skin 
for  a  considerable  distance  from  the  edge  {Fig.  299).  The  surface  is  pale,  and  the  granu- 
lations are  vcr>'  small,  with  here  and  there  small  areas  of  caseation.  Primary  tuberculosis 
of  the  skin,  or  lupus,  is  not  often  found  on  the  leg,  though  it  may  occur  there  as  in  any 
other  part  of  the  skin.  A  useful  guiding  rule  is  that  lupus  never  starts  later  than  the  age 
of  twenty  and  lasts  for  years,  whereas  a  gununa  starts  at  a  later  period  and  tends  to  hral 
spontaneously.  In  lupus  the  chief  characteristic  is  the  presence  of  minute,  semi-trans- 
parent nodules  at  the  margin  of  the  ulcer  and  in  the  skin  around,  resembling  apple  jelly. 
If  further  methods  of  diagnosis  are  required,  a  diagnostic  injection  of  Koch^s  old  tuberculin 
may  be  used,  or  von  Pirquet's  skin  test  applied.  A  particular  variety  of  tuberculous  ulcer 
of  the  legs  is  described  on  p.  404  under  the  heading  of  Bazin^s  disease,  or  erythema 
induratum  scrofulosorum. 

Ulcerating  Tumours. — Epithelioma  may  develop  in  a  simple  varicose  ulcer  that  has 
existed  for  many  years.  The  change  may  be  very  slow,  or  rapid.  The  ulcer  spreads,  the 
edges  become  heaped-up,  everted,  and  indurated  (F^.  300).  The  femoral  lymphatic 
glands  become  enlarged,  and  if  the  disease  is  allowed  to  progress,  the  bone  is  attacked.  If 
any  doubt  arises  as  to  a  change  in  the  character  of  an  ulcer,  a  piece  from  the  edge  should 
be  removed  for  histological  examination. 

Rodent  Ulcer  (Fig.  301)  usually  attacks  the  face  (p.  735),  though  it  may  be  found  on 
any  part  of  the  body. 

Sarcoma,  starting  in  the  deeper  tissues,  may  fungate  through  the  skin,  which  has  given 
way  before  the  pressure  of  the  tumour.  George  E.  GojJt. 

ULCERATION  OF  THE  THROAT.— (See  Sore  Throat,  p.  613.) 

ULCERATION  OF  THE  TONGUE.— To  enable  a  good  \iew  to  be  obtained  of  the 
affected  part,  the  patient  should  be  seated  in  a  strong  light  and  the  protruded  tongue  gently 
wiped  with  a  piece  of  soft  linen  to  remove  moisture.  The  presence  of  an  ulcer  being 
ascertained,  its  nature  may  be  considered  under  the  following  heads  : — 

1.  Carcinomatous  !    4.  Tuberculous 

2.  Syphilitic  5.  Dyspeptic 

3.  Dental  '    6.  Ulcer  in  connection  with  stomatitis. 

Carcinomatous  Ulcer  is  much  commoner  in  men  than  in  women,  probably  owing  to 
the  fact  that  chronic  glossitis  due  to  smoking  and  syphilis  is  more  conunon  in  the  male 
sex.  It  is  practically  unknown  before  the  age  of  thirty,  and  rarely  starts  before  forty- 
five.  The  ill  and  wearied  expression  of  the  patient  may  awaken  suspicion  before  the  tongue 
is  seen,  for  the  pain  and  trouble  caused  by  an  epithelioma  have  a  rapid  and  marked  effect 
The  tongue  in  a  normal  individual  can  be  protruded  from  one  to  one  and  a  half  incbs 
beyond  the  teeth  ;  if  the  protrusion  is  limited,  or  if  the  tongue  is  not  protruded  strict, 
it  can  generally  be  inferred  (except  in  cases  of  paralysis)  that  there  is  some  tumour  binding 
it  down.  The  position  of  the  ulcer  is  to  be  studied,  and  its  relation  to  any  sharp  and  carious 
tooth.  Usually  an  epithelioma  is  on  the  side  of  the  tongue,  but  there  is  no  rule ;  it  may 
be  an>^where  on  the  upper,  lateral,  or  under  surfaces,  or  on  the  floor  of  the  mouth. 

As  regards  the  ulcer  itself,  the  typical  appearance,  when  fairly  developed,  may  be 
described  as  irregular,  deep,  foul,  sloughy,  with  raised  nodular  everted  edges,  and  a  sur- 
rounding area  of  induration.  The  lymphatic  glands  are  enlarged  and  hard,  and  they  may 
be  fixed.  The  submaxillary  set  is  generally  the  first  affected,  but  the  disease  sometimes 
misses  these  and  infects  the  carotid  and  even  the  supraclavicular  glands.  Examination, 
therefore,  should  not  be  concluded  before  the  whole  of  the  neck  had  been  palpated.  The 
diagnosis  should  have  been  made,  however,  before  the  disease  had  developed  thus  far ;  i*^ 
its  earliest  stages  an  epithelioma  may  be  represented  by  a  superficial  ulcer  no  more  than 
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sixteenth  of  an  inch  in  diameter,  by  a  crack  or  a  small  lump,  without  any  enlargement 
f  the  glands.  In  all  these  conditions,  however,  the  ulcer  is  already  hard,  and  very 
*8istant  to  any  form  of  treatment.  Any  ulcer  of  the  tongue  occurring  in  a  middle-aged 
lan,  and  lasting  for  more  than  two  or  three  weeks,  should  awaken  suspicion. 

Diagnosis  from  Syphilitic  Ulcer, — This  may  be  a  very  real  difficulty,  owing  to  the  fact 
lat  the  two  conditions  may  exist  side  by  side,  and  that  the  syphilitic  leucoplakia  or 
iucomic  wart  may  be  the  actual  precursor  of  a  cancer.  A  positive  Wassermann's  reaction, 
lercfore,  is  not  proof  that  an  epithelioma  is  not  present.  If  a  well-formed  gumma 
present,  antisyphilitic  remedies  soon  make  a  great  change  in  its  appearance,  and  a  dia- 
(losis  may  be  made  in  this  way,  but  not  more  than  ten  or  fourteen  days  should  be  allowed 
)  pass  in  uncertainty.  There  are  many  cases  in  which  the  cleverest  surgeon  is  in  doubt, 
id  seeing  the  rapid  course  this  disease  runs,  and  the  vital  importance  of  securing  an  early 
agnosis,  it  is  urged  here  with  the  greatest  possible  insistence  that  the  only  certain  method, 
id  the  one  to  be  employed  early,  is  that  of  taking  out  a  piece  of  the  ulcer,  or,  if  small, 
le  whole  ulcer,  and  submitting  it  to  histological  examination. 

Diagnosis  from  Dental  Ulcer. — ^The  ulcer  in  this  case  is  caused  by  a  bad  tooth,  and 

erefore  is  in  a  position  on  the  tongue  corresponding  to  the  latter.     Further,  the  ulcer  is 

ft  to  the  touch,  and  heals  rapidly  when  the  offending  tooth  is  stopped   or  extracted. 

lere  is  seldom  difficulty  in  differentiation  except  when  the  ulcer  is  of  very  long  standing. 

Syphilitic   Ulcer. — ^This  may  be   primary,    secondary,  or  tertiary.     Primary  Syphilis 

Chancre  is  certainly  rare  on  the  tongue  and,  owing  partly  to  its  rarity  and  partly  to  the 

Jt  that  it  is  unexpected,  it  is  frequently  missed.      It  is  more  common  in  men  than  in 

»men,  but  it  may  occur  even  in  children.     It  starts  as  a  small  pimple,  which  ulcerates 

d  becomes  indurated,  though  the  induration  is  not  so  marked  as  when  it  is  situate  on 

i  glans  penis.    The  appearance  of  a  secondary  rash  with  general  enlargement  of    the 

nphatic  glands  would  indicate  the  diagnosis  with  certainty,  which  might  be  confirmed 

Wassermann^s  serum  reaction,  and  the  detection  of  spirochaeta;  (Plate  XXVIII,  Fig.  J, 

614)  in  serum  from  the  sore.     Furthermore,  the  sore  heals  rapidly  under  the  influence 

mercurv. 

Secondary  Syphilis  manifests  itself  by  the  formation  of  mucous  patches  and  superficial 

ers.     The  latter  are  almost  always  multiple,  and  situated  along  the  edges  and  tip  of 

tongue,  and  with  them  are  also  found  similar  sores  on  the  mucous   membrane  of  the 

ek,  lips,  palate,  and  tonsil,  and  at  the  edges  of  the  mouth.     The  ulcers  are  small,  round, 

aful,  with  sharply  cut  edges  and  a  greyish  floor.     Other  secondary  symptoms  will  be 

$ent  to  make  the  diagnosis  clear. 

Tertiary  Syphilis  or  Gummatous  Ulcerations. — ^These  are  divided  into  superficial  and 

p.     Superficial  gummata  begin  as  small  round-celled  infiltrations  in  the  mucous  and 

mucous  tissue.     The  ulcers  are  usually  shallow,  often  irregular  and  associated  with 

mic  glossitis,  fissures,  and  leucoplakia.     They  are  extremely  important,  for,  as  stated 

ve,  such  a  condition  is  often  followed  by  an  epithelioma.     They  are  also  very  resistant 

intisyphilitic  remedies  other  than  salvarsan.     The  ulcers  themselves  are  not  at  first 

irated,  but  if  surrounded  by  interstitial  fibrosis  may  appear  hard  ;   therefore  a  histo- 

;al  examination  is  eminently  desirable  if  there  is  the  least  doubt.     A  deep  gumma  starts 

hard  swelling  in  the  substance  of  the  tongue  ;  later  it  softens,  breaks  down,  and  shows 

f,  generally  in  the  middle  line,  as  a  deep  cavity  with  irregular,  soft,  undermined 

3,  and  a  wash-leather-like  slough  at  its  base.     It  is  not  painful,  and  does  not  increase 

ressively  in  size.      The  important  thing  is  to  distinguish  it  from  epithelioma    and 

rculous  disease.     Unlike  epithelioma,  it  is  not  hard,  and  its  history  is  short.     Further- 

%  it  yields  very  rapidly  to  potassium  iodide  or  salvarsan. 

Dental  Ulcer  is  due  to  repeated  small  injuries  from  the  sharp  edge  of  a  decayed  tooth, 
therefore  situated  in  such  a  position,  generally  on  the  side  of  the  tongue,  that  it  is 
site  the  tooth.  The  ulcer  is  single,  small,  superficial,  and  not  indurated  unless  it  is  of 
standing.  It  is  therefore  not  easily  mistaken  for  any  other  kind  of  ulcer,  or  if  doubt 
3  it  is  allayed  by  the  healing  of  the  ulcer  on  stopping  or  extracting  the  tooth, 
rhere  is  a  form  of  dental  ulcer  which  is  found  on  the  fraenum  of  the  tongue  in  children 
*ing  from  whooping-cough  ;  during  the  violent  expiratory  spasms  peculiar  to  the 
8,  the  under  surface  of  the  tongue  may  suffer  from  rubbing  over  the  lower  incisor 
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Tuberculous  Ulcer  of  the  Tongue  is  rare,  but  it  occurs  at  that  period  of  life  during 
which  tuberculous  disease  of  the  lung  is  conunon,  that  is  to  say,  between  the  ages  of  fifteen 
and  thirty-five.  It  is -due  to  infection  with  tubercle  bacilli  brought  up  into  the  mouth,  and 
if  a  patient  is  found  to  be  suffering  from  tuberculous  disease  of  the  lungs  or  larynx  and  also 
from  an  ulceration  of  the  tongue,  there  is  a  strong  probability  that  the  latter  is  of  the  same 
nature  as  the  former.  The  ulcer  itself  may  be  situated  on  the  tip  or  side  of  the  tongue ; 
it  has  an  irregular  outline,  and  the  base  is  nodular,  sloughy,  or  caseous.  It  has  often  been 
mistaken  for  epithelioma  or  gununa.  The  fact  that  it  is  not  hard,  and  that  phthisis  is 
present,  should  put  one  on  one^s  guard.  As  against  gumma,  a  Wassermann*s  reaction 
would  be  negative  ;  moreover,  the  ulcers  are  often  small  and  multiple,  more  nearly 
resembling  dyspeptic  ulcers.  A  von  Pirquet's  test  or  a  diagnostic  injection  of  Koch's 
old  tuberculin  might  be  employed,  but  a  more  reliable  method  is  the  removal  and  micro- 
scopical examination  of  a  piece  of  the  ulcer,  when  the  histological  appearances  of  tubercle 
will  be  seen.    The  tubercle  bacillus  {Plate  XXVIII,  Fig,  £,  p.  614)  is  not  always  found. 

Dyspeptic  Ulcer,  as  the  name  implies,  is  connected  with  disorders  of  digestion.  The 
ulceration  is  often  multiple,  each  ulcer  being  round,  small,  often  covered  with  a  greyish 
slough,  and  with  a  bright  ring  of  inflammation  round  it.  They  are  situated  on  the  dorsum 
and  edges  of  the  tongue  near  the  tip.  The  mouth,  too,  is  very  foul,  there  may  be  similar 
ulcers  on  the  inner  aspects  of  the  lips  and  cheeks,  and  the  cervical  glands  may  be  enlarged. 

Ulcers  In   oonnectloii   with   Stomatitis    (Ulcerative    Stomatitis). — Septic     infection 

of  the  mouth  due  to  a  variety  of  causes,  such  as  irritation  from  decayed  teeth,  alkalies, 

acids,  or  mercury,  may  be  accompanied  by  the  formation  of  small  vesicles  which,  on 

bursting,  give  rise  to  superflcial  ulcers.     They  are  not  limited  to  the  tongue,  but  app)ear  on 

the  mucous  membrane  of  the  cheeks  and  gums  as  well.     Aphthous  stomatitis  commonly 

occurs  in  conjunction  with  the  febrile  diseases  of  childhood.     It  is  characterized  by  the 

formation  of  whitish  spots  on  the  buccal  mucous  membrane,  and  by  the  shedding  of 

epithelium  small  superficial  ulcers  may  be  formed.     The  ulcers  of  the  tongue  are  here,  so 

to  speak,  accidental,  occurring  in  the  course  of  a  general  inflammation  of  the  mouth,  and 

will  hardly  be  confounded  with  any  other  form  of  ulcer  except  so-called  dyspeptic  ulcers. 

and  there  is  no  real  line  of  demarcation  between  the  latter  and  the  stomatitic  variety. 

George  E.  Gask. 

UNCONSCIOUSNESS.— (See  Coma,  p.  117.) 
UNEQUAL  PULSES.— (See  Pulses,  Unequal,  p.  550.) 
UNEQUAL  PUPILS. — (See  Pupil,  Abnormalities  of  the,  p.  551.) 

URATE  DEPOSIT  IN  THE  URINE.— A  precipitate  of  urates  is  often  recognizable 

at  once  by  its  pink  colour,  due  to  their  carrying  down  with  them  the  uroeiy-thrin  pigment 
of  the  urine.  Urates  themselves  are  white,  however,  and  if,  as  is  sometimes  the  case,  there 
is  no  uroerythrin  present  for  them  to  carry  down,  they  form  a  white  precipitate  which 
may  be  mistaken  for  mucus,  phosphates,  or  pus.  They  may  be  distinguished  at  once. 
however,  by  warming  the  urine  back  to  body  temperature  ;  they  re-dissolve  long  before 
boiling-point  is  reached.  They  are  also  soluble  in  liquor  potassse,  unhke  phosphates. 
Microscopically  they  arc  nearly  always  amorphous,  though  in  rare  cases  they  assume  the 
form  of  small  spheres  with  irregular  projecting  spicules — ^the  so-called  '  thorn-apple '  or 
'  hedgehog '  crystals. 

Their  only  significance  from  a  clinical  point  of  view  is  that  they  indicate  a  concen- 
trated urine.  It  does  not  follow  that  a  urine  is  not  concentrated  if  no  precipitate  of  urates 
occurs,  but  the  fact  that  the  urates  re-dissolve  on  wanning  serves  to  show  that,  although 
there  may  be  enough  water  to  keep  them  in  solution  at  body  temperature,  the  urine  becomes 
supersaturated  with  them  as  it  cools,  and  precipitates  them  out.  The  reason  for  the  urinary 
concentration  has  to  be  learned  from  collateral  evidence.  It  may  be  that  there  has  been 
much  sweating,  and  in  hot  weather  a  precipitation  of  pink  urates  is  a  very  common  physio- 
logical condition,  which  is  apt  to  alarm  some  patients  when  they  first  notice  it.  On  the 
•other  hand,  the  concentration  may  be  due  to  pathological  conditions,  of  which  the 
commonest  are  fevers,  chronic  valvular  disease  with  heart  failure,  and  maladies  which 
lead  to  loss  of  fluid  by  vomiting,  sweating,  or  diarrhoea.  The  urates  themselves  afford 
hardly  any  clue  to  the  cause  of  the  concentration,  and  their  appearance  is  just  the  sam^ 
whether  their  deposition  is  due  to  physiological  or  pathological  changes. 
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less  soluble  biurates,  to  be  produced,  the  relatively  insoluble  uric  acid  being  liberated  from 
the  latter  and  deposited  in  crystalline  form. 

Considerable  care  has  to  be  exercised,  therefore,  before  any  useful  clinical  deductions  ■ 
can  be  drawn  from  the  fact  that  a  urine  contains  a  deposit  of  uric  acid.  It  is  true  that  i  ■■ 
persistent  tendency  to  it  is  often  associated  with  gout ;  but  the  latter  should  be  diagnosed 
from  the  collateral  evidence  rather  than  upon  the  uric  acid  crystals  in  the  urine.  Many 
gouty  subjects  precipitate  no  uric  acid  in  their  urine  at  all.  Naturally,  there  will  be  a 
greater  tendency  to  such  deposition  when  the  total  amount  of  uric  acid  present  is  greater 
than  normal.  Uric  acid  in  the  urine  is  derived  from  two  sources— exogenous  and  endo- 
genous. The  exogenous  are  such  foodstuffs  as  are  rich  in  nudeo-proteid,  and  in  the  so- 
called  xanthin  bases,  or  purin,  or  alloxuric  bodies,  xanthin,  guanin,  hypoxanthin,  adenin. 
heteroxanthin,  paraxanthin,  episarkin,  epiguanin,  methylxanthin,  and  camin,  which  are 
mainly  derived  from  nuclein.  Analyses  of  the  various  foodstuffs  as  to  purin  bases  need 
not  be  given  here,  for  it  is  easy  to  remember  that,  broadly  speaking,  these  substances  are 
contained  in  largest  quantities  in  the  richest  food.  A  considerable  proportion  of  the  xanthio 
bases  are  excreted  as  uric  acid,  and  it  is  common  knowledge  that  rich  foods  tend  to  increase 
uric  acid  in  the  urine.  Endogenous  uric  acid,  on  the  other  hand,  is  derived  from  the 
patient's  own  tissue  metabolism.  Birds  excrete  nearly  all  their  nitrogenous  waste  as  uric 
acid  ;  man  excretes  his  mainly  as  urea,  and  only  to  a  minor  extent  as  uric  acid.  Some- 
times, however,  too  much  of  his  nitrogenous  metabolism  stops  short  at  the  stage  of  uric 
acid,  instead  of  the  latter  being  nearly  all  converted  into  urea  ;  he  then  excretes  an 
abnormal  total  quantity  of  uric  acid,  with  the  result  that  it  may  be  precipitated  in  cmtal- 
line  form.  One  repeats,  that  this  does  not  necessarily  constitute  gout,  however  :  it  occur 
in  certain  healthy  subjects,  in  leukaemia,  in  pernicious  anaemia,  during  the  course  of  certain 
fevers,  and  in  some  cases  of  chronic  heart  disease.  Perhaps  one  of  the  best  ways  of 
avoiding  too  narrow  a  conception  in  regard  to  this  uric  acid  is  to  remember  that  in  some 
respects  the  human  body  is  a  fire  ;  fires  may  bum  their  coal  well  or  badly  ;  if  well,  the 
residue  is  but  a  little  ash  ;  if  badly,  the  residue  is  not  ash,  but  clinker  ;  uric  acid  is  the 
clinker  of  the  human  body,  and  many  different  things  that  make  human  nitrogenous 
metabolism  incomplete  may  cause  a  deposition  of  this  clinker  in  the  urine.  Gout  is  one 
such  thing  ;  but  excessive  eating,  deficiency  of  exercise,  biliousness,  and  various  chronic 
imperfections  of  the  circulation,  or  digestion,  may  do  so  ;  and  the  same  may  occur  in 
apparently  healthy  subjects  who  have  never  had  any  untoward  symptoms  at  all.  Oxalate 
of  lime  (see  Oxaluria,  p.  423)  is  possibly  derived  in  part  from  similar  imperfect  combustion 
of  carbohydrates  or  fats,  and  it  is  noteworthy  how  often  crystals  of  uric  acid  and  of  oxalate 
of  lime  occur,  either  together,  or  alternating  with  one  another.  Still  further,  error  of 
metabolism  may  produce  glycosuria  in  association  with  uric  acid  crystals,  so-called  gouty 
glycosuria. 

Besides  being  evidence  of  overloading,  or  of  imperfect  combustion  in  a  general  sense, 
the  occurrence  of  a  uric-acid  deposit  may  be  of  particular  clinical  importance  in  certain 
cases  of  frequency  of  micturition  ;  of  urethritis  ;  and  of  renal  calculus.  Necessity  to  mictu- 
rate frequently,  only  small  quantities  of  urine  being  passed  at  a  time,  is  a  symptom  that 
in  young  people  suggests  cystitis,  possibly  tuberculous  ;  enlargement  of  the  prostate  in 
men  over  sixty  ;  or  some  uterine  or  other  pelvic  malady  in  women.  It  is  important  to 
remember,  however,  that  imdue  acidity  of  the  urine,  with  a  tendency  to  deposit  crystals 
of  uric  acid,  or  oxalate  of  lime,  may  produce  the  same  symptom  in  considerable  degree. 
It  is  sometimes  spoken  of  as  irritability  of  the  bladder  ;  the  highly  acid  urine  irritates  the 
vesical  mucosa,  and  it  may  produce  actual  cystitis.  The  same  irritation  may  inflame  the 
urethral  mucosa,  and  produce  a  *  gouty '  urethritis  ;  and,  perhaps,  epidid>Tno-orchitis, 
which  may  be  mistaken  for  the  gonococcal  form,  unless  pus  films  can  be  shown  to  contain 
no  gonococei. 

If  the  patient  has  suffered  from  renal  colic,  haematuria,  or  vesical  pain,  su^estive  of 
calculus  in  the  kidney,  ureter,  or  bladder,  the  discovery  of  abundant  uric  acid  cr\*stals  in 
the  urine  affords  confirmation  of  the  diagnosis  of  a  uric-acid  stone,  particularly  if  they  are 
obviously  aggregated  together  into  tiny  calculi  ;  there  are  generally  red  corpuscles,  excess 
of  leucocytes,  and  tailed  epithelial  cells  from  the  renal  pelvis,  or  pyriform  cells  from  the 
deeper  layers  of  the  bladder  mucosa,  at  the  same  time. 

The  danger  of  diagnosing  glycosuria  in  the  absence  of  sugar  when  uric  acid  is  abundant 
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n  a  urine  needs  special  mention.  Uric  acid  has  considerable  power  of  reducing  Fehling's 
solution.  It  seldom  gives  the  copious  brick-red  or  orange-yellow  precipitate  that  is  charac- 
teristic of  abundance  of  sugar,  but  it  may  give  just  enough  reduction  or  change  of  colour 
to  make  it  doubtful  whether  sugar  is  present  or  not.  More  than  a  few  proposers  for  life 
insurance  have  suffered  unfairly  on  this  account ;  no  such  partial  reduction  should  be 
regarded  as  due  to  sugar  until  the  presence  of  glucose  has  been  confirmed  by  other  means, 
particularly  the  phenylhydrazine  and  the  fermentation  tests.  Herbert  French, 

URINE,  ABNORMAL  COLORATION  OF.— This  may  be  due  to:  (1)  The  presence 
in  abnormally  large  quantities  of  certain  urinary  pigments,  such  as  uroerythrin  or  hsemato- 
porphyrin  ;  (2)  The  presence  of  pigments  formed  in  the  organism,  but  which  are  not  nor- 
mally excreted  in  the  urine,  such  as  haemoglobin  and  the  pigments  of  the  bile  ;  (3)  The 
presence  of  pigmentary  substances  derived  from  drugs  or  foods,  or  administered  directly 
by  the  mouth. 

Urines  of  unusual  tints  may  be  classified  conveniently  according  to  the  colours  which 
they  exhibit,  as  follows  :  (I)  Yellow  and  orange  urines  ;  (II)  Pink  and  red  urines  ;  (III) 
Brown  and  black  urines,  including  such  as  are  of  normal  tint  when  passed,  but  darken  on  expo- 
^tre  to  air  ;  (IV)  Green  and  blue  urines. 

Yellow  and  Orange-coloured  Urines. — The  normal  yellow  tint  is  wholly  due  to 
urochrome,  for  other  urinary  pigments  are  present  in  traces  so  minute  that  their  presence 
has  no  obvious  effect.  However  much  it  be  diluted,  normal  urine  remains  yellow  as  long 
as  any  tint  is  visible.  In  some  cases  of  diabetes  insipidus  the  urine  is  almost  colourless,  and 
the  abundant  urine  of  diabetes  mellitus  usually  exhibits  a  peculiar  pale  bright  greenish-yellow 
tint  {Plate  XXXIV,  Fig,  11,  p.  748),  which  has  not  yet  been  explained. 

Urobilin,  when  present  in  large  amount,  imparts  a  rich  orange-yellow  colour  ;  and 
when  seen  in  very  thin  layers,  as  near  the  apex  of  a  conical  glass,  urines  rich  in  urobilin  have 
a  pinkish  tint,  due  to  selective  absorption  in  the  middle  of  the  spectrum.  Such  urines, 
when  examined  with  the  spectroscope,  show  a  dark  absorption  band  near  the  solar  F  line 
(Fig,  36,  p.  80). 

Urobilinuria — ^the  excretion  of  excess  of  urobilin — may  result  from  widely  different 
causes,  and  as  a  consequence,  its  clinical  significance  is  not  so  clear  as  might  be  expected. 
The  symptom  is  met  with  in  connection  with  haemolytic  diseases,  such  as  pernicious  ancemia, 
in  diseases  of  the  liver,  such  as  cirrhosis,  and  in  cases  in  which  excessive  hacterinl  action  is  going 
on  in  the  intestine.  The  bulk,  if  not  the  whole,  of  the  urobilin  of  urine  is  derived  from  the 
intestine,  where  it  is  formed  by  the  action  of  the  bacteria  present  upon  bilirubin.  It  is 
present  in  abundance  in  normal  fapces,  and  in  traces  in  normal  urine.  The  test  for  it  is 
given  on  page  324. 

Uroerythrin — the  highly  unstable  pigment  to  which  the  colour  of  pink  urate  sediments 
is  due — ^when  abundantly  present  in  solution  in  the  urine  imparts  to  it  a  rich  orange-red 
colour,  which  may  even  be  mistaken  for  that  due  to  blood.  The  colour  is  changed  to  a  pale 
greenish-yellow  by  addition  of  an  alkali.  Hepatic  derangements  of  almost  all  kinds,  includ- 
ing the  most  trifling  functional  disturbances,  may  lead  to  the  appearance  of  uroerythrin  in 
the  urine  ;  but  the  most  intensely  pink  urate  sediments  are  seen  in  cases  in  which  the  liver 
is  the  seat  of  pronounced  morbid  changes,  such  as  cirrhosis,  or  the  passive  congestion  due 
to  cardiac  disease. 

Choluria, — Urine  which  contains  bilirubin  has  a  rich  orange  colour  with  a  greenish  tint 
at  the  edge  of  the  meniscus.  The  foam  formed  by  shaking  it  has  a  yellow  colour,  whereas 
that  of  bile-free  urine,  even  when  deeply  pigmented,  is  colourless.  The  colour  of  the  urine 
may  be  much  modified  by  the  presence  of  biliverdin,  in  addition  to  bilirubin,  and  may 
approach  to  black  or  dark  green. 

The  presence  of  bile  pigment  may  be  demonstrated  by  Gmelin^s  test.  This  is  best 
carried  out  by  allowing  the  urine  to  flow  gently  on  to  the  surface  of  some  nitric  acid  in  a  test 
tube  ;  on  gently  shaking,  the  familiar  play  of  colours  is  seen  at  the  junction  of  the  liquids, 
and  the  urinary  layer  often  retains  the  green  tint  of  biliverdin  for  a  considerable  time. 
Again,  a  green  ring  is  observed  when  diluted  tincture  of  iodine  is  allowed  to  flow  on  to 
the  surface  of  the  urine  in  a  test  tube  {Plate  XXXV,  p.  750). 

When  the  quantity  of  bile  pigment  present  is  very  small,  the  above  tests  may  fail  to 
feveal  its  presence,  and  HupperVs  test  may  then  be  resorted  to,    A  precipitate  is  formed  by 


URINE,    ABNORMAL    COLORATION    OF  745 

ave  also,  ere  now,  been  deliberately  added  to  the  urine  for  the  purpose  of  simulating 
ematuria. 

Easin  has  been  employed  extensively  for  the  coloration  of  pink  sweetmeats  and  lozenges, 
nd  the  urine  of  those  who  eat  such  sweetmeats  in  considerable  quantities  acquires  a  rich 
ink  colour,  and  shows  a  brilliant  green  fluorescence.  The  nature  of  such  pigmentation 
in  hardly  be  mistaken  by  anyone  who  is  aware  of  the  fact  that  eosin  is  so  employed. 

Drugs  which  contain  chrysophanic  acid  are  used  so  frequently  as  aperients  that  this 
impound  may  rank  as  a  conunon  constituent  of  urine  ;  and  if,  from  any  cause,  the  urine 
e  alkaline,  it  acquires  a  pink  or  red  colour,  which  may  easily  be  misinterpreted.  However, 
le  history  of  -the  taking  of  rhubarb  or  senna,  and  the  fact  that  the  addition  of  an  acid 
langes  the  colour  of  the  urine  to  a  bright  yellow,  renders  the  diagnosis  easy.  The  pink 
)lour  which  alkalies  impart  to  the  urine  of  patients  taking  santonin  is  so  fugitive  that  it 
oes  not  call  for  consideration  here. 

Brown  and  Black  Urines. — ^The  urine  may  be  brown  or  black  in  the  following  condi- 
ons  :  (1)  Jaundice;  (2)  Hematuria;  (3)  Hemoglobinuria;  (4)  Haematoporphyrinuria ; 
»)  Indicanuria  ;  (6)  Melanuria  ;  (7)  Alkaptonuria  ;  (8)  Carboluria ;  and  after  the  admin- 
tration  of  certain  other  drugs,  such  as  salol,  salicylates,  resorcin,  gallic  acid,  and  uva  ursi. 
In  some  of  the  above  conditions  the  urine  has  such  coloration  when  passed  ;  but  in 
thers,  such  as  melanuria  and  alkaptonuria,  the  urine  is  usually  of  normal  tint  when  freshly 
Eissed,  and  only  darkens  on  standing  in  contact  with  the  air. 

Brown  and  black  jaundiced  urine  is  met  with  chiefly  in  cases  of  long-standing  icterus, 
I  which  the  skin  has  acquired  a  dull  greenish  tint,  and  the  urine  contains  biliverdin  as  well 
;  bilirubin. 

In  some  of  the  early  recorded  cases  of  black  urine,  the  colour  was  certainly  due  to  blood 
'gment,  and  the  smoky  colour  of  many  urines  which  contain  blood  pigment  in  the  form  of 
ethsmoglobiu'is  familiar  to  all.  In  paroxysmal  hcemoglobinuria  also,  the  urine  is  not 
frequently  almost  black.  The  ordinary  tests  for  haemoglobin,  together  with  microscopic 
id  spectroscopic  examination,  serve  to  reveal  the  nature  of  such  cases  (Figs.  30  et  seq,, 
80). 

That  the  urine  of  hoematoporphyrinuria  may  approach  to  actual  blackness,  owing  to 
e  abimdant  presence  of  purple  pigments  which  have  no  characteristic  spectra,  has  already 
en  mentioned  in  the  account  of  that  symptom  above. 

Indicanuria, — Urines  which  contain  much  indican  may  show  no  abnormality  of  tint ; 

t  occasionally,  and  especially  in  extreme  cases,  there  are  present  in  the  urine,  in  associa- 

•n  with  the  colourless  indoxyl  sulphate,  other  and  higher  oxidation  products  of  indol, 

lich  impart  to  it  a  brown  colour,  intensified  or  developed  on  exposure  to  air.     This  variety 

brown  or  black  urine  is  recognized  less  than  it  should  be,  and  it  is  probable  that  the  condi- 

n  has  been  mistaken  not  infrequently  for  melanuria.     Such  urine  is  not  blackened,  as  that 

melanuria  is,  by  the  addition  of  ferric  chloride,  nor  by  nitric  acid  in  the  cold,  but  does 

«ken  when  heated  with  nitric  acid.     The  ordinary  tests  for  indican  reveal  its  presence  in 

ge  amount.     Thus,  if  a  specimen  of  the  urine  be  heated  with  an  equal  volume  of  hydro- 

oric  acid,  and  a  drop  of  a  dilute  solution  of  bleaching  powder,  or  a  drop  of  nitric  acid,  it 

omes  black.     If,  after  cooling,  the  dark-coloured  liquid  be  shaken  with  chloroform,  the 

ter  takes  up  indigo-blue  or  -red  and  acquires  a  deep  purple  colour ;  but  the  supernatant 

lid  remains  black.     If  the  chloroform  extract  be  separated  and  evaporated  to  dryness, 

indigo-red  may  be  dissolved  out  of  the  residue  with  alcohol,  whereas  the  indigo-blue, 

ich  is  insoluble  in  alcohol,  may  be  taken  up  afterwards  with  chloroform. 

Indicanuria  signifies  abnormal  amount  of  protein  decomposition  in  the  alimentary 
al,  brought  about  by  intestinal  bacteria  ;  but  it  is  stated  that  it  may  also  have  its  origin 
ollections  of  putrid  pus,  such  as  putrid  empyemata.  In  such  a  case  recently  under  the 
ter's  care,  the  abundant  indican  disappeared  from  the  urine  when  a  dose  of  calomel  was 
m,  and  was  probably  of  intestinal  origin. 

Melanuria. — ^This  is  a  symptom  which  is  met  with  in  some  cases  of  melanotic  sarcoma, 
urine,  when  freshly  passed,  contains  a  colourless  chromogen,  melanogen,  and  usually 
a  normal  tint.  On  exposure  to  air,  it  darkens  quickly,  owing  to  oxidation  of  the  melano- 
to  melanin,  becomes  brown,  and  eventually  quite  black.  When  nitric  acid  is  added  to 
I  a  urine,  it  causes  prompt  blackening,  even  in  the  cold,  and  immediate  blackening  also 
iws  the  addition  of  a  solution  of  ferric  chloride.     This  is  the  most  valuable  and  charac- 
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s  observed  ;  but  this  is  in  no  way  comparable  with  that  seen  with  alkapton  urine.  Indirect 
evidence  is  obtained  by  the  addition  of  a  solution  of  barium  chloride,  which  in  cases  of  car- 
x>luria  produces  a  very  slight  precipitate  or  none  at  all.  If,  however,  the  urine  be  first 
x>iled  with  hydrochloric  acid,  a  precipitate  is  obtained  such  as  is  yielded  by  normal  urines. 
Phis  is  due  to  the  fact  that,  in  the  presence  of  abundant  phenol  and  oxidation  derivatives 
;hereof,  the  sulphates  of  the  urine  are  for  the  most  part,  or  even  wholly,  combined  as  aro- 
natic  sulphates,  which  yield  no  precipitate  with  barium  salts,  whereas,  when  the  aromatic 
sulphates  are  broken  up  by  hydrochloric  acid,  a  precipitate  of  barium  sulphate  is  thrown 
lown. 

The  diagnosis  of  the  other  varieties  of  brown  or  black  urine  which  have  their  origin  in 
he  administration  of  drugs,  is  based  upon  the  fact  that  salicylates,  or  other  drugs  capable 
)f  producing  such  pigmentation,  have  been  taken. 

Green  and  Blue  Urines. — In  some  cases  of  jaundice,  the  bile  pigment  excreted  is  so 
%rge]y  in  the  form  of  biliverdin  that  the  urine  has  a  dark  green  colour :    but  with  this 
xception,  practically  all  green  urines  met  with  in  practice  owe  their  colour  to  the  taking 
f  methylene  blue,  either  as  a  drug  or  in  sweetmeats.     Wlien  the  dose  is  small,  the  tint  may 
e  a  rich  green  ;  but  after  larger  doses,  the  urine  is  frankly  blue.     It  is  not  always  easy  to 
ccount  for  the  origin  of  such  coloration  of  urine,  for  the  patient  may  be  quite  unaware 
lat  he  has  taken  methylene  blue  in  any  form,  although  examination  of  his  urine  may 
ave  no  doubt  that  he  has  done  so.     Sweetmeats  are  sometimes  coloured  with  this  pig- 
lent,  as  they  are  with  eosin,  and  it  is  sometimes  used  to  correct  the  colour  of  white  sweet- 
eats.     Again,  a  pill  of  methylene  blue  has  before  now  found  its  way,  either  by  accident 
•  design,  into  a  supply  of  pills  of  another  kind.     Absence  of  a  known  cause  does  not,  there- 
re,  by  any  means  exchide  this  kind  of  pigmentation  ;  and  experience  shows  that  unless  it 
n  be  shown,  by  careful  examination,  that  the  colour  of  the  urine  is  not  due  to  methylene 
ue,  it  is  needless  to  search  for  any  other  causation. 

Although  the  green  urine  which  follows  the  taking  of  methylene  blue  may  appear  per- 
;tly  limpid,  the  blue  pigment  is  not  held  in  solution  but  in  suspension,  and  is,  to  a  large 
tent,  removed  even  by  a  single  filtration.  The  green  colour  of  the  filtrate  is  greatly 
luced,  and  the  filter  paper  shows  a  blue  stain.  The  pigment  upon  the  filter  yields  a  blue 
ution  in  chloroform,  and  if  the  chloroform  solution,  or  the  blue  extract  obtained  by 
iking  the  urine  with  chloroform,  be  shaken  with  liquor  potasss  in  a  test  tube,  the  chloro- 
m  is  decolorized,  and  the  supernatant  alkaline  liquid  acquires  a  pink  tint.  The  original 
ne,  or  the  chloroform  extract,  shows  an  absorption  band  in  the  red  of  the  spectrum 
ich  may  be  mistaken  for  that  of  indigo-blue. 

There  is  no  reason  to  think  that  indigo-blue  ever  produces  a  green  or  blue  coloration 
urine  similar  to  that  due  to  methylene  blue.  By  the  spontaneous  breaking  down  of 
oxyl-glycuronic  acid,  usually  in  alkaline  urines,  indigo-blue  may  be  set  free,  and  may 
n  a  dark  blue  sediment,  or  may  impart  a  blue  colour  to  the  phosphatic  film  upon  the 
face  ;  and  when,  in  the  earlier  years  of  the  last  century,  indigo-blue  was  employed  some- 
it  frequently  as  a  drug  in  the  treatment  of  epilepsy,  a  dark  purple  colour  of  the  urine  of 
ients  so  treated  was  observed,  but  under  no  circumstances  are  indigo  pigments  formed 
itaneously  in  quantities  sufficient  to  bring  about  such  a  result.  A,  E.  Garrod, 

URINE,  ACETONE  IN.— (See  Acetonuria,  p.  3.) 

URINE,  ALBUMIN  IN.— (See  Albuminuria,  p.  4.) 

URINE,  ALBUMOSE  IN.— (See  Albumosuria,  p.  15.) 

URINE,  BACTERIA  IN.— (See  Bacteriuria,  p.  69.) 

URINE,  BENCE-JONES  BODY  IN.— (See  Albumosuria,  p.  15.) 

URINE,  BILE-PIGMENT  IN.— (Sec  Urine,  Abnormal  Coloration  of,  p.  743.) 

URINE,  BLACK. — (See  Urine,  Abnormal  Coloration  of,  p.  743.) 

URINE,  BLOOD  IN.— (See  IL*:maturia,  p.  275.) 

URINE,  CASTS  IN.— (See  Albuminuria,  p.  4.) 
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URINE,  CHYLE  IN.— (See^^CHVLURiA,  p.  108.) 

URINE,  CYSTIN  IN.— {See  Cystinuria,  p.  161.) 

URINE,  DIACEnC  ACID  IN.— {See  Acetonuria,  p.  3.) 

URINE,  DIAZO-REACnON  IN.— (See  Diazo-Reaction,  p.  173.) 

URINE,  EXCESS  OF.— (See  Polyuria,  p.  534.) 

URINE,  F.£CES  IN.— (See  Faeces  Passed  per  Uretiiram,  p.  238.) 

URINE,  FAT  IN.— {See  Chyluria,  p.  108.) 

URINE,  GAS  IN.— (See  Pneumaturia.  p.  529.) 

URINE,  GLUCOSE  IN.— {See  Glycosuria,  p.  260.) 

URINE,  HAEMOGLOBIN  IN.— (See  H^mogix)binuria,  p.  284.) 

URINE,  INCONTINENCE  OF.— (See  Micturition,  Abnormalities  of,  p.  393.) 

URINE,  INDICAN  IN.— (See  Indicanuria,  p.  314.) 

URINE,  METH^EMOGLOBIN  IN.— (See  H^emoglobinuria,  p.  284.) 

URINE,  MUCUS  IN.— (See  Mucus  in  the  Urine,  p.  399.) 

URINE,  OXALATE  DEPOSIT  IN.— (See  Oxaluria,  p.  423.) 

URINE,  OXYBUTYRIC  ACID  IN.— (See  Acetonuria,  p.  3.) 

URINE,  PHOSPHATES  IN.— (See  Phosphaturia,  p.  522.) 

URINE,  PUS  IN.— (See  Pyuria,  p.  574.) 

URINE,  RETENTION  OF.— (See  Micturition,  Abnormalities  of,  p.  393.) 

URINE,  SUGAR  IN.— (See  Glycosuria,  p.  260.) 

URINE,  SUPPRESSION  OF.— (See  Anuria,  p.  39.) 

URINE,  URATE  DEPOSIT  IN.— {See  Urate  Deposit  in  the  Urine,  p.  740.) 

URINE,  URIC  ACID  DEPOSIT  IN.— (See  Uric  Acid  Deposit  in  the  Urine,  p.  741.) 

UTERUS,  BLEEDING  FROM,— (See  Menorrhagia,  p.  385 ;  Metrorrhagia,  p.  390 ; 
and  Metrostaxis,  p.  392.) 

UTERUS,  PROLAPSE  OF.— (See  Prolapse  of  the  Uterus,  p.  538.) 

VAGINA,  BLEEDING  FROM.— (See  Menorrhagia,  p.  385  ;  Metrorrhagia,  p.  390; 
and  Metrostaxis,  p.  392.) 

VAGINA,  DISCHARGE  FROM.— (See  Dischar(;e.  Vaginal,  p.  185.) 

VARICOSE  ABDOMINAL  VEINS.— (See  Veins,  Varicose  Abdominal.) 

VARICOSE  THORACIC  VEINS.— (See  Veins,  Varicose  Thoracic,  p.  750.) 

VEINS,  VARICOSE  ABDOMINAL.— The  point  at  which  distention  of  veins  becomes 
varicosity  is  arbitrary  ;  most  conditions  that  produce  undoubted  varicosity  of  the  veins 
of  the  abdominal  wall  in  some  cases,  merely  dilate  them  in  others.  When  this  dilatation 
is  considerable  {Fig.  803),  it  nearly  always  has  nuich  diagnostic  significance,  particularly 
if  the  direction  of  blood-flow  is  reversed.  Veins,  however,  may  seem  to  be  dilated  when 
they  are  but  unduly  visible  owing  to  wasting  of  the  subcutaneous  fat ;  or  they  may,  in 
ver>'  rare  cases,  be  simply  varicose,  like  veins  in  the  leg,  owing  to  idiosyncrasy  or  hereditary 
predisposition.     In  neither  of  these  cases,  however,  is  the  blood-current  in  them  reversed. 
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I  test  the  direction  ot  blood-flow,  part  of  a  vein  should  be  chosen  where  there  are  no  side 
onches,  and  the  blood  should  be  expressed  from  it  by  means  of  two  fingers  pressed  down 
.  the  vein  close  together,  and  then  drawn  asimder,  whilst  pressure  over  the  vein  is 
untained  by  each  ;  when  a  length  of  the  distended  vein  has  been  emptied  in  this  way, 
e  of  the  two  Anders  is  taken  off,  and  the  time  taken  by  the  vein  in  refilling  is  noted  ;  the 
ocedure  is  repeated,  the  other  finger  being  taken  oft  this  time ;  it  is  then  generally  easy 
decide  whether  the  vein  Alls  from  below  upwards  or  from  above  downwards.  Normally, 
e  blood  flows  from  above  downwards  in  the  veins  of  the  lower  two-thirds  of  the  abdominal 
til ;  when  the  blood-flow  is  from  below  upwards  there  Is  almost  certainly  obstruction  to 
e  inferior  vena  cava,  the  blood  which  is  unable  to  return  by  it  finding  a  collateral 
vulation  via  the  superior  vena  cava. 

Obstruction  to  the  inferior  vena 
va  is  due  to  one  or  other  of  three 
ain  groups  of  conditions,  namely  : — 

1 .  Great  general  Increase  In  tbe 
tra-abdomlnal  tension,  owing  to 
::h  conditions  as  :  ascites  ;  ovarian 
It ;  great  splenic  or  hepatic  en- 
geroent. 

2.  Thrombosis  without  external 
rtruetion. 

8.  Obstruction  b7  local  com- 
issloa,  especially  by  secondary 
wths  in  the  retroperitoneal  glands. 
When  the  obstruction  of  the 
!rior  vena  cava  is  due,  not  to  the 
1  itself  being  thrombosed  or  in- 
ed  by  new  growth,  but  to  the 
!Tai  inlTa-abdominal  pressure  be- 
ling  so  great  that  the  vein  is,  so 
peak,  flattened  out,  the  varicosity 
tie  veins  upon  the  abdominal  wall 
>ut  a  late  symptom,  and  the 
nosls  will  be  made  from  the  cause 
'.he  great  abdominal  distention, 
orally  Ascites  (p.  43),  or  a  big 
our.  If  there  is  marked  vari- 
y  of  the  superflcial  veins  early 
case  of  ascites  the  probability 
lat  both   are  due  to   malignant 

When  the  inferior  vena  cava  is 

.    ,     ,         J     ,        ,    ,     ,.  ,      .         Fts.  303.— VartoMa  thorofic  anil  abdomlnai  iclna  ia  t  rase  o(  BjphlLitic 

-UCted     by    '  Stmpk  '     thrombosis,  mediauinilis  or  •ome  ;»»'  dumlon. 

probability   is  that   the  clotting 

lot  have  started  there,  but  will  have  extended  to  it  from  branches  either  in  the  legs 
the  pelvis.  (Edema  of  the  legs  will  be  a  prominent  symptom  ;  and  if  a  clear  history 
tainable  it  may  generally  be  ascertained  that  one  leg  became  cedematous  and  painful 
e  the  other  ;  when  this  is  so  it  is  always  very  suggestive  of  thrombosis  starting  in  the 
mous  or  femoral  veins,  the  other  leg  becoming  affected  later  when  the  clot  has  spread 
trough  the  iliac  veins  of  the  one  side  to  the  inferior  vena,  and  thence  down  the  iliac 
of  the  other  side.  The  higher  the  thrombus  extends  the  higher  up  the  back  will 
fdema  spread  ;  and  when  the  renal  veins  have  been  reached,  albuminuria,  with  tube 
and  even  hematuria,  may  ensue.  Ascites  may  also  be  present.  Distention  or 
fflity  of  the  veins  of  the  abdominal  wall  will  be  of  assistance  in  distinguishing 
\  ease  from  one  of  aeute  or  subacute  nephritis,  besides  which  there  will  be  no  ccdema 
eyelids  or  face. 

I  there  is  no  very  tense  distention  of  the  abdomen  ;    if  the  way  the  case  began  does 
ggest  thrombosis  in  one  leg,  or  in  the  pelvis,  extending  upwards  ;  and  if,  nevertheless. 


760  VEINS,    VARICOSE    ABDOMINAL 

there  is  nmrked  varicosity  of  the  veins  of  the  lower  part  of  the  abdominal  wail,  wi 
blood-flow  in  them  reversed,  so  as  to  be  from  below  upwards,  the  history  being  a  reii 
short  one, — the  probability  is  that  the  inferior  vena  cava  is  being  obstructed  by  soni 
that  is  in  immediate  contact  with  it.  There  will  very  likely  be  symmetrical  <xdema 
legs,  and  possibly  albuminuria  and  hematuria.  It  is  surprising  how  seldom  an 
aneurysm,  or  other  non-malignant  mass,  obstructs  a  large  vein  sufficiently  to  pmilu 
collateral  varicosity  ;  hence,  the  presumption  is  that  such  varicosity  indicates  ma, 
disease.  It  is  worthy  of  note  that  carcinoma  of  the  kidney  is  prone  to  extend  in 
renal  veins,  and  thus  into  the  inferior  vena  cava  by  a  process  of  direct  extension  (Fi 
— sometimes  the  malignant  clot  reaches  as  far  as  the  right  auricle,  and  produces  a  | 
culated  polypus  in  the  latter.  In  such  cases  there  has  generally  been  ha;maturia  oi 
renal  symptom  before  evidence  of  inferior  vena-caval  obstruction  arose,  whereby  ei 
growth  in  the  kidney  invading  the  inferior  vena  cava  may  be  distinguished  from  a 
secondary  growth  in  the  retroperitoneal  glands,  which  if  they  produced  htcmaturia 

would  do  so  by  first  ol 

ting  the  inferior   vena 

and  thence  involving  thi 

veins.     In   such   cases 

arc    often    other    sv'ni 

pointing  to    primari'  f 

lUMH     in  some  organ   whose 

HT-"*™,    phatics  drain  into  the 

peritoneal  glands  ;  Ihe 

and    ovaries    should  r 

overlooked  in  this  resp> 

It    is    often    said 

cirrhosis  of  the  liirr  le 

varicosity  of  the  veins  t 

^^^     the  umbilicus — the  so 

■""■     caput  medusa.      It  is  i 

rare    condition    indeed 

great    majority    of  cai 

cirrhosis  of  the  liver  c 

■"*  no  distention  of   the 

ficial    abdominal  veins 

such    time    as    the   f 

intra-abdominal  tensio 

been  greatly  increased 

tenseness  of  the  ascites 

occurs    late.     Not    eve 

telangiectases  that  oc< 

commonly  in  men  past  i 

F«.  30..-B«^  pwth  exie..ii,«r  mto  ,he  i„(^far  v™  «.v.  ^a  right  »uriete    .       «««  around  the  lower  p 

ni.d  vciiriuie.  the  chest,  in  a  line  wi 

attachments      of     the 

phragm,  indicate  cirrhosis  ;    they  are  quite  as  common  in  cases  of  emphysema  « 

cirrhosis. 

In  short,  varicosity  of  the  superficial  abdominal  veins  generally  indicates 
thrombosis  of  the  inferior  vena  cava,  secondary  to  direct  spread  of  thrombosis  U| 
from  veins  in  the  pelvis  or  in  the  leg,  or  else  stenosis  of  the  vena  cava  by  sect 
malignant  disease.  Herbert  i 

VEINS,  VARICOSE  THORACIC— Much  of  what  has  been  said  above  about  %i 
abdominal  veins  applies  also  to  those  of  the  thorax.  The  veins  on  the  chest  wal 
merely  be  unduly  visible  ;  but  if  they  are  really  distended,  there  is  probably  obsti 
to  one  or  other  innominate  vein  or  else  to  the  superior  vena  cava  ;  and  the  suspicio 
this  is  so  becomes  a  certainty  if  the  blood  current  in  the  distended  veins  can  be  showt 
from  above  downwards  instead  of  from  below  upwards.     If  the  distention  is  bilaten 
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tsociated  with  oedema  of  both  arms,  and  both  sides  of  the  neck,  face  and  head,  it  is  the 
SDSL  cava  that  is  obstructed  ;  if  the  distention  is  unilateral,  with  oedema  of  the  corres- 
onding  arm,  but  Httle  if  any  of  the  neck  or  face,  the  obstructed  vessel  is  probably  one 
mominate  vein.  The  superiicial  varicosity  may  be  only  slight  {Fig.  99,  p.  208),  but  some- 
imes  it  is  extreme. 

In  arriving  at  a  diagnosis  of  the  cause  of  the  venous  obstruction,  malignant  disease 
rithin  the  thorax  will  be  uppermost  in  one's  mind — especially  mediastinal  sarcoma,  starting 
n  the  thymus  or  in  the  lymphatic  glands.  It  is  only  when  the  history  and  course  are  too 
oog  for  primary  or  secondary  malignant  neoplasm  that  other  causes  of  venous  obstruction 
rfll  be  regarded  as  more  likely,  such  as  thrombosis  extending  to  an  innominate  vein  or  to 
lie  superior  vena  cava  from  a  whitlow,  boil,  or  other  inflammatory  affection  of  the  hand, 
vm,  axilla,  head,  face,  neck,  shoulder,  or  front  of  chest ;  or  chronic  fibrous  mediastinitis, 
ometimes  tuberculous  or  giunmatous  {Fig.  303,  p.  749)  but  often  rheumatic  in  origin,  and 
Esulting  from  repeated  attacks  of  pericarditis  and  pleurisy,  with  matting  together,  not  only 
f  the  pleurse  to  the  diaphragm  and  pericardium,  but  also  of  all  the  structures  in  the  superior, 
36terior,  and  anterior  mediastina  to  one  another ;  or,  far  less  commonly,  to  aneurysm  of  the 
loracic  aorta  or  a  non-malignant  mediastinal  tumour,  such  as  a  hydatid  cyst  {Fig.  137, 
291),  a  dermoid  cyst,  or  a  large  congenital  fibroma,  which  may  have  been  quiescent 
ithin  the  chest  for  many  years  before  starting  to  enlarge  and  obstruct  structures  in  its 
nghbourhood  ;  the  latter  conditions,  except  aneurysm,  are  rarities,  and  although  an  aortic 
leuiysm  does  sometimes  obstruct  the  superior  vena  cava  sufficiently  to  cause  distention 
•  varicosity  of  the  veins  upon  the  chest  wall,  such  varicosity  is  so  much  more  marked  in 
case  of  intrathoracic  malignant  disease  that  one  may  say  that  when  tKe  diagnosis  lies 
rtween  neoplasm  and  aneurysm  the  presence  of  marked  distention  of  the  veins  of  the 
lest-wall  indicates  the  former  rather  than  the  latter,  though  the  converse  of  this  is  not 
Tie.  Herbert  French. 

VERTIGO,  popularly  known  as  dizziness  or  giddiness,  depends  upon  a  disturbance  of 
be  sense  of  equilibrium.  In  slight  eases  the  trouble  is  perceptible  to  the  sufferer  either 
8  the  apparent  movement  of  motionless  objects  (objective  vertigo),  or  his  own  body  may 
ppear  to  be  moving  in  relation  to  surrounding  fixed  structures  (subjective  vertigo).  In 
oore  severe  cases  it  may  lead  to  reeling  or  staggering,  and  unless  the  patient  can  grasp 
ome  fixed  support  he  may  fall. 

The  equilibrium  of  the  body  is  maintained  by  the  co-ordinated  action  of  various  groups 
if  muscles,  and  the  nervous  mechanism  for  this  co-ordination  is  situated  in  the  cerebeHum. 
Mferent  impulses  are  brought  to  the  cerebellar  centres  from  the  muscles,  skin,  joints,  eyes, 
ind  the  semicircular  canals.  The  cerebellum  is  also  connected  with  the  motor  centres 
rfthe  cerebral  hemisphere,  and  thus  the  requisite  contraction  of  the  necessary  muscles 
»  ensured.  Disturbances  of  equilibrium  may  therefore  be  the  result  of  a  lesion  in  the 
icrtbellum  itself  or  in  one  of  the  afferent  tracts.  True  vertigo  depends  mainly  upon 
iterference  with  the  afferent  impulses  from  the  semicircular  canals  or  from  the  eyes,  and 
-  is  often  accompanied  by  nystagmus  during  attacks. 

Occasionally  vertigo  may  be  the  result  of  altered  cutaneous  impulses  due  to  such 
LUses  as  anaesthesia  of  the  soles  of  the  feet.  Some  people  experience  a  slight  feeling  of 
ddiness  on  stepping  on  to  some  soft  material  such  as  turf  or  india-rubber  pavement  after 
^ing  on  a  hard  road.     Unusual  cutaneous  impulses  are  the  probable  explanation. 

Interference  with  the  afferent  impulses  from  the  nuiseles  themselves,  such  as  occurs 

tabes  dorsalis,  leads  to  reeling  and  staggering  rather  than  to  true  vertigo.     The  ocular 

ipressions  correct  the  false  sensations  from  the  muscles,  and  hence  loss  of  equilibrium  is 

ore  likely  to  occur  in  the  dark,  or  when  these  impressions  are  cut  off  by  covering  the 

fttient's  eyes. 

Vertigo  is  sometimes  divided  into  *  general '  vertigo  and  '  special '  vertigo.  In  the 
ktter,  objects  appear  to  move,  or  the  patient  tends  to  fall  in  a  definite  direction.  Special 
ertigo  points  to  a  lesion  of  a  particular  semicircular  canal.  Thus,  if  there  is  a  lesion  of 
ic  external  semicircular  canal,  objects  appear  to  move  in  a  horizontal  plane,  and  the 
stient  tends  to  fall  towards  the  affected  side.  When  the  superior  canal  is  the  source  of 
he  trouble,  objects  rotate  in  a  vertical  plane,  and  the  patient  falls  forward.  Temporary 
*rtigo,  even  of  a  very  severe  nature,  may  be  produced  readily  in  a  healthy  individual  by 
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toe  to  labyrinthine  inflammation  or  irritation,  but  a  definite  labyrinthine  lesion  is  not 
ccessarily  present.  In  many  cases  the  giddiness  is  caused  by  pressure  on  the  stapes  or 
he  fenestra  rotunda.  Some  patients  with  a  perforation  of  the  tympanic  membrane 
wcome  giddy  whenever  the  ear  is  syringed.  Occasionally  the  use  of  unduly  hot  or  cold 
olions  produces  this  trouble.  It  is  usually  the  result  of  pressure  on  the  stapes,  though 
lecBsionally  the  vertigo  may  have  the  special  character  associated  with  a  lesion  of  the 
alenial  semicircular  canal  {vide  supra).  When  this  is  the  case  there  is  probably  some 
SQsion  of  the  bony  external  canal.  Similar  giddiness  may  occur  from  a  like  cause  on 
Qrringing  the  ear  after  a  radical  mastoid  operation. 

Vertigo  may  occur  in  otosclerosis,  though  it  is  not  common  in  this  disease,  and  is 
ivays  of  less  importance  than  the  Deafness  (p.  163)  and  Tinnitus  (p.  722).  Gout  and 
BOty  dyspepsia,  with  or  without  evidence  of  arteriosclerosis,  may  also  be  the  cause  of 
ttacks  of  vertigo. 

When  a  patient  complains  of  vertigo,  the  ears  should  always  be  examined  carefully. 
lie  hearing  should  be  tested,  and  if  the  cause  of  the  trouble  is  in  the  labyrinth,  the  deafness 
111  have  the  characters  of  nerve  deafness  (p.  166).  The  onset  of  the  trouble  must  be 
vestigated  carefully,  and  any  associated  symptoms  ascertained.  The  eyes  and  ocular 
nscles  must  be  examined,  and  if  nystagmus  is  present  the  character  of  the  movements 
ould  be  observed.  A  general  examination  of  the  patient  should  also  be  made  for  some 
neral  constitutional  cause  such  as  gout,  albuminuria,  or  arteriosclerosis.      Philip  Turner. 

VESICLES. — One  of  the  primary  lesions,  the  vesicle  may  be  defined  as  a  circum- 
ribed  epidermal  elevation  varying  in  size  from  a  pin's  head  to  a  small  pea,  and  containing 
sous  fluid,  which  may  become  sero-purulent  or  be  mixed  with  blood.  Serous  elevations 
than  a  small  pea  are  classified  as  Bull^  (p.  96).  To  bullae,  therefore,  vesicles 
the  same  relation  as  papules  bear  to  tubercles.  They  differ  from  bullae,  however, 
ot  only  in  size,  but  in  their  mode  of  formation.  They  are  always  the  result  of  an  infiam- 
latory  process,  whereas  in  the  case  of  bullae  there  is  a  veritable  cleavage  of  the  epidermis. 
"csides,  again,  often  contain  a  number  of  chambers,  at  any  rate  in  the  beginning,  whereas 
idle  are  from  the  outset  unilocular.  They  may  originate  as  vesicles,  or  may  develop 
mn  papules.  Vesiculation  may  be  either  parenchymatous  or  interstitial.  In  the  one 
as  in  varicella,  the  plasma  accumulates  within  the  Malpighian  cells,  and  the  unicellular 
which  are  thus  formed  run  into  each  other.  In  the  other  case,  as  in  eczema,  the 
luma  accumulates  between  the  Malpighian  cells. 

In  shape,  vesicles  are  usually  rounded,  conical,  or  acuminate  ;  but  they  may  tend 
othe  oblong  form,  as  in  scabies,  or  they  may  be  both  oblong  and  irregular,  as  in  dermatitis 
npetiformis.  The  larger  ones  are  occasionally  umbilicated,  as  in  variola,  and  instead 
if  being  tense,  as  is  usual  with  vesicles,  may  be  flaccid,  as  in  herpes  and  dermatitis  herpeti- 
Ofmis.  At  first  the  liquid  they  contain  consists  almost  invariably  of  pure  plasma,  and 
I  quite  clear,  or  with  the  faintest  tinge  of  yellow  ;  but  exceptionally  the  fluid  is  from  the 
Mipiining  mixed  with  blood.  After  a  time  the  clear  fluid  becomes  turbid.  In  some  condi- 
ionSy  as  in  varicella  and  miliaria,  they  remain  discrete  and  few  in  number  ;  but  usually, 
•  in  herpes,  eczema,  and  dermatitis  herpetiformis,  there  is  a  plentiful  crop  of  them, 
hming  groups  or  closely-set  clusters.  As  a  rule,  they  are  of  short  duration  :  either  they 
npture  and  crust  over,  as  in  eczema,  or  they  dry  up  and  a  crust  is  formed,  as  is  usual  in 
hopes  ;  or  they  enlarge  into  blebs,  as  frequently  occurs  in  dermatitis  herpetiformis  :  or 
hy  are  transformed  into  pustules,  as  in  variola.  On  mucous  membranes  and  the  lips, 
9d  in  folds  of  the  skin,  they  break  more  quickly  than  in  other  situations,  and  leave 
Keoriations.  Since,  as  already  stated,  vesicles  are  the  result  of  a  more  or  less  inflamma- 
»ty  process,  they  usually  give  rise  to  much  burning  and  itching,  though  in  some  conditions, 
K  in  hidrocystoma,  these  symptoms  are  absent. 

The  most  distinctively  vesicular  affections  are  herpes  simplex  and  herpes  zoster.  In 
mple  herpes  the  face  and  the  genital  organs  are  affected  chiefly.  The  characteristic 
sion  is  a  cluster  of  transparent  vesicles  varying  in  number  from  two  or  three  to  twenty 
'  more,  seated  on  an  erythematous  patch,  and  surrounded  by  a  narrow  red  tone.  First, 
slightly  red  spot  appears  on  the  skin  ;  effusion  quickly  takes  place  under  the  epidermis, 
id  vesicles  are  formed  ;  these  become  opaque — sometimes  purulent — shrivel  up,  and 
«n  yellowish-brown  crusts,  which  after  a  few  days  become  detached,  usually  leaving  no 
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nirface  may  be  involved.  In  some  eases  papules  are  the  predominant  feature,  in  others 
erythematous  lesions  ;  in  yet  others  pustules,  and  in  extensive  cases,  the  several  kinds  of 
lesions  may  be  all  present  simultaneously.  From  herpes  in  general,  eczema  is  distinguished 
by  the  characteristic  exudation,  by  the  crowds  of  tiny  vesicles,  which  coalesce  without 
ionning  distinct  groups,  by  the  slower  evolution  of  the  disease,  and  by  the  fact  that  as  a 
nie  there  is  some  inflammatory  thickening.  From  herpes  zoster  it  is  differentiated  by 
tte  peculiar  distribution  of  the  vesicles  in  that  affection  (see  above). 

Acute  vesicukar  dermatitis  is  precisely  similar  to  acute  eczema  in  its  actual  lesions, 

lot  differs  from  it  in  that  a  deflnite  irritant  cause  exists  and  it  does  not  recur,  as  does 

spontaneously,  but  only  if  the  external  cause  is  re-applied.      The  effects  of  certain 

notably  primula  obconica  and  rhus  toxicodendron,  are  familiar  in  this  respect ;    so 

is  the  vesicular  eruption  produced  in  some  individuals  by  sugar  (grocer^s  dermatitis), 

bgr  the  use  of  certain  soaps  (soap  dermatitis),  by  the  sawdust  of  satin-wood,  by  the  use  of 

Kme  in  making  mortar,  by  the  hairs  of  certain  caterpillars,  and  by  various  applications 

lotions   (application   dermatitis),    including  tincture    of   arnica  montana,    mesotan, 

,ce  of  vanilla  ;   and  of  course  all  the  well-known  vesicating  drugs  such  as  cantharides, 

eraton  oil,  capsicum,  mineral  acids,  caustic  alkalies,  strong  iodine  or  turpentine,  and  so  on. 

dia^osis  is  afforded  by  a  knowledge  of  exposure  to  any  of  these,  and  in  obscure  cases 

sometimes  suggested  by  the  fact  that  exposed  parts  only  are  affected,  or  that  the  patient 

ill  only  when  living  in  certain  places  or  doing  certain  work. 

I>oubt  can  seldom  arise  as  between  eczema  and  dermatitis  herpetiformis.     It  is  true 

the  earliest  and  perhaps  the  most  characteristic  lesion  of  the  latter  disetise  is  a 

^VOBCular  eruption,  appearing  on  an  erythematous  base  ;  but  the  disposition  of  the  vesicles 

fti  herpetiform  groups  should  prevent  confusion  between  the  two  conditions.     The  vesicles 

dry  up  and  form  scabs,  but  later  they  tend  to  coalesce  into  bullae,  which  scarcely 

burst  spontaneously  but,  as  their  contents  thicken,  slowly  shrink,  and  finally,  if  left 

te  themselves,  shrivel  up  to  a  thick  brown  scab.      The  "  weeping '  of  eczema  is  therefore 

in  dermatitis  herpetiformis,  of  which,  further,  multiformity  is  a  more  pronounced 

— erythematous,  vesicular,  pustular,  papular,  and  urticarial  elements  being  mingled 

in  all  stages  of  evolution.      Eosinophilia  is  more  pronounced  with  dermatitis  herpcti- 

lonnis  than  it  is  with  eczema  (p.  99). 

The  vesicles  of  impetigo  contagiosa  are  distinguishable  from  those  of  eczema  by  the 

.  Inger  size  and  discrete  character  of  the  former,  and  by  their  tendency  to  dry  and  form 

"  yellowish  crusts  without  breaking,  or  as  soon  as  they  have  broken.     Even  when  the  lesions 

mn  together  and  large  crusts  are  formed,  there  will  be  discrete  vesicles  and  papules  which 

win  point  to  the  true  nature  of  the  affection. 

Miliaria  rubra  may  sometimes  resemble  the  vesicular  stage  of  eczema,  but  here  again 
fhe  lesions,  though  numerous,  remain  discrete  :  they  do  not  run  together  to  form  patches, 
i  tiwy  do  not  rupture,  and  there  is  no  '  weeping.'  Miliaria  of  all  forms  is  a  very  transitory 
'r  tlfection,  and  instead  of  the  intense  itching  of  eczema,  the  patient  describes  his  sensations 
M  those  rather  of  pricking  and  tingling.  In  the  form  of  miliaria  known  as  hidro- 
cjBtoma,  or  dysidrosis  of  the  face,  small  vesicles  like  those  of  miliaria  appear  on  the  face, 
but  they  are  so  grouped  as  to  form  patches,  which  show  no  tendency  to  spontaneous 
knrolution. 

Scabies  is  another  affection  in  which  the  vesicles,   like  those  of  impetigo  and  of 

'    afliaria,  are  discrete.     Sometimes  the  lesions,  usually  consisting  of  papules  and  pustules 

*    ii  well  as  of  vesicles,  take  on  an  eczematous  character,  but  they  are  not  localized  as  are 

those  of  eczema,  and  instead  of  being  small,  acuminated,  or  circular,  they  tend  to  be  linear. 

'    In  uncleanly  persons,  the  burrows  between  the  fingers  and  elsewhere  which  mark  off 

•cibies  from  all  other  affections,  can  hardly  be  overlooked.     When  they  cannot  be  found, 

cither  because  they  have  not  yet  been  formed  or  because  they  have  been  laid  open  by 

Kiatching,  the  diagnosis  of  scabies  must  rest  upon  the  irregularity  of  the  lesions — vesicles, 

buUe,  and  pustules  being  mingled  with  the  marks  of  the  finger-nails  and  the  results  of 

leoondary  inoculations — and  upon  the  distribution,  the  parts  most   affected   being  those 

where  the  skin  is  least  thick,  namely,  the  webs  between  the  fingers  and  toes,  the  front  of 

the  wrist,  inside  the  umbilicus,  on  the  lower  abdomen,  the  genitalia,  the  nipples  in  women, 

•nd  the  axillary  folds.     The  face  nearly  always  escapes,  except  in  infants  in  arms. 

Another  vesicular  condition  in  which  the  hands  are  specially  attacked  is  cheiropom- 
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macroscopically,  and  it  may  then  be  confused  with  varicella ;    but  the  cases  are 

as  to  be  negligible. 

is  with  smalt-pox  that  chicken-pox  is  most  often  confused.  In  small-pox  the 
1  are  usually  multilocular ;  in  chicken-pox  they  are  usually  unilocular.  In  small- 
ey  are  frequently  umbilicated  ;    in  chicken-pox  they  are  never  umbiliCBted,  and 

even  dimpled.  The  differences  between  the  two  exanthems  in  respect  of  the  rash 
s  lesions  generally,  as  summarized  by  Ricketts  in  "  The  Diagnosis  of  Small-pox," 
^e  :  In  variola,  the  rash  is  most  abundant  on  the  face  and  limbs,  and  least  abundant 

abdomen  and  chest  (Fig.  805) ;  in  varicella,  the  abdomen  and  chest  are  covered 
kly  as  the  face,  if  not  more  thickly.  In  variola,  the  rash  is  much  more  abundant 
back  than  on  the  abdomen ;  in  varicella,  the  abdomen  and  the  back  receive  equal 
)n.     En  variola,  the  rash  is  more  abundant  on  the  shoulders  than  across  the  loins. 

the  chest  than  on  the  abdomen  ;  in  varicella,  the  distribution  as  between  these 
I  indifferent.  In  variola,  the  rash  favours  the  limbs  and  is  distributed  centrifugally  ; 
cella  it  tends  to  avoid  the  limbs,  and  when  it  invades  them  is  centripetal.     In 

the  rash,  unlike  that  in  varicella,  favours  prominences  and  surfaces  exposed  to 
3n,  and  tends  to  avoid  protected  surfaces  and  depressions.  As  to  the  lesions 
Uy,  in  variola  they  are  deep- 
and  have  an  infiltrated  base ; 
lerally  circular  in  outline  and 
eneous  in  character;  whereas 
cella  they  are  superficial  and 
no  infiltrated  base,  are  fre- 
y  irregular  in  outline,  or  else 
r  elongated,  and  are  not,  as 

homogeneous. 

^ccinal  eruptions  may  consist 
tiny  vesicles  or  small  super- 
lapules,  or  of  a  combination 
e  elements  ;  or  |2)  of  a  small 

with  a  vesicular  or  pustular 

In  the  second  case  the  enip- 
lay  simulate  modified  small- 
ut  almost  always  the  vaccinal 
are  more  superftcial  than 
if  the  mildest  cases  of  small- 
nd  show  a  preference  for  the 

:  eruptions  due  to  the  use  of 

M,  iodides,  and  other  drugs,  ^^   30s.-Smaii-poi :   »hd«i„;  dtitnbm.Qn  or  ihB  «upiion. 

rsiele    is    but    one    of  the  ele-  pnniculatlr  on  the  [««  >i\il  lUnl.*  rMher  than  on  the  nerk  mid 

and     the    nature    of    the  {From  <t  pivogmiih  bg  or  d  s  nann  i 

>n  is  usually  indicated  with 

■nt  distinctness  by  the  history  of  the  case,  the  remission  that  occurs  when  the  drug  is 
:ld,  and  the  recurrence  that  takes  place  when  its  administration  is  resumed.  Vesicles 
>IIow  the  bites  or  stings  of  gnats,  mosquitoes,  etc.,  are  always  easdy  recognizable  from 
*tory,  and  from  the  central  punctum  to  be  seen  in  the  lesions  ;  nor  can  there  be 
Dubt-as  to  the  significance  of  those  due  to  such  accidental  causes  as  frostbite  and 
re  froni  splints.  Malcotm  Morris. 

ISION,  DEFECTS  OF.— This  subject  may  be  considered  in  the  following  order  :~ 
ormal  vision,  (//)  Amblyopia,  {III)  Partial  blindness,  (IV)  Complete  bttmlness, 
lour  blindness,  (VI)  Abnormal  sensations  of  size,  (VII)  Daif-  and  \ight-btindne-,s. 

NORMAL   VISION. 
Vlsaal   ACOlty.^The  act  of  vision  comprises  the  perception  of  form,  colour,  and 
ness  ;    and,  in  vision  with  two  eyes,  the  perception  of  .space  and  distance.      These 
es  are  possessed  by  all  parts  of  the  retina,  though  in  varying  degrees,  and  they  are  of 
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AMBLYOPIA. 

Amblyopia  is  the  term  applied  to  defective  vision  in  which  there  is  little  or  no  evidence 
of  any  ocular  condition  which  might  account  for  the  visual  defect.  It  is  not,  therefore, 
employed  where  there  is  any  obvious  intra-ocular  or  intracranial  lesion.  The  commoner 
ibrms  of  amblyopia  are  (1)  Amblyopia  ex  anopsia  ;  (2)  Uraemic  ;  (3)  With  nystagmus  ;  (4) 
Due  to  alcohol,  tobacco,  lead,  quinine,  organic  forms  of  arsenic  such  as  atoxyl  ;  (5)  Migraine  ; 
(6)  Cortical  or  crossed  amblyopia  ;   (7)  With  hysteria. 

Amblyopia  ex  Anopsia  is  usually  associated  with  a  squinting  eye,  which  may  or  may 
not  have  been  put  straight  by  operation.  It  is  still  open  to  discussion  whether  the  amblyopia 
Ia  such  conditions  is  due  to  the  loss  of  use  by  reason  of  the  squint,  or  whether  the  squint  is 
doe  to  the  visual  defect ;  but  the  fact  remains,  that  in  many  squinting  eyes  the  visual  acuity 
IB  ve»y  much  below  normal,  though  objectively  the  eye  exhibits  no  abnormal  symptoms. 

tJi*iaiic  Amblyopia,  or  Amaurosis,  may  be  recognized  by  its  association  with  renal 
disease,  wheUier  complicated  by  pregnancy  or  not.     It  is  characterized  by  its  comparatively 
sudden  onset,  vision  failing  either  partially  or  completely  within  a  few  hours.     The  failure 
of  vision  may  be  accompanied  by  well-marked  retinitis  in  both  eyes  ;    but  in  many  eases 
this  is  absent  and  the  discs  appear  quite  normal.     The  failure  of  vision  lasts  for  from  thirty- 
six  to  forty-eight  hours,  and  then  slowly  disappears,  the  whole  attack  lasting,  as  a  rule, 
under  a  week.     In  the  majority  of  cases,  unless  there  is  some  definite  injury  to  the  optic 
nerve  or  retina  as  the  result  of  retinitis,  the  vision  recovers  entirely.     In  some  cases  of 
uremia  the  blindness  is  complete. 

Amblyoi^  with  Nystagmus  is  usually  associated  with  evidence  of  visual  affections 
in  very  early  life.  At  birth,  fixation  is  not  developed,  and  the  higher  visual  acuity  is  only 
acquired  after  the  first  few  months  of  infant  life.  Any  affection  of  the  eyes,  therefore,  that 
obscures  the  vision  during  the  earlier  weeks  or  months  of  life,  prevents  the  due  development 
of  central  vision  and  leads  to  a  permanent  amblyopia,  as  a  rule  associated  with  nystagmus. 
Such  afTections  are  ophthalmia  neonatorum,  which  leaves  more  or  less  corneal  opacity  ; 
perforation  of  the  cornea  with  anterior  polar  cataract  as  the  result  of  this  ophthalmia  ;  con- 
genital defects,  such  as  a  persistent  hyaloid  artery  or  macular  coloboma  ;  and  any  retinitis 
or  choroiditis  affecting  the  region  of  the  yellow  spot. 

The   Amblyopia  due   to  Lead,   Alcohol,    Tobacco,  Quinine,    or    Atoxyl,    is    usually 

described  as  a  toxic  amblyopia,  and  the  symptoms  are  somewhat  similar  in  all  the  varieties. 

In  tobacco  amblyopia  there  is  a  central  loss  of  vision  for  colours,  green  only  in  the  earlier 

stages,  subsequently  green  and  red,  and  in  extreme  cases  even  a  central  scotoma  for  white  ; 

total  blindness  is  practically  unknown.     The  patient  also  states  that  he  sees  better  in  a  dull 

than  in  a  bright  light,  and  that  he  is  incapable  of  reading  or  writing,  or  distinguishing  silver 

from  gold  coins.    The  ocular  signs  are  usually  very  slight,  being  limited  to  sjme  redness 

and  blurring  of  the  optic  disc  in  early  cases,  or  ))allor  of  the  outer  side  of  the  disc  in  later 

stages.     Alcoholic  amblyopia  resembles  in  most  of  its  symptoms  the  amblyopia  due  to 

tobacco,  though  vision  for  red  is  usually  lost  before  vision  for  green.     Amblyopia  due  to 

lead  or  atoxyl  is  rare,  but  it  is  also  usually  characterized  by  a  central  scotoma  associated 

with  some  slight  optic  neuritis  or  atrophy.     In  quinine  amblyopia  the  retinal  vessels  are 

extremely  constricted,  the  disc  is  pale,  and  the  field  of  vision  is  diminished  peripherally. 

The  Amblyopia  of  Migraine  is  usually  transitory,  and  may  occur  either  in  the  form 
of  a  central  scotoma,  hemianopia,  or  monocular  blindness.  It  is  more  rarely  seen  in  the 
form  of  a  quadrant  hemianopia  or  a  ring  scotoma.  In  all  cases  the  diagnosis  is  compara- 
tively easy,  as  the  amblyopia  seldom  lasts  more  than  a  few  minutes,  and  is  followed  later 
by  the  characteristic  headache  and  sickness  of  migraine. 

Amblyopia  has  also  been  described  as  due  to  disease  of  the  Visual  Cortex,  and  rare 
cases  have  been  described  of  a  Crossed  Amblyopia  or  defect  of  vision  in  one  eye  due  to 
disease  of  the  visual  cortex  of  the  other.  The  loss  of  vision  is,  however,  usually  associated 
with  some  slight  defect  of  vision  in  the  opposite  eye,  and  hemianopia  is  much  more  com- 
monly the  symptom  of  disease  of  the  visual  cortex. 

Hysterical  Amblyopia  may,  like  other  hysterical  affections,  take  various  forms,  such 
as  loss  of  visual  acuity,  a  loss  of  colour  vision,  or  diminution  in  the  visual  field.  The  charac- 
teristic form  of  the  visual  field  in  hysteria  is  either  a  spiral  contraction  or  an  extreme  con- 
centric limitation.  The  symptoms,  however,  vary  very  much  at  different  examinations,  a 
|X>int  of  much  importance  in  diagnosis.     In  certain  cases  there  may  be  a  functional  loss  of 
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from  its  assbciation  with  the  acute  symptoms  of  glaucoma,  the  circumcomeal  injection, 
steamy  insensitive  cornea,  dilated  fixed  pupil,  hazy  vitreous,  and  general  symptoms  such 
as  trigeminal  neuralgia,  headache,  and  sickness.  In  chronic  glaucoma  it  will  also  be  associ- 
ated with  atrophy  and  cupping  of  the  optic  disc  (Plate  XX,  Fig,  F,  p.  418).  Central  vision 
may  remain  quite  good,  even  though  the  field  of  vision  is  extremely  limited.  The  field  of 
vision  is,  as  a  rule,  most  limited  in  retinitis  pigmentosa,  where  the  failure  of  sight  will  be 
found  to  be  associated  with  night-blindness  and  characteristic  ophthalmoscopic  appearances, 
a  small,  ill-defined,  waxy-looking  disc,  slender  vessels,  and  diffuse  superficial  pigmentation 
of  the  periphery,  the  retina  in  patches  resembling  Haversian  bone  corpuscles.  This 
condition  often  occurs  in  two  or  more  members  of  the  same  family,  and  may  exist  where  the 
parents  have  been  first  cousins.  A  limitation  of  the  field  similar  to  that  of  retinitis  pig- 
mentosa is  often  met  with  in  cases  of  disseminate  choroido-retinitis  {Plate  XIX,  Fig,  G,  p. 
416)  and  consequent  optic  atrophy ;  but  may  be  distinguished  from  it  by  abundant  evidence 
in  the  eye  of  deeper  changes  in  the  retina  and  choroid.  Constriction  of  the  field  of  vision 
nay  also  occur  in  certain  functional  states,  but  may,  as  a  rule,  be  recognized  by  its  variable 
character  and  the  absence  of  all  evidence  of  organic  ocular  or  general  nervous  disease. 

2.  Indefliilte. — ^A  defective  visual  acuity  may  exist  with  no  evidence  of  any  ocular 
>r  nervous  disease  (see  Amblyopia,  p.  759).  Defective  vision  may  also  be  due  to  errors  of 
efraction,  to  opacities  of  the  cornea,  aqueous,  lens,  or  vitreous,  to  affections  of  the  choroid 
nd  retina,  and  to  lesions  of  the  optic  nerve.  Opacities  of  the  cornea  can  easily  be  recog- 
ized  on  illumination  of  the  eye  with  a  strong  light  concentrated  by  a  lens,  and  intra-ocular 
Eiuses  of  defective  vision  can  be  discovered  by  ophthalmoscopic  examination.  Detailed 
ifferential  diagnosis  of  all  the  ocular  causes  of  diminished  vision  requires  a  special  know- 
dge  of  ophthalmology. 

COMPLETE    BLINDNESS. 

Total  loss  of  vision,  blindness,  or  amaurosis,  may  be  (1)  Bilateral,  (2)  Unilateral, 

Bilateral  Blindness. — Total  blindness  in  both   eyes  may  be  congenital   or  acquired. 

>ngenital  blindness  may  be  due  either  to  absence  of  the  eyes  themselves,  congenital  anoph- 

ilmos,  or  to  congenital  defects  in  the  development  of  the  eyes  themselves.     Nearly  90  per 

nt  of  all  cases  of  total  blindness  in  the  United  Kingdom  are  due  to  ophthalmia  neona- 

um.     Such  cases  can  be  recognized  by  the  history  of  profuse  inflammation  or  discharge 

3rtly  after  birth,  by  the  diffuse  opacity  on  the  surface  of  the  cornea,  associated,  in  some 

»es,  with  thinning  and  protrusion  of  the  anterior  part  of  the  eye,  and  more  or  less  nys- 

^us.    There  is  a  peculiar  congenital  malady  known  as  amaurotic  familial  idiocy,  in  which 

^eral  members  of  a  family  suffer  from  complete  blindness  owing  to  bilateral  optic  atrophy 

ociated  with  idiocy  due  to  slow  development  of  the  brain.     The  diagnosis  is  made  from 

!  family  history  and  from  the  presence  of  optic  atrophy  dating  from  infancy. 

Total  blindness  may  also  be  caused  by  bilateral  inflammatory  affections  of  the  eyes, 

h  as  iritis  with  blockage  of  the  pupils  and  consequent  glaucoma,  or  ultimate  shrinking 

:lie  eyes,  bilateral  primary  glaucoma,  optic  atrophy,  or  lesions  of  the  optic  chiasma.     It 

eldom  due  to  lesions  of  the  optic  tracts,  as  this  would  only  be  caused  by  a  bilateral  lesion 

illy  destroying  the  optic  tract  on  both  sides. 

Total  blindness  of  a  transient  nature  may  also  occur  in  renal  disease,  and  is  termed 

mic  amaurosis.     This  condition  is  recognized  by  its  association  with  the  symptoms  of 

il  disease,  whether  in  pregnancy  or  not,  and  by  its  sudden  onset  and  short  duration,  the 

tie  attack  as  a  rule  lasting  not  more  than  four  or  five  days.     In  the  majority  of  cases 

e  is  some  evidence  of  renal  retinitis,  though  in  others  the  eyes  are  normal.     The  pupils 

illy  react  to  light,  though  occasionally  the  light  reflex  is  absent. 

Another  form  of  transient  blindness  occasionally  met  with,  is  apparently  due  to  spasm 

e  retinal  arteries.     In  these  cases  the  loss  of  vision  may  last  only  a  few  hours,  and  during 

ontinuance  it  will  be  found  that  the  retinal  arteries  are  of  a  very  slender  calibre.     It  is 

;  noted  that  no  cataract  ever  causes  total  blindness.     Provided  that  the  rest  of  the  eye 

irmal,  a  patient  with  the  densest  cataract  can  always  perceive  light,  and  also  has  the 

*T  of  projection,  or  the  recognition  of  the  direction  from  which  the  ray  of  light  is  coming. 

Unilateral  Blindness. — It  is  evident  that  unilateral   blindness   must  be   due  to   some 

1  in  the  eye  itself,  or  between  the  eye  and  the  optic  chiasma.     Lesions  of  the  optic 

above  the  chiasma  do  not  cause  monocular  blindness,  but  Hemianopsia  (p.  300). 

>cular  blindness  may  be  either  sudden  or  gradual. 
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ABNOBMAL   SENSATIONS   OF   SIZE. 

Objects  may  appear  rapidly  to  increase  or  diminish  in  size  in  the  preliminary  stages 
of  an  attack  of  epilepsy  ;  and  this  variation  in  size  of  objects  is  a  fairly  common  symptom 
in  the  slight  delirium  of  infantile  febrile  disorders.  Micropsia,  or  abnormal  diminution 
in  the  size  of  objects,  also  occurs  to  many  normal  people  during  the  act  of  reading.  The 
book  appears  suddenly  to  recede  to  a  great  distance,  and  it  and  the  type  appear  extremely 
minute,  though  absolutely  clear.  No  satisfactory  cause  has  yet  been  adduced  for  this 
phenomenon.  It  may  be  relieved  by  a  momentary  rest,  and  is  of  no  pathological  signifi- 
cance. A  similar  condition  may  be  produced  by  the  use  of  certain  drugs,  particularly 
cannabis  indica  and  its  products. 

DAY-BLINDNESS   AND   NIGHT-BLINDNESS. 

Day-blindness,  or  hemeralopia,  is  caused  most  commonly  by  tobacco  poisoning,  it  being 
probable  that  this  condition  is  due  to  a  direct  poisoning  of  the  retinal  cones,  which  are 
endowed  with  the  faculty  of  effective  vision  in  lights  of  high  brilliancy.  In  snow-blindness, 
also,  vision  improves  directly  the  light  begins  to  fail,  and  defective  vision  in  bright  light  is 
I  common  symptom  of  albinism.  Except  in  the  case  of  albinos,  the  retina  may  show  no 
ibnormal  signs. 

Night-blindness,  or  nyctalopia,  occurs  most  frequently  in  retinitis  pigmentosa,  in  which, 
>n  ophthalmoscopic  examination,  the  characteristic  appearance  of  a  small  ill-defined  optic 
isc,  thin  thready  arteries  and  veins,  and  the  characteristic  spider-like  pigment  cells  may 
le  seen  at  the  periphery  of  the  fundus.  It  also  occurs  in  cases  of  quinine  amblyopia,  xerosis 
f  the  conjunctiva,  disseminate  choroido-retinitis,  and  in  scurvy.  Patients  suffering  from 
igh  myopia  may  also  suffer  from  defective  vision  in  dim  lights.  Herbert  L.  Easofi. 

VISION,  DOUBLE.— (See  Diplopia,  p.  174.) 

VOICE,  ABNORMALITIES  OF  THE.— (See  Speech,  Abnormalities  of,  p.  623.) 

VOMITING. — Strictly  speaking,  the  term  vomiting  implies  the  return  and  expulsion 

om  the  mouth  of  part  or  the  whole  of  the  stomach  contents.    There  are  several  conditions 

which  vomiting  may   be  simulated   closely,  although   the  vomited  matter  has  never 

ached  the   stomach.     It   will  be   convenient   to  deal   with  these  before   discussing   the 

uses  and  differential  diagnosis  of  true  vomiting  or  gastric  regurgitation. 

In  certain  diseases  of  the  oesophagus,  food  may  be  swallowed  and,  after  a  varying 
terval  of  time,  brought  up  again.     These  conditions  are  : — 


Malignant  disease 
Fibrous  stricture 
Spasm 


Pressure  from  without,   as   by   aneurysm, 

new  growth,  etc. 
*"  Idiopathic '  dilatation 
Diverticula — *  pressure  '  pouches. 


If  the  obstruction  be  of  long  standing,  and  near  the  lower  end  of  the  oesophagus,  the 
erval  between  taking  food  and  its  regurgitation  may  be  prolonged  considerably,  especi- 
i  in  cases  in  which  the  lumen  has  undergone  much  dilatation.  This  may  occur  with 
x)us  stricture,  slow-growing  carcinoma,  or  the  very  rare  cases  known  as  '  idiopathic ' 
itation  of  the  oesophagus. 

A  '  pressure '  pouch  produced  by  a  hernia-like  protrusion  of  the  mucous  membrane 
9ugh  the  muscular  coats  of  the  upper  part  of  the  oesophagus,  becomes  filled  gradually 
1,  in  addition  to  dysphagia  caused  by  the  pressure  it  exerts  on  the  oesophagus  below, 
Y  simulate  vomiting  when  its  contents  are  voided. 
The  differential  diagnosis  of  these  oesophageal  causes  of  vomiting,  or  rather  regurgita- 
1,  is  usually  easy.     The  returned  matter  is  practically  unaltered,  and  is  undigested, 
[lay  be  diluted  freely  with  mucus.     Blood  may  be  present,  and  even  portions  of  growth 
ases  of  carcinoma.     In  oesophageal  pouches,  food  may  be  retained  for  long  periods  and 
med  unchanged.    The  most  important  point  to  recognize  is,  that  in  such  oesophageal 
litions  the  returned  matter  is  alkaline  or  neutral  in  reaction.    The  diagnosis  is  con- 
ed by  examination  with  a  bougie,  or  by  the  a'-rays  after  administration  of  bismuth 
Ision  {Fig.  96,  p.  106). 
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Certain  individuals  may  acquire  the  power  of  voluntarily  regurgitating  portions  of 
the  stomach  contents  into  the  mouth,  which  may  be  ejected  or  again  swallowed.  There 
is  no  accompanying  nausea.  This  condition,  known  as  ^rumination'  or  ^Mervcism' 
(p.  388),  must  be  distinguished  from  vomiting. 

Mention  must  also  be  made  of  conditions  in  which  the  mechanism  of  deglutition  is 
deranged,  and  in  which  swallowing  is  interfered  with  to  such  an  extent  that  the  food  or 
drink  is  returned.  This  may  occur  in  cases  of  bulbar  paralysis,  myasthenia  gra\i8,  etc. 
Again,  in  diphtheritic  paralysis  the  return  of  fluids  through  the  nose,  owing  to  the  paralysis 
of  the  soft  palate,  may  be  mistaken  for  vomiting.  A  similar  mistake  has  been  made  in 
cases  the  writer  has  met  with  of  bronchiectasis  in  which,  during  the  act  of  coughing,  large 
quantities  of  pus  have  gushed  up,  not  only  from  the  mouth  but  also  through  the  nose. 

The  regurgitation  of  milk  in  healthy  breast-  or  bottle-fed  infants  after  a  hearty  meal 
is  met  with  frequently,  and  is  often  wrongly  regarded  as  vomiting.  It  is  due  to  simple 
overfilling,  or  sometimes  to  too  rapid  feeding ;  air  that  has  been  swallowed  is  belched  up, 
and  drives  out  some  of  the  milk  with  it. 

A  brief  account  of  the  mechanism  of  vomiting  will  facilitate  a  classification  of  its  causes. 
The  parts  concerned  are  the  muscular  coats  of  the  stomach  ;  the  sphincter  at  the  cardiac 
orifice  ;  the  diaphragm,  and  the  abdominal  muscles  ;  the  vomiting  centre  situated  in  the 
medulla  ;  the  efferent  nerve  fibres  in  the  vagus  supplying  the  musculature  of  the  stomach, 
the  phrenics  the  diaphragm,  and  the  spinal  nerves  the  abdominal  muscles. 

In  the  act  of  vomiting,  the  walls  of  the  stomach  contract,  the  diaphragm  is  pushed 
violently  downwards  in  full  inspiratory  position,  while  powerful  contractions  of  the  abdo- 
minal muscles  take  place.  At  the  same  time  the  cardiac  sphincter  is  relaxed,  and  the 
gastric  contents  are  expelled,  chiefly  as  the  result  of  the  pressure  thus  exerted  on  the 
stomach  by  the  diaphragm  and  the  abdominal  muscles,  aided  to  some  extent  by  reversed 
peristalsis.  The  pyloric  sphincter  is  usually  closed,  but  it  may  become  relaxed,  in  which 
case  bile  and  intestinal  contents  may  enter  the  stomach  and  be  found  in  the  vomit.  The 
vomiting  centre  may  be  excited  to  action  by  stimuli  reaching  it  from  the  stomach  itself. 
by  afferent  fibres  in  the  vagus,  or  from  other  parts  by  many  different  afferent  channels. 
The  centre  may  also  be  thrown  into  action  by  toxic  substances  acting  on  it  directly. 

In  retching,  forcible  contraction  of  thi  stomach  wall,  and  of  the  diaphragm  and 
abdominal  muscles  takes  place  as  in  vomiting,  but  there  is  no  relaxation  of  the  sphincter. 
In  the  condition  known  as  waterbrash  or  pyrosis,  in  which  a  quantity  of  clear  fluid  is  brought 
up  into  the  mouth,  usually  on  rising  in  the  morning,  the  complete  act  of  vomiting  does  not 
occur ;  relaxation  of  the  cardiac  sphincter  takes  place  without  attendant  muscular  con- 
traction of  the  diaphragm  and  the  abdominal  muscles. 

It  is  obvious  from  the  above  that  the  causes  of  vomiting  must  fall  into  two 
great  groups  :  (I)  Those  cutting  directly  on  the  vomiting  centre,  such  as  certain  poisons,  e.g^ 
apomorphine  ;  (II)  Those  acting  reflexly  on  the  centre.  The  second  group  is  a  ver>'  large  one. 
as  it  includes  practically  all  the  pathological  states  of  the  stomach,  many  visceral  diseases, 
and  disturbances  of  special  senses. 

I.     CENTRAL  CAUSES. 


Certain  drugs —  '■  Acute  yellow  atrophy  of  the  liver 

Apomorphine  Addison^s  disease 

Tobacco 
AnsEsthetics 


Uraemia 
Diabetes 


Onset  of  acute  infections,  especially  in  children 
Pregnancy 


Recurrent,   periodic  or  cyclical   vomiting  m 
children. 


There  may  be  some  doubt  as  to  whether  Addison's  disease,  pregnancy,  and  recurrent 
vomiting  should  be  included  in  this  group,  as  their  pathology  is  not  fully  known.  The 
vomiting  of  pregnancy  may  be  partly  reflex,  but  there  is  strong  evidence  that  a  toxic 
element  exists,  and  is  probably  the  chief  exciting  cause.  The  differential  diagnosis  of  these 
conditions  presents  little  difficulty.  The  examination  of  the  urine  will  give  evidence  of 
tlie  existence  of  renal  disea.se  in  ursemic  vomiting,  and  the  onset  of  drowsiness  and  conw 
in  a  diabetic  patient  may  be  attended  by  vomiting.  Persistent  vomiting  occurring  in  » 
case  of  jaundice  of  apparently  the  common  catarrhal  variety  should  arouse  suspicion  of  its 
proving  acute  yellow  atrophy.     The  size  of  the  liver  should  be  determined  carefully,  and 
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ly  diminution  noted  ;  the  urine  should  be  examined  for  leucin  (Fig.  147,  p.  333)  and 
Tosin  (Fig,  148,  p.  338).  Vomiting  associated  with  asthenia,  characteristic  pigmentation 
'skin  and  buccal  mucosa  (Plate  XXI,  p.  526),  and  a  persistent  low  blood-pressure,  would  be 
agnostic  of  Addison's  disease.  The  form  of  vomiting  met  with  in  young  children,  termed 
jeriodic,'  or  '  cyclical,'  is  very  severe,  and  is  accompanied  by  great  wasting.  The  sym- 
x)ms  pass  off  after  a  few  days,  but  tend  to  recur  at  intervals  of  months.  The  urine  during 
le  attacks  often  contains  acetone  and  diacetic  acid,  and  the  condition  may  be  regarded 
I  an  auto-intoxication,  probably  an  acidosis  (see  Acetonuria,  p.  3).  The  vomiting  so 
equently  met  with  as  one  of  the  earliest  symptoms  in  specific  fevers,  especially  in  children, 
diiefly  due  to  the  direct  action  of  the  specific  toxin  on  the  cerebral  centre,  though  reflex 
^ion  may  also  have  a  share  in  it.  The  diagnosis  does  not  usually  present  difficulty  ;  the 
:ute  onset,  vomiting,  general  malaise,  headache,  pyrexia,  sore  throat,  rash,  etc.,  speedily 
K'e  the  clue  to  the  cause  of  the  vomiting.  In  older  patients,  scarlet  fever  is  the  commonest 
pecific  fever  to  begin  with  nausea  and  vomiting. 

We  must  next  consider  the  chief  characteristics  of  the  vomiting  due  to  reflex  causes. 


II.     REFLEX  VOMITING. 


1.  Gastric  Causes. 


Irritating  articles  of  food  (hard,  indi- 
gestible substances) 

Emetics,  such  as  zinc  sulphate, 
mustard,  etc. 

Poisons  :    Corrosives,  irritants 

Gastritis  : 

f  (i)    Simple, 

((iil 
(h)  Chronic 

Dilatation   and  *"  hour-glass  '    contrac- 
tion 


(a)  Acute  : 


i)  Phlegmonous 


f   Pyloric  obstruction  : 

Malignant  disease 

Fibrous  stricture 

'  Hypertrophic  stenosis '  in  infants 

Pressure  on  pylorus  from  without 
Venous    congestion,   as    in    morbus     cordis, 

portal  obstruction,  cirrhosis  of  the  liver 
Ulcer 
Malignant  disease. 


2.  Intestinal,  Peritoneal,  and  General  Visceral  Causes. 


Intestinal  obstruction 

Appendicitis 

Intestinal  worms 

Following  administration  of  cnemata 

Henoch's  purpura 

Peritonitis 

Biliary  colic 

Renal  colic — movable  kidney  ('  Dietl's 

crises  ') 
Acute  pancreatitis 

Certain  conditions  of  the  female  genital 
organs  : 
Pregnancy 

Retroversion  of  the  uterus 
Ovarian  disease 
Extra-uterine  gestation 


3.  Affections  of  the  Central  Nervous  System. 

Special  Senses : — 

Offensive  smells,  tastes,  repulsive  sights. 

Brain : — 
Concussion 
Cerebral  tumour  or 

abscess 
Meningitis 
Hydrocephaly 

Spinal  Cord: — 

Tabes  dorsalis,  gastric  crises. 


Phthisis — vomiting  may  be  of  central   origin 
or  due  to  irritation  of  the  bronchi  or  fauces 
Irritation  of  the  fauces  or  bronchi  by  direct 
stimulation,  or  by  severe  coughing  : 
Pertussis 
Bronchiectasis 
Fibroid  lung 
Shock — blows  on  the  epigastrium,  injury  of  a 
testicle,  a  kick  upon  the  internal  semilunar 
cartilage  of  the  knee,  etc. 


Cerebral  haemorrhage 
Thrombosis  of  cerebral  sinuses 
Middle-ear  disease  ;    M^ni^re's 

disease 
Migraine 


Epilepsy 
Sea-sickness 

Functional  or  hysterical 
vomiting. 


Certain  general  lines  may  be  laid  down  of  great  importance  in  the  accurate  diagnosis 

the  cause  of  vomiting.    Attention  should  be  paid  to  its  relation  to  food,  if  any,  and  at 

lat  interval  after  a  meal  it  occurs  ;  whether  preceded  or  not  by  pain  ;  whether  attended 

not  by  nausea.    The  absence  of  nausea  is  a  point  of  great  significance  ;  this  is  usually 
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vomiting  in  these  cases  is  very  forcible,  the  milk  being  pumped  up  violently,  often  very 
shortly  after  a  feed,  and  with  little  alteration.  Visible  gastric  peristalsis  and  the  presence 
of  a  small  tumour  in  the  epigastrium  would  complete  the  diagnosis. 

Vomiting  due  to  gastric  ulcer  (non-malignant)  is  very  common.  Pain  occurs  soon  after 
taking  food,  and  is  relieved  by  vomiting,  which  usually  occurs  within  an  hour.  The  vomit 
consists  of  food,  more  or  less  digested,  according  to  the  time  which  has  elapsed  after  a  meal. 
It  almost  always  contains  at  least  the  normal  quantity  of  free  hydrochloric  acid,  and  blood 
may  be  present  in  varying  quantity. 

With  malignant  disease — carcinoma  of  the  stomach — though  the  general  character  of 
the  vomit  may  be  very  similar  to  that  in  simple  ulcer,  there  is  usually  a  great  diminution 
or  complete  absence  of  free  hydrochloric  acid,  and  lactic  acid  and  the  Opplcr-Boas  bacillus 
are  often  present.  Sarcinse  may  be  present  also  when  there  is  accompanying  dilatation. 
Occasionally  portions  of  the  growth  may  be  found  in  the  vomited  matter.  In  both  sunple 
and  malignant  ulcer,  blood  may  be  detected  in  the  vomit  microscopically  or  spectro- 
scopically  (see  Blood  per  Anum,  p.  75)  when  it  is  not  recognizable  by  the  naked  eye. 
\  bismuth  and  a;-ray  examination  is  almost  essential  {Fig,  ISO,  p.  269,  Fig,  131,  p.  270, 
P^.  132,  p.  270). 

Intestinal,  Peritoneal,  and  General  Visceral  Causes. — In  intestinal  obstruction 
vomiting  sets  in  after  an  interval,  the  length  of  which  may  depend  on  the  situation  of  the 
)locking.  The  vomiting  is  severe  and  persistent ;  the  contents  of  the  stomach  are  returned 
brst,  and  later,  mucus,  bile,  and  intestinal  contents.  Faecal  vomiting  should  be  recognized 
.t  once  by  its  odour ;  obvious  pieces  of  fsecal  matter  are  rarely  distinguishable,  but  the 
omit  may  have  a  brownish  colour.  The  vomiting  is  more  severe  the  higher  the  obstruc- 
ion  is  in  the  intestinal  canal. 

Vomiting  is  commonly  present  in  appendicitis^  but  in  slight  cases  does  not  persist  after 
le  onset.  In  the  severe  forms  of  the  disease  the  vomiting  may  be  a  prominent  symptom, 
nd  resemble  that  met  with  in  intestinal  obstruction  ;  it  is  sometimes  fsecal  in  character. 

Intestinal  worms  are  a  cause  of  vomiting  in  children,  probably  owing  to  the  reflex 
ritation  they  set  up.     Occasionally  a  round- worm  is  found  in  the  vomit. 

Enemata  in  certain  individuals  cause  vomiting,  and  rare  cases  have  been  described  in 
hich  the  fluid  injected  per  rectum  has  been  returned  by  the  mouth. 

Vomiting  is  a  common  symptom  in  the  condition  known  as  Henoch's  purpura^  and  may 
*  due  to  either  gastric  or  intestinal  stimulation.  The  vomit  may  contain  blood  due  to 
emorrhages  from  the  mucous  membrane  of  the  stomach.  It  is  usually  accompanied  by 
dominal  pain,  sometimes  of  an  acute  and  agonizing  character  closely  simulating  that 
curring  with  intestinal  obstruction,  these  symptoms  being  due  to  haemorrhage  into  the 
:estinal  wall  or  the  mesentery,  which  occasionally  simulate  or  even  give  rise  to  intus- 
sception.  Recurrent  attacks  of  vomiting  and  abdominal  pain  associated  with  a  purpuric 
iption  in  a  boy  or  girl  would  point  to  the  existence  of  this  not  uncommon  disease. 

In  eumte  peritonitis  vomiting  is  an  early  symptom,  and  causes  great  pain  ;  rarely  the 
mit  may  have  a  faecal  odour.  The  history,  together  with  the  rigidity  and  immobility  of 
*  abdominal  wall,  generally  indicates  the  need  for  early  laparotomy. 

In  biliary  and  renal  colic  the  vomiting  accompanying  the  attacks  of  agonizing  pain 
fsents  no  special  features.  The  pain  in  the  thorax  and  upper  part  of  the  abdomen,  and 
!  onset  of  jaundice,  distinguish  biliary  colic  from  that  due  to  renal  calculus,  in  which  the 
n  is  in  the  loin  or  lower  abdomen,  shooting  down  towards  the  groin  and  testicle, 
mdice  is  absent  if  the  stone  is  in  the  cystic  duct. 

Acute  pancreatitis  may  simulate  intestinal  obstruction  closely  in  that  it  is  attended  by 
isea  and  vomiting,  constipation,  and  severe  abdominal  pain.  The  vomit  is  not  faecal 
character ;  there  is  usually  localized  tenderness  over  the  region  of  the  pancreas.  The 
^osis  is  seldom  made,  however,  until  laparotomy  is  performed  on  account  of  the 
ency  of  the  symptoms,  when  typical  fat  necrosis  will  be  found  in  the  omentum. 
The  other  visceral  causes  of  vomiting  call  for  no  special  notice. 

Affeetlons  of  the  Central   Nervous   System. — It  has  been  pointed  out  that  in  most 

he  preceding  conditions  nausea  accompanies  vomiting,  and  this  brings  us  to  a  most 

ortant  distinction,  namely,  tliat  in  intracranial  disease  a  special  type  of  vomiting  is 

with,  generally  known  as  *  cerebral  vomiting.'     In  this,  nausea  is  absent,  vomiting 

irs  suddenly  and  often  without  warning,  and  bears  no  relation  to  the  ingestion  of  food. 
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ed  by  using  5,  10, 15,  20,  and  25  per  cent  strengths  of  tuberculin,  supplied  ready 

pose  by  bacteriological  laboratories  -;  any  reaction  shows  itself  within  twenty-four 

e  XXXVI).     A  negative  von  Pirquet's  reaction  is  of  more  value  in  excluding 

s,  however,  than  is  a  positive  one  in  proving  that  the  patient's  symptoms  are 

?Tcle  ;  so  many  persons  have  latent  tuberculous  foci  in  glands  or  elsewhere  that 

give  a  positive  tuberculin  reaction  though  their  actual  symptoms  may  be  due 

itirely  different  malady  which  has  developed- — a  colibacilluria  for  instance,  or 

else  that  is  non- tuberculous.     A  positive  von  Pirquet  reaction  shows  that  the 

:he  subject  of  tubercle,  but  it  does  not  prove  that  the  symptoms  one  is  investi- 

ijs  case  are  due  to  the  tuberculous  infection  so  discovered.     Sometimes,  when 

ibt  as  to  whether  there  is  organic  disease  or  not,  the  nails  afford  a  clue ;   whereas 

tl  ridges  on  them  matter  little,  a  definite  transverse  ridge  at  the  same  level  across 

4  is  evidence  of  dystrophy  due  to  illness  at  a  time  corresponding  to  that  at  which 

part  was  being  produced  from  the  matrix  ;  roughly  speaking,  it  takes  a  nail 

ur  and  six  months  to  grow  from  niatri.\  to  tip,  and  of  this  time  about  two-thirds 

the  visible  nail,  one-third  to  the  part  that  is  growing  but  not  yet  visible ;    if. 

-.here  is  a  definite  transverse  ridge  on  all  the  nails  (Fig.  306)  about  half-waj'  along 

patient  was  in  bad  health  between  tliree  and  four  months  previously.     There 

may  have  been  a  dclinite  acute 

illness  such  as  pneumonia  ;   but 

quite    often    the     dystrophy    is 

due  to  less  dclinite  illness,  and 

particularly    to    the    effects  of 

developing  phthisis. 

Notwithstanding  the  most 
careful  investigations,  however, 
doubt  as  to  the  cause  of  the 
loss  of  weight  in  not  a  few  cases 
remains  until,  in  the  course  of 
time,  the  patient  either  recovers 
the  lost  ground  and  gets  quite 
well,  or  else  develops  other  signs 
or  symptoms  of  growth,  tubercu- 
losis, or  other  definite  disease. 

tsiflverse  ridi-liii;  o(  naila  rjnp  lo  lobiir  DneiimoiiiLi  (our     oiilha  Yoimg      pCrSOHS      may      loSC 

jiiTviomij-.  weight  as  the  result  of  change  of 

surroundings,  for  instance  from 
door  school  lite  to  work  in  a  city  office  ;  care  and  anxiety  :  the  undertaking 
responsibilities  ;  sorrow ;  love  ;  too  strenuous  a  life  of  pleasure  ;  irregularity 
too  long  hours  of  work ;  these  are  amongst  the  everyday  causes  of  what  at  the 
appear  to  be  serious  loss  of  weight. 

ffection  of  the  alimentary  tract  interfering  with  proper  digestion  and  absorption 
y  produce  loss  of  weight,  especially  if  there  is  cause  for  sapnemia  at  the  same 
■  may  mention  in  this  connection  loss  of  appetite  from  too  much  smoking, 
Irinking,  monotony  of  food  or  of  existence,  carious  teeth,  ill-fitting  tooth  plates, 
alveolaris.  dyspepsia,  flatulence,  the  abuse  of  purgatives,  and  the  constipation 
ilts  therefrom  ;  gastric  or  duodenal  ulcer ;  colitis  in  its  many  forms.  The 
seldom  severe  in  any  of  these  ;  but  when  gastric  symptoms  are  prominent  for 
may  be  very  difficult,  for  the  time  being,  to  tell  whether  the  mischief  should  be 
erely  dyspepsia,  or  actual  carcinoma  ventriculi.  Analyses  of  the  gastric  juice 
ne  time  thought  to  be  valuable  in  deciding  between  simple  and  malignant 
if  the  stomach,  but  this  is  by  no  means  always  the  case  (p.  270).  If,  under 
I  and  treatment,  the  patient  succeeds  in  gaining  weight,  or  even  ceases  from 
e  over  a  period  of  some  weeks,  the  argument  is  against  carcinoma  ;  but  it 
ains,  and  surgical  measures  are  to  be  adopted  before  carcinoma  has  passed  tlie 
rability,  it  will  often  be  wise  not  to  postpone  laparotomy  too  long  as  a  means 
the  diagnosis.  It  is  too  late  if  one  waits  until  there  is  a  tumour, 
lalady  which  produces  sleeplessness  or  pain,  or  both,  may  lead  to  serious  loss 
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declines  even  to  so  little  as  four  or  three  and  a  half  stone.  One  sometimes  sees  j^irls  of 
5  ft.  10  in.  or  more  weighing  less  than  five  stone  as  the  result,  not  of  any  organic  disease, 
but  of  the  simple  functional  absence  of  appetite — anorexia  nervosa.  In  arriving  at  the 
diagnosis  it  is  important  to  exclude  the  possibility  of  some  deep-seated  tuberculous  lesion, 
especially  phthisis  puhnonalis  or  tabes  mesenterica.  One  of  the  best  tneans  of  excluding 
these  is  the  thermometer,  for  in  anorexia  nervosa  there  should  be  little  if  any  pyrexia. 
Very  careful  examination  of  all  the  systems,  including  von  Pirquet's  and  perhaps  Calmette's 
tuberculin  reactions,  will  lead  to  negative  findings,  and  the  diagnosis  will  be  confirmed 
by  the  rapid  increase  in  weight  when  measures  for  treatment  by  the  Weir-Mitchell  method 
are  adopted.  Herbert  French. 

WHEALS. — ^The    characteristic   lesion   of   urticaria   may   be   defined   as   a   flattish, 

evanescent  elevation  of  the  skin,  the  result  of  an  oedema  of  the  derma.     It  may  be  regarded 

dso  as  a  special  variety  of  the  papule  or  the  nodule.     It  is  related  to  erythema,  and  is  the 

expression  of  angioneurotic  excitation,  internal  or  external,  which  causes  a  dilatation  of 

he  vessels  that  permits  an  exudation  of  plasma.     Wheals  disappear  rapidly  as  a  rule 

without  leaving  any  trace.     They  are  usually  pale  in  the  centre,  with  a  red  periphery  ; 

ut  they  may  be  uniformly  rose-red,  or  may  have  a  whitish  periphery  ;   or,  as  the  result 

f  haemorrhage  into  them,  they  may  be  purplish.     In  size  they  vary  from  a  pin-head 

pwards.     The  smaller  ones  may  take  the  form  of  conical  or  acuminate  papules,  frequently 

irmounted  by  a  tiny  vesicle.     As  a  rule,  they  are  flat  or  very  slightly  raised  ;    but  the 

xger  ones,  when  not  the  result  of  coalescence,  are  hemispherical.     They  may  also  be 

near,  several  inches  in  length,   and  by  running  together,  may  form  roughly  circular 

aques.     They  usually  appear  suddenly,  and  last  only  a  few  hours,  but  may  be  succeeded 

/  others.     They  are  always  accompanied  by  itching  or  burning,  which  may  be  intense. 

he  commonest  causes  are  dietetic  ;    some  persons  are  more  susceptible  than  others,  but 

e  kinds  of  food  most  likely  to  cause  the  symptoms  are  fried  fish,  crab,  lobster,  mussels 

id  other  shell-fish  ;    strawberries  constantly  produce  an  attack  in  certain  individuals. 

It  is  not  necessary  to  give  a  detailed  description  of  the  different  forms  of  urticaria  ; 

e   only   other   affection    in   which   wheals   appear   is    urticaria  papulosa  (strophulus), 

e  differential   diagnosis   of  which   has  been  given   elsewhere.     The  sudden  onset,  the 

esence   of  the   wheals,    the    usually    fugitive   character   of  the  eruption,  the  irregular 

itribution,  and  the  severe  itching,  make  up  a  clinical  picture  which  is  generally  unmistak- 

le.     In  bullous  urticaria,  however,  in  which  the  wheal  is  crowned  or  is  replaced  by  a 

b,  the  affection  may  be  confused  with  pemphigus  or  with  the  erythematous  stage  of 

'matitis  herpetiformis  ;    but  its  true  nature  is  indicated  by  the  history  of  the  case,  the 

irse  of  the  eruption,  and  the  almost  invariable  presence  at  some  points  of  typical 

ons.     In  cases  in  which  the  constitutional  symptoms  are  pronounced,  the  rash  may  be 

itaken  at  first  for  that  of  scarlet  fever,  or  even  for  erysipelas  ;    but  the  course  of  the 

ons  will  quickly  correct  the  error. 

When  wheals  are  due  to  such  local  and  accidental  causes  as  the  bites  of  insects,  or 
tact  with  the  stinging-nettle,  the  diagnosis  is  furnished  by  the  histor>%  and  in  insect 
s  by  the  central  punctum  :  when  due  to  drugs,  knowledge  of  what  the  patient  has 
1  taking  is  the  basis  of  the  diagnosis  ;  the  commoner  remedies  that  may  produce 
carial  wheals  are  antipyrin,  sulphonal,  veronal,  aspirin,  salicylates,  iodides,  bromides, 
phia,  antimony,  quinine,  santonin,  copaiba,  and  various  normal  or  antitoxic  sera. 

Malcolm  Morris, 
WIND. — (See  Flatulence,  p.  240  ;   and  Mkteorism,  p.  388.) 

WORMS. — (See  Parasites,  Intestinal,  p.  519.) 

WRIST-DROP.— (See  Atuopiiv,  Muscular,  ]).  5U,) 

XANTHOPSIA.— (See  Vision,  Defects  of,  p.  762.) 

YELLOW  VISION.— (See  Vision,  Defects  of,  p.  702.) 
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•  M  large  heavy  letter $^  thiis — ASCITES — refer  to  main  articles. 

\n  smadl  iiravi/  letters^  thus — AbOTtlon,  tubsl — refer  to  pages  on  which  there  is  more  than  a   mere  note  on  the 

iition  indicated. 

H  small  type^  thus  — Abdomc^i.  scabies  of — refer  to  pages  on  which  the  condition    indicated  is  merely  mentioned. 
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Abdominal  disten.^  contd.     PAGR 

by  tumour      . .         . .  418 

tyinpauites     ..         ..  418 

from  volvulus  . .  452 

-  fullness,  in  typhoid  fever     76 

-  injury  (see  Injury,  Ab- 

dominal)        ..         ..173 

-  muscles,  lacerated         . .  593 
paralysis      of,      from 

diphtheria  . .         . .  154 
Abdominal  nouraloias  425,  426 

-  pain  (see  under  Pain) 

-  reflex  (see   Reflex,   Ab- 

dominal) 

-  rigidity  (see  Rigidity  of 

the  Abdomen) 

-  section  (see  Laparotomy) 

-  tenderness    (see  Tender- 

Mess,  Abdominal) 

-  tumour     (see     Swelling, 

Abdominal,  and 

Tumour,    Abdominal) 

-  veins,  varicose  (see  Veins, 

Varicose  Abdominal) 

-  wall,  loaded  witti  fat    . .     45 
Abdominal  wall,  sweHlngs 

of 655 

reddening     of,     from 

tuberculous    perito- 
nitis  631 

liver  abscess         . .  655 

tuberculous  infiltration 

of     . .         . .         . .     48 

Abductor    halluois,   nerve 

supply  of        . .         . .  498 

-  minimi      digiti,      nerve 

supply  of       . .       498  504 

-  paralysis  (see  Paralysis, 

Abductor) 

-  peUicis,  affected  in  ulnar 

paralysis         . .  . .  110 

ape's       hand       from 

atrophy  of . .         . .  110 

nerve  supply  of       . .  504 

wasted  in  progressive 

•   muscular  atrophy . .   110 
Abortion,  acute  peritonitis 

after 592 

pain     in    the     pelvis 

from  . .  . .  468 

-  from  plumbism  . .     34 
Abortion,  throatoned,  dia- 
gnosis of  . ■  393 

-  -  metrostaxis  from     . .  392 
Abortion,  tubal     . .        . .  690 

(and  see  Bctopic  CJesia- 

tion) 
Abrin,hsBmoglobinuria  from  284 
Abscess,    alveolar,    nctiiio- 

mycosis  simulating  . .  683 

bleeding  gums  from  . .     72 

face  swollen  from     . .  674 

Abscoss,  alveolar,  otnerai 

account  of                . .  683 

gumboil  and  . .          . .  683 

Tiecrosis  of  jaw  from. .  683 

sites  of  pointing  of  . .  683 

toothache  with          . .  683 

trismus  simulated   by  729 

Abscess  of  antrum  of  High- 
more,  general  account 

of                          180,  462 

-  appendicular,   acute   us- 

cites  from       . .          . .  47 

-  -  aihuraosiiria  with     ..  16 

-  -  aniomia  from             . .  35 

bacillus  coli  in  652,  (\:>?.,  680 

bladder  opened  bv  238, 

283,  575,"  5S1,  582 

-  -  constipation  with      . .  665 

-  -  erythema  over          . .  222 
gall-bladder  simuhititii,' 678 


Abscess,  append.,  contd.       PAGE 

gas  in . .  . .       652,  653 

infiltration    of     abdo- 
minal wall  from   . .  655 

local  rigidity  over     . .  592 

leucocytosis  with  360,  361 

pain     in     right     iliac 

fossa  from . .  . .  665 

pelvic  swelling  due  to  688 

phantom  tumour  simu- 
lating . .         . .  659 

pyoealpinx  simulating  678 

pyrexia  from         582,  665 

-  -  pyuria  from  283,  575,  682 

rigors  from    . .     582,  595 

rupture  into  ctBcnm. .  557 

simulating       typhoid 

fever  . .         . .  361 

succiission  in..         ..  652 

suppurative  peritonitis 

from  . .         . .     47 

swelling  In    Douglas's 

pouch  from  . .  587 

right  iliac  fossa  from 

582,  665 
ureteral  calculus  simu- 
lated by     ..         ..582 
vomiting  with  . .  665 

-  axillanr,  from  empyema- 666 

erythema  over  . .  222 

Abscess,   axillary,  ganoral 

account  of  . .  666 

-  from  inflamed  glands    666 

lipoma  simulating    ..  666 

tuberculous    . .         . .  666 

-  from  whitlow  . .  666 

-  o£  •  back,    from    spinal 

caries 169 

-  Bartholin  ..         ..474 

-  of  bone,  sarcoma  simu- 

lating   672 

-  breast    (see     Abscess, 

Mammary) 

-  broad  ligament . .         . .  678 

-  cerebellfur,  ankle   clonus 

from    . .         . .         . .  517 

ataxy  from    ..         ..517 

bradypnoea  from      . .     84 

from  bronchiectasis  . .  592 

cerebellar  tumour 

simulating  .-.         . .  517 

convulsions  with       . .  146 

disseminated   sclerosis 

simulating  . .         . .  517 

intention  tremor  from  577 

knee-jerk     increased 

from  . .         . .  517 

nystagmus  from       . .  517 

from  otitis  media  517,  592 

paraplegia  from        . .  514 

pyrexia  with..  ..  517 

retracted  head  from 

589,  592 

scanning  speech  from    517 

siniLS  thrombosis  simu- 
lating . .  . .   597 

slow  pulse  witli         . .   592 

vertigo  from  . .         . .   752 

vomiting  from  . .  597 

-  cerebral,  aphasia  from. .  626 

Babinski's    sign    with  681 

brachial      monoplegia 

from . .         . .         . .  502 

bradycardia  from    84,  502 

bradypnoea  from     84,  502 

-  -  from  bronchiectasis 

84,  502 

-  causes  of        . .         . .    147 

-  choked  disc  from      . .  306 

coma  from     ..         ..117 

Orst  sign  of  ..   118 

-  convulsions  from   146,  147 


.ibscess^  cerebral,  contd.       paQB 

Abscess,  cerebral,  distinc- 
tion from  tumour     . .    84 

from    frontal     sinus 

disease       . .  . .  502 
giddiness  from  . .  306 

-  headache    from    147, 

306,  602,  626,  768 

hemianopsia  from     . .  301 

hemiplegia    from    68, 

303,  306 

hyperacusis  from     . .  308 

hyperpyrexia  from  . .  309 

hypertension  of  cere- 
brospinal fluid  with  304 

latent 306 

leucocytosis  with      . .  360 

-  from  mastoid  disease    502 
optic  neuritis  from 

84,   147,  306,  602,  626 

from  otitis  media    84,  306 

pupil  small  with       . .  552 

pyrexia  from  306,  563,  667 

absent  with         84,  306 

rigors  from    . .         . .  596 

ruptura  through  ear. .  423 

septicflBmia  from       . .  567 

simnlating  trance      . .   120 

-  sinus  thrombosis  simu- 

lating ..         ..  597 

softening  round        . .  306 

Abscess,  cerebral,  subnormal 

temperature  wRIi  502,  574 
from  ulcerative  endo- 
carditis      ..         ..  502 

unilateral     headache 

from  •  . .         . .  294 

paresis  from  . .  118 

unemia  simulating  . .     86 

vertigo  from  . .         . .  752 

vomiting  from  147.  306, 

602.  597,  626,  765,   768 

-  of  chest  wall     . .      168,  169 

-  cholecysUc,  pus  in  stools 

from 657 

-  dental,  bacteriurta  from    69 
erythema  over  . .  222 

-  erythema  round  . .  222 

-  above  eye,  from  frontal 

sinus  empyema         ..  181 

-  fiDculent,  bacillus  coli  in  238 

-  femoral,  from  sore  toe  . .  674 

-  gas-containing  . .      580, 

531,  651,  652,  653 

-  in  heart,  in  pymmia  212,  596 

-  hepatic,  acute  congestion 

of  liver  simulating  . .  334 

peritonitis  from     . .  592 

age  incidence  of        . .   369 

albuminuria  with     . .  370 

albumosuria  with      . .     16 

amcebic,   araoobo)   ab- 
sent from  pus  in    . .  644 

amufbse  hi      . .         . .  369 

anaamia  from  . .      35 

anchovy  sauce  sputum 

from  ..      149,  291 

apyrexinl  intervals  with  370 

ascites  from  . .         . .   330 

chocolate  pus  from  . .  253 

from  cholangitis        , .   332 

colour  of  ptis  in     332,  369 

common  site  of        . .  370 

dome-shaped   dullness 

with..         ..      291,  370 

after  dvsentery     253, 

291,  332,  369,  597 

empyema  from      104,  106 

erythema  over  . .  222 

foul  sputum  from     . .  644 

taste  from  . .         . .   705 

from  gall-stone         . .  369 


ABSCESS,    SUBDIAPHRAGMATIC    —    ACID,    URIC 
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Vscfu^  sybdiaphramn.^  contd.     I 

-  from  hepatic  absoe&s     451  I 

-  kidney  sepsis. .         . .  658  | 

-  leucocTtosis  with  451,  G58  | 

-  liver  depressed  by    . .  367 

-  dullness     increased  ' 

upvrards  by  . .  367 

-  not  pushed  down  by  451 

-  from  liver  suppuration  658 

-  ptkin  in  chest  from    . .  668 

-  -  epigastrium  teom . .  658 
.  -  hypochondrium  from 

450,  451 
physical  sigxa  of  . .  658 
pleurisy  frt>m . .      451,  658 

-  simulated  by  . .  658 
pleuritic  effusion  from  659 
pneumonia  from  . .  370 
pneumothorax  from      531 

-  simulated  by  652,  658, 

659 
pointing  through  chest  169 
pyopneumopencar- 

dium  from  . .  . .  652 
pyrexia  with  451,  658 
resonance  over  . .  451 

rigors  from  . .  595,  658 
rub  over  . .  658 

ruptured  into  lung   . .  705 
leptic  look  with        . .  658 
ihortness    of    breath 
from  . .         . .  658 

simulating  empyema    103 
tkodaic  resonance  with  61 1 
uocuasion  in..      651,  652 
cndemess    of    spino 
rom    ..         ..     713.  714 
imbilicus  inflamed  with  656 
vrays  in  diagnosing     45 1 , 
532,  652,  658,  659 
mammary    . .         . .  686 
ain  from  . .  429 

phrenic  (see  Abscess, 
ubdiaphragmatic) 
porosphenoidal,  noises 
I  the  head  from       . .  406 
estis,  aching  at  exter- 
ftl  abdominal  ring  in  622 
om  chronic  torsion      622 
ilarged  prostate      . .  622  ' 
fevers  . .  622 

•  of  ttttit,  OM*ral 
count  of     ..     821,  622 
>m   instrumentation  622 
chitis  ..         ..478 

Texia  from  . .  . .  622 

rors  from     . .  . .  622 

ermatic  cord  thick- 
Bned  with  . .         . .  622 
itis  enlarged  by    . .  622 
!er  of  scrotum  from  622 
m  urethritis  . .  622 

liar  (see  Quinsy) 

stuborcttlottt,  of  bono  669 

oma  simulated  by    667 
dd,  in  pynmia      . .  722 
Ucal,  in  tuberculous 
itonitis  ..483 

ral,  aching  in  peri- 
im  from  . .  474 

BS,  albumosuria  with  16 
tatlc,  in  pyaemia  596 
gs,  in  pyrmia  . .  596 
y,  in  newborn  . .  657 
oat,  prolonged  py- 
a  from  . .  567 

;ic8Bmia  from       . .  567 
dndedncss  in  epi- 

S  coma  from       . .  118 
Irregular  from     . .  486  ' 
ition  from       484,  486 
•  from      . .      724,  726 
'  headache  . .  290 

tis  nigricans,   fln- 
affected  by       . .  240 
>  and       . .         . .  489 
»biei,  burrows  on 
ii  and  lingers     . .  540 
lophilia  rare  from  219 
id  flee  Scabies) 
lATION  of  heart- 
ds  . .       I 

lary  second  sound, 
mitral  regurgita- 

210 

"ednpllcation  and  588 


Accessorius,  nerve  supply  498 

AccMontal  tlbumlnurla  ..  15 
Accommodation,  defective, 

after  diphtheria        . .  64 

-  paralysis  of,  in  dissemin- 

ated sclerosis            . .  760 

-  pupil  constricted  in  . .  551 
ACCOUCHEUR'S  HAND  2 
Acetabulum,    bulged    into 

pelvis 349  i 

Acetanilide,  bullea  from   . .  96 

-  cyanosis  from    . .         . .  157 

-  metbramoglobinuria  after  157 

-  polycythasmia  from      . .  533 

-  reducing    substances    in 

urine  after     . .         . .  157 
Acetate  of  cellulose,  in  aero- 
plane varnish            . .  334 

-  of  lead,  in  Cammidge's 

reaction           . .         , .  100 
test  for  cystin       ....  161 

-  sodium,  in  phenylhydm- 

ainc  test          . .         . .  202 

-  zinc,  in  urobilin  test     . .  325 
Acetic  acid  (see  Acid,  Acetic) 
Aceto-acetic  acid  (see  Acid, 

Diacetic) 
Acetone,  in  aeroplane  var- 
nish       334 

-  breath 264 

"  diabetes  . .         . .     261,  264 

Acotono,  tost  for  . .  3 

-  -  {Fiaif  XXXiV)  ..  743 
ACETONURIA  3 

-  in  cyclical  vomiting  381,  765 

-  diabetes  mellitus          . .  536 

-  diaceturia  and  . .         . .  170 

-  relation  to  coma  . .  3 
Aootonuria,  various  cantos 

of  4 

-  without  glycosuria       . .  4 

Adialazla 198 

Achea  and  pains,  blue  brain 

and  ..163 

Achillis-jcrk  (see  Ankle- 
jerk) 

Aching  all  over,  in  Kirk- 
land's  disease  . .  610 

from  scrum  injec- 
tions     223 

-  in   back,   in   phosphatic 

diabetes  . .  523 

-  general  in  paralysis  agi- 

tans  . .  725 

-  in  groin,  from  spermato- 

cele . .  . .  481 
syphilitic  testis  . .  479 

-  kidney,  from  carcinoma 

of  bladder      . .         . .  580 

-  loins  from  bacteriuria  . .     70 

from  movable  kidney  280 

oraluria  . .  . .  281 

pyelonephritis  . .  676 

renal  calculus  . .  278 

new  growth  . .  278 

stone  in  kidney  . .  577 

tuberculous    kidney 

279,  577 
ureteric  calculus        . .  678 

-  lumbar  region,  from 

spermatocele  . .  481 

syphilitic  testis     . .  479 

vesical  growth       . .  277 

-  Iimibosacral  region,  from 

pvof»il|Miiv      . .         . .  6S2 

-  perineum    (see   Pain    in 

tlio    Perineum) 

-  shoulder  (see  Pain  in  the 

Shoulder) 

-  in  testicular  abscess    . .   622 

-  testis,  from  spermatocele  481 
Acbotuno  jaundice     324,     325, 

332,  333.  744 

in  acute  yellow  atrophy  333 

in  cirrhosis     . ,  . .   332 

Acholuric  Jaundice,  fami- 
lial ..  332.  634 

-  -  (Plafe  X  Vim  . .  332 

splooii  enlsxrired  in  031 

from  septiojBniia       . .  33.'> 

Achondroplaila  (Fi^.  117)  237 
Achondroplasia,    general 

account  of  (/f;  s«)  |87 
Achorioii  >chonlrinii,  favus 

duo  to 210 

AchyliM.  iliitrrlui'ii  from 

-  dysjn'i)siii  from 
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Aehiflta,  contd.  ' 

-  gastric  contents  with  . .  319  > 

-  -  HCl  deficient  in       . .  270  i 
Acid,    amido  -  oxybutyric,  I 

acetone  with  . .         . .       3 

-  acetic,  in  acetone  test  . .       3  , 
Acid,    acetic.    In    boiling 

tost  for  albumin       4.  424 

carbonates     dissolved 

by    . .  . .         . .       4 

in  clearing  up   phoe-  i 

phates  4, 108, 183,  624, 674  ; 

effervescence  of  urine 

with  . .       4 

in  extracting  blood  . .     81  ' 

gastric  contents        . .   320 

Hofmeister's  test  16 

melanuria  test  . .   746  ■ 

nucleoproteid  precipi-  ^ 

tat«d  by     . .  . .       4 

in  occult  blood  test  . .  171  ' 

stool  examinations  . .   170 

urobilin  test  . .  . .  326 

-  benzoic,  erythema  from  222  ' 

glycuronlc  acid  from    261 

reduction     by     tuine 

after  ..         ..  261 

-  boric,  erythema  from  . .  222 

in  lavage  of  bladder.. 675  i 

urethral  irrigation    . .   581 

-  butyric,  in  gastric  con- 

tents    320 

-  carbolic,  bulla;  from     . .     97 

in  carbol-fuchsin       . .  641 

coma  from     ..  ..   118 

diazo  reaction  from..  173 

erythema  from         . .  222 

ferric  chloride  reaction 

after  ..         ..170 

glycuronic  acid  from     261 

haamaturia  from        . .   276 

luemoglobinuria  from    284 

hypothermia  from    ..   311 

ochronosis  from    628.  746 

reduction     by     urine 

after  . .  . .   261 

scales  from     . .         . .  602  i 

tinea   circinata   simu- 
lated by      . .  . .  223 

in  treating  pediculosis  746 

ulcers  . .  . .   746 

ulcus  serpens         . .   734 

Uffelmann's  test       . .  320 

urine  after     ..  ..170 

in  vomit         . .  . .   766 

-  chromic,    haamoglobin- 

uria  from        . .  . .   284 

-  chrysophanic,  alkali  test 

for       . .  . .  . .   744 

pink  urine  from        . .   745 

in  rhubarb     . .      744,  746 

senna  . .  . .      744,  745 

yellow  urine  from     . .   744 

-  diacetic,  association  with 

atretone       3 

in  cyclical      vomiting 

384,  765 

-  -  diabetes  201,  201,  530 

test  for  . .  . .   170 

(^riate  XX XIV)    ..718 

in  urine  . .  . .   170 

from  starvation     . .       4 

-  gallic,  black  urine  from    745 
thirst  from     . .  . .   720 

-  glycuronic,     Bial's    test 

for 201 

bismuth  s)Uts  reduced 

by 202 

Felilinp's  solution  re- 
duced by     . .  . .   201 

osazono  crystals  from  202 

phenvlhytlrazine  crys- 
tals from  . .    100 
l)hloro(rlucin  te<t  for..   201 

-  -  in  urine  after  dru»;s  . .   201 

-  hiematin  spectnim  (Fig. 

34) 80 

-  hippuric,  Fehlinc's  solu- 

tion reduced  by        . .   201 

-  homo>,'ontisic,   alkapton- 

uria and      . .  ..710 

-  -  estimation    by    silver 

nitrate        . .  . .    710 
reduciiitr  power  of     . .    740 

-  hydrochloric,    in     Bial's 

test 201 

Canimitlffo's     reaction   1(K) 


Aeid^  hjfdroddoric^  contd. 

carboluria  and  . .  747 

in  diazo- reaction      . .   173 

gastric,  deficient  with 

carcinoma  of  stomach 
316,    436,    630,   653. 

766,  767 

in    gastrectasis  . .   766 

gastritis  . .  . .  766 

in  duodenal  ulcer  . .  451 

gastric  ulcer  and  . .  767 

Acid,  hydrociiloric.  In  gas- 
tric juice  270,316,318,766 
Acid,  hydrochloric  in  gas- 
tric Juice,  absence  of . .    33 

{PlaU  XXXV)  . .   750 

hiematoporphyrin  and  744 

hfl3mogIobinuria    from  284 

indican  and    . .  . .   745 

in  Perl's  test  . .  . .     24 

phlorqglucin    test   for 

pentose       . .  . .  261 
tests  for  free  . .  . .  320 

-  hydro<iuinone-acetic,  al- 

kaptonuria and         . .   746 

-  indoxylglycuronic,    blue 

urine  from     . .         . .  747 

-  lactic,  in  gastric  contents  318, 

320,  766 

with  carcinoma  of 

stomach       ..      316,  767 

test  for  . .         . .  820 

in  vaginal  secretion..  185 

-  methylsalicylic,    erythe- 

ma from         . .         . .  222 

Acid,  nitric,  albumin  tost 

with  4,  5 

albumose  ring  with  15,  16 

brown    ring   in   urine 

with  . .         . .  314 

bullsB  from     . .  96,  97 

haamoglobinuria   from  284 

indican  and    . .  5,  745 

melanuria  and  . .   745 

nucleoproteid  and      5,  424 

test  for  bile  pigment. .  743 

urea    decomposed    by       5 

-  osmic,    in    staining    fat  108 

-  oxalic,  anuria  from      . .     40 

from  vegetables        . .  424 

coma  from     ..  ..  118 

Acid,    oxalic,    exogenous 
sources  of  . .  424 

liaamocrlobinuria   from  284 

hypothermia  from   ..  311 

nephritis  from  . .       9 

poisoning  by,  oxaluria 

after  ..  ..268 
straniniry  from     649,  650 

-  oxybutyric,     association 

with  acetone  . .  . .       3 
in  diabetes     . .  . .  264 

-  phosphotungstic,     albu- 

mose test       . .  . .     16 

-  picric,  creatinin  and    ..  262 

lactose  and    . .  . .  262 

Acid,  picric,  test  for  sugar  262 

xanthopsia  from       . .   762 

yellow  skin  from       . .  529 

-  pnissic,  in  vomit  . .   766 

-  pyrogallic,   hsemoglobln- 

uria  from       . .  . .  284 

-  salicylic,  purpura  from     553 

-  succinic,    leucocytosis 

from    . .  . .  . .  360 

-  sulphanilic,  in  diazo  re- 

action . .  . .  173 

-  sulphuric,  in  bile  test  . .   744 

hicmoglobinuria    from  284 

in  Ziehl-NeeLsen  stain- 
ing . .  . .   641 

-'tannic,  thirst  from        . .   720 

-  tartaric,  in  inflating  sto- 

mach ..         317,  318,  319 

-  uric  . .  . .  . .   261 

in  binls  . .         . .  742 

calculus  and    . .  . .   742 

the  clinker  of  the  bo»lv  742 

-  -  crystJils      y  {Fig.  .H02>  741 
diininished,    in    acute 

yellow  atrophy      . .   333 
Pehlincr's  solution    re- 
duced by    ..       261.  743 

in  fevers  . .         , .  742 

frcHjuent       micturition 

and 742 

glyccfriuria  <^imulated  by  742 


AGE,    BRADYPNCEA 


ALBUMINURIA 


77 


Age 


125, 


166 

149 

697 

13 

99 
264 
132 
130 
453 
696 
132 

93 

742 
221 


hiocousrh     . . 

-  "  faru^tinK  endocarditis  304 
>  -  gall-stone       116,  316,  328 

-  -  |?astralgia 

-  -  gastric  ulcer  . . 
■*  -  gastrostaxis   . . 

-  -  glaucoma 

-  -  eout    . . 

-  -  Graves's  disease 

-  -  lunnaturia     . . 


Age 


i^K,  conid. 
bradjpntiea  from         ..     85 
tXHiscipation  from         . .  123 
dementia  from  . .         . .     19 
effect  on  plantar  reflex     69 

-  pulmonary  second  soand  1 
and  functional  albumin- 
uria      15 

bearing  Tariations  with  165 

hypoplasia  of  bowel  from  123 

Lge  ioddence  o:  acne  489,  559 

rosacea       . .      242,  489 

-  of  acroparaesthesia    . .  44 1 

-  acute  encephalitis    . .  120 

pancreatitis  . .  131 

rheumatoid  arthritis  342 

yellow  atrophy  273,  333 

-  adiposis  dolorosa      . .  431 

-  aeropbogy      . .         . .  240 

-  aneurysm        . .      196,  437 

-  angioma         . .         . .  374 

-  anorexia  nervosa      . .  770 

-  aortic  disease  14,  93, 

209,  210 

-  apoplexy        . .         . .  147 

-  asthenic  djrspepsia  . .  319 

-  baeteriuria     . .         . .     69 

-  -  bath  pruritus  . .  540 

-  -  bronchopneumonia  . .  289 

-  -  bulbar  paralysis       . .  589 

-  -  carcinoma  of  bladder 

473,  580 

breast         . .         . .  687 

coli  . .         126,  130,  172 

OBSf^hagus. .      195,  380 

rectum         79,  129,  585 

stomach      269,  316,  653 

testis  . .         . .  696 

thyroid  gland        . .  721 

tongue        . .         . .   738 

-  -  caseous         bronchial 

glands         . .         . .  385 

-  -  oatarrluil  jaundice    . .  329 

-  -  oerebral  embolism 

119,  133,  147 

-  —  hamiorrhage 

84,  119,  147,  303 
thrombosis..         ..  133 

-  -  Obeyne-Stokes  breath- 

ing   107 

--  diorea 133 

"  -  chloroma        . .         . .  556 
~  -  ddorosis         . .         . .     36 

-  chronic     mediastluitis  435 

-  nephritis     . .         . .     10 

-  cirrhosis         . .         . .  371 

-  coeliac  disease  ..  171 

-  congenital     syphilitic 

deafness 

-  cough  . . 

-  cystic  epididymis 
kidneys 

-  dermatitis     herpeti- 

formis 

-  diabetes  mellltus 

-  diplegia 

-  diverticula  coli 

-  diverticulitis  . . 

-  embryoma  testis 

-  encephalitis    . . 

-  endocarditis  . . 

-  enlarged  prostate 

8,  281,  394,  396, 

-  epistaxis 

-  epithelioma  of  bladder  281 

penis  . .  ..  619 

-  erythema  nodosum  . .  404 

-  erytliromelalgia         . .  441 

-  familial  acholuric  jaun-  

dice 332 

-  flbro-adenoma  of  

breast  . .  687     — 

-  filariasis         . .         . .  109     -  - 

-  frogilitas  ossium      . .  242 

-  Friedreich's  ataxy  

60,  113,  140,  513     Age 

-  functional  albuminuria    15 


307  -  - 


437 
36,  368 
..  266 

..  344 
..  722 
..  277 


ineidcnct^  contd. 

Hanot's  cirrhosis      . .  372 

heart  disease..  ..     14 

Incidence  of  hemiplegia 

303,  304 

Henoch's   purpura 

76,  343,  550 

hepatoptosis  . .         . .  368 

Hirschsprung's  disease  130 

Huntingdon's  chorea  134 
hypersthenic  dyspepsia  319 

impacted  f races         . .  172 

Incidence  of  Insomnia 

321,  322 

intermittent  claudica- 
tion..        306,  440,  441 
-hydrarthrosis         ..   319 
intestinal  obstruction 

129,  130 
intussusception 

78,  585,  678,  717 
kraurosis  vulvse  . .  701 
lateral  sclerosis  . .  140 
leukoplakia  vulvas  . .  701 
lichen  scrofulosorum  488 
lupus     179,  402.  735,  738 

-  erythematosus  . .  710 
lymphatic  leukamia  25 
macular  choroiditis  . .  416 
malignant  peritonitis  49 
meningococcal  menin- 
gitis  304 

menstruation . .  . .  17 
mitral  stenosis  . .  96 
myocardial  affections 

14,  53,  90 
myopathies    . .  . .     60 

myx oedema  . .  . .  414 
nightmares     . .  . .  402 

noises  in  the  head  . .  407 
o6teiti&  deformans  . .  670 
oxaluria  . .  . .  424 

oxyuris  vermicularis  520 
Paget's  disease  ..  730 
papilloma  recti  . .  79 
parenchymatous  goitre  721 
paroxysmal    hsQmo- 

globinuria  . .  . .  284 
peiiosis  rheumatica  . .  556 
perldche  ..  ..  366 
pernicious  ansemia  . .  24 
phantom  tumour  . .  691 
pneumococcal  arthritis  340 
poliomyelitis  acuta  . .     61 

-  chronicii     . .         . .   140 
polycystic  kidney     . .  280 
post-hemiplegic  chorea  134 
postpharyngeal       ab- 
scess 198,  616,  647 

primary  athetosis  ..  133 
progressive    muscular 

atrophy      . .          . .     61 
pseudo-bulbar  paraly- 
sis     589 

pseudo-leuluomia  . .  37 
pupil  sizes      ..  . .  551 

pyometra       ..  ..186 

Raynaud's  disease  . .  441 
rectal  polypi  . .  . .  78 
renal  calculus  . .     40 

rhabdomyoma  . .  356 

rheumatic  nodules  338,  405 

-  pleurisy      . .         . .   105 

-  purpura  . .  . .  343 
rhinoscleroma  . .  733 
rickets  154,  242,  364 
Uiedel's  lobe.  ..  366 
retrobulbar  neuritis  760 
rodent  ulcer  179,  735 
Rose  Bradford  kidneys  1 1 
sarcoma  of  breast    . .   687 

-  testis  . .  . .  696 
scrofula  . .  . .  735 
scrofulotlcrnila  . .  559 
scurvy  rickets           . .   670 

incidence    of    sleep 
requirements  . .        . .  320 

spasmophilia  . .  . .   420 

spinal  caries  . .  . .   713 

splenonif*j,'alic  cirrhosis 

332,  033 
spondylitis  deformans  715 
Stokes- Adams  disease  146 
syphilitic  aortic  disease  210 

-  pseudoparalysis     . .   348 
tetany..         ..  ..   151 

tic  douloureux  ..   447 


Age  incidence t  contd. 

Tooth's  peroneal  palsy     60 

tropical  abscess        . .  369 

tuberculosis   . .         . .  355 

tuberculous  bladder 

282,  397,  471 

dactylitis    . .  . .  668 

glands         . .  . .  380 

kidney        . .         . .  279 

joints  . .  . .  347 

meningitis  . .  . .  590 

peritonitis  . .        48,  483 

tongue  . .  740 

umbilical  hernia       . .  483 

undue  abdominal 

aortic  pulsation    . .  543 

urethral  calculus      . .  283 

urticaria         . .  . .  489 

vesical  calculus        . .  471 

Weil's  disease  . .  336 

-  old,  insomnia  from      . .   322 

nocturnal  mania  from  322 

OMlema  of  legs  from 

414,  415 

pupils  small  in  ..551 

sterility  from  . .  640 

tremor  in        . .  . .  724 

ulcer  of  leg  from        . .  737 

varieties    of    Bright's 

disease  in   . .         . .       6 

-  weight,  loss  in  . .   770 

-  rise    of    blood  -  pressure 

with    . .         . .         . .       1 

Ageustia 705 

Agglutination  test,  in  dia- 
gnosing paratyphoid  565 

dysentery       ..  ..172 

for  Gaertner's  bacillus  554 

in  Mediterranean  fever  566 

paratyphoid  (and  see 

Widal'sTest)         ..  637 

Agraphia 626 

Ague  (see  Malaria) 

Ague-cake  spleen  . .  . .  632 

Air,     bod,     shortness     of 

breath  from  . .         . .     89 
Air-cells,   ethmoidal,   etc., 

(see  Sinus,  Ethmoidal, 

etc.) 
Air  -  hunger,      bradypnoea 

with 84 

-  in  diabetes  . .  . .  84 
Airmen,  noises  in  head  in  406 
Alr-swallowing  (see  Acro- 

phagy) 
Albinism,  distinction  from 

leucodermia   . .         . .  529 

-  hemeralopia  from        . .  763 

-  nystagmus  from  . .  407 
Albumin  in  ascitic  fluid  48,  50 
Albumin,  bollino  test  for, 

precautions  In  ..  424 

-  in  cerebrospinal  fluid  . .  305 

-  ear  discharge     . .  . .  421 

-  and    globulin,    relative 

proportions  in  urine  . .      4 

-  in  liquor  cotunnii         . .  431 

-  phosphates  mistaken  for  524 

-  in  pleuritic  fluid  . .  102 

-  sputum   . .  . .  . .  644 

Albumin,  tests  for. .  4 

ALBUMINURIA    ..  4 

-  from   abdominal   aneur- 

ysm    . .  . .  . .       7 

-  in  acute  nephritis  42,  281 
rheumatism   ..  ..     13 

-  of  adolescence   ..  ..     15 

-  nlbumose  with  . .  15,  16 

-  from  alcoholism  . .     13 

-  in  angioneurotic  oedema     13 

-  ankylast-omiosis  . .     13 

-  arsenical  poisoning  . .  13 
arteriosclerosis  1,  406,  537 

-  from  ascites  . .  . .  13 
Albuminuria  of  athletes  ..     15 

-  from  baciJluria  . .  . .  770 

-  baeteriuria         . .  . .     70 

-  blistering  . .         . .     14 

-  in  blood  <lisca.«es  . .        7 

-  from        bothriocephalus 

latiis    . .  . .  . .     13 

-  bronohoimoumonia       . .     13 

-  Bright's  diseiuse  S.^,  105,  412 

-  burns  or  scalds  ..  ..  13 
Albuminuria  in  cacliexias      13 

-  cachexia  with    . .  . .     99 

-  etTect  of  calcium  salts  on     15 


Albuminuria,  contd. 

-  from  cantharides  . .     14 

-  carcinoma  coli   . .  . .   354 

of  kidney        . .  . .   750 

rectum  . .         . .       7 

-  cancerous  cjichexia       . .     13 

-  cerebral  haemorrhage  and 

84,  119,  303,  515 

-  in  cholera  . .  . .     13 

-  chlorosis  . .  37 

-  from  chronic  ascending 

nephritis         . .  . .       8 

-  in  chronic  nephritis     76, 191, 

212,  274,  2U8,  408 
peritonitis      . .  . .     47 

-  chyluria  with     . .  . .   109 

-  from  cirrhosis    . .  . .     13 

-  cold  and  . .  . .     15 

-  from  coli  bacilluria   455,  530 

-  convulsions  and. .  . .   144 

-  from  corrosives. .  ..   268 

-  cyclic      . .         . .  . .     15 

Albuminuria    from    cystic 

kidneys  12,  537 

-  from  cystitis      . .         . .  578 

-  in  diabetes         . .  . .     13 

-  diphtheria  . .         13,  14 

-  dysentery  . .         . .     13 

-  eclampsia  . .         . .   1 46 

-  after  eggs  . .     15 

-  effect  of  exercise  on      . .     15 

-  from  emphysema  ..   217 

-  with  erapyeraa  . .  . .     13 

-  from  enlarged  prostate  8,  13 

-  in  epilepsy         . .  . .    144 

-  erysipelas  . .  . .     13 

-  essential  . .  . .     15 

-  in  e.xophthaImic  goitre. .     13 
Albuminuria,  febrile,  gen- 
eral account  ■ .  13 

-  from  fibroid  lung  . .     14 

-  follicular  tonsillitis       ..     13 

-  functional  .  -  . .     15 
Albuminuria,  functional  ■ .  537 

-  in  fungating  endocarditis       7 

-  German  measles  . .     13 

-  and    glycosuria,    associ- 

ated    . .  . .  . .     12 

-  from  gonorrhnca  ..      13 

-  from  granular  kidney   1,40G 

Albuminuria    from    heart 
failure  . .  14,  53.  55 

-  hiccough. with  ..  ..   308 

-  with  high  blood-pressure 

212,  400,  485 

-  in  Hodgk in 's  disease    ..      13 

-  influenza.  . .  . .     13 

-  intermittent       ..  ..     16 

-  in  Kirkland's  disease    . .   016 
Albuminuria  in  iardaceous 

disease    7,  8,  35,  537,  030 

-  laryngeal  paralysis  with  495 

-  and  life  insurance         . .     15 

-  with  liver  al)scess         . .  370 

-  in  lymphiidenoma         . .     13 

-  malaria   . .         . .  13,  31,  273 

-  measles  . .         . .         . .     13 

-  from  meningitis  ..     13 

-  in  mercurialism  . .     13 

-  microscopic  examination 

essential  in     . .  . .       5 

-  from  mitral  regurgitation 

210,  211 

-  movable  kidney  . .  460 

-  with    myocanlial    affec- 

tions   ..  ..  ..14 

-  in  myxcedema  ..        58,  414 

-  nephritis..  10,  109,   120 

-  from  new  growth  of  kid- 

ney     . .  . .  . .        7 

-  after  nocturnal  emission     16 

-  noises  in  the  head  with . .   400 

-  nucleoproteid  fallacy  in 

testinj;  for      . .  . .   424 

-  with  cedema  of  logs      . .   412 

-  orthostatic         . .  . .     15 

-  orthotic  . .  . .  . .     15 

-  from  ovarian  cyst  7,  13 

-  pale  granular  kidney    . .   537 

-  parasites  . .     13 

-  with  paroxysmal  Ijjnnio- 

plobiruiri  I       . .  . .   285 

-  from  pelvic  tumour      . .        7 

-  in  peniphiiTU-     . .  . .     13 

-  pernicious  a!ni»niia        ..      13 

-  phosphorus  poisoning  . .      13 

-  phthisis  . .  . .  . .     13 


AMYOTROPHIC    LATERAL    SCLEROSIS    —    ANEURYSiM 


779 


617 


I 


Amyotrophic  lot.  aderotis^  conUt. 

electrical  reactions  in  508 

extensor  plantar  re- 
flex in        62,  68, 

librillar  contractions 

ill  ..      135,  508  i  - 

Aayolrapliic  Itttral  selaro-         '  - 
rii;  (BMrrnl  acMunt  %i  508 

-  —  knee-jerks  increased 

in..         ..       62, 

-  —  lesions  in  cord  in  . . 
muscle    wasting    in 

61,  6?, 

-  —  no  pain  in  . . 
. paraplegia  from 

•  —  penile  erection  ab- 

sent in    . . 
R.D.  in        61,  135, 

-  —  reflexes  in  . . 

-  —  no  sensory  loss   in 
_  608, 

nByvtropliic  bitoral  tctero* 
iii,slOiitof    .. 

*  —  simalated  by  syrin- 

gomyelia 

- transverse     mye- 

litte 

-  -  -  f  phiocter  trouble  in 
ll£HIA 

-  Iram  acute  rbenmaiisra 
-itkalies 

-  laenorrhcea  from 

-  from  ankylostomiasis   33, 


517 
508 

617 
508 
514 

313 
517 
508 

517 


62  I  - 


62 
62 
^0 
34 

99 
18 
81 


*  Ib  aortic  regurgitation . .  207 

iMmlii,    aplaitlc    blood 

riianges  in  . .     24 

-*  ascites  in  46,  55 

-  ~  bleeding  gums  in      ..     7  J 

*  -  tatty  heart  from  . .  53 
"  >  leuoopenia  in . .  ..  361 
'  -  low  colour  index  in  . .     55 

*  -  myelocytes  in  . .     23 
"  -  unnamed  anxpmias  and    37 

*  from     appendicular    ab- 

35 
33 
32 
33 

487 
33 
35 

91. 

723 
99 
93 


with  arthritis 

from  beri-beri  . . 

blood  examination  in  dia- 
gnosing 

from   bothriooephalus  . . 

with  bronchiectasis 

bmit  de  diable  in     90, 

92, 

doe  to  cachexia     21,  33, 

capillary  pulsation  in  . . 

doe  to  carcinoma  21,  33, 
126,     270,    271,    316, 

317.  569,  630,  661 


glands  ..  ..32 

-  cfaloroma  . .  32,  39 
'  dtlorosis  . .  32 
iMiBili,  dilorotic,  oMMnl 

acMunt  0f     . . 

-  -  (and  see  Chlorosis) 
.  fromchronic  nephritis  11, 

34,  76,  274 

-  -  tubal  nephritis 

-  cirrfaoais  35,  332, 

-  from  colitis 

-  constipation       . .       32, 

-  in  oonralescence 

-  from    deficient    ovarian 

activ^ity 

-  definitions  of     . . 

-  diriirium  from    . . 

-  different  types  of 

-  dilated  heart  from 
"  htnoi  drugs 

-  duodenal  ulcer  . .       36, 

-  in  dysentery 

-  Ikom  elephantiasis 

-  empyema  . .         32, 

-  wdometritis 

-  cpistazis 

-  exercise  and 

-  in  familial  acholuric 

jaundice         . .      332, 

-  iaUy  heart  from 

-  functional  bruit  with   . . 

-  -  thrill  with 

-  from  fungatiiig  endocar- 

ditis     7,  21,  34,  569,  640 

-  gastric  ulcer      . .       36,  269 

-  Rastric  ulcer  simulated  in  768 

-  from  hasmatemesis       32,  36 

-  httnric  aortic  bruit  with    92 


36 


32 
635 

34 
412 

32 

646 
20 

169 
20 
36 
33 

271 
34 
28 
34 
35 
32 

487 

634 
212 
721 
721 


Ancemia^  contd. 

Anamla  from  hamophilia 

-  hnmoptysis 
Anamla  from  hamorrfiaoo 

l!l,  32, 
headache  from  . . 
with  heart  disease 
from  hepatic  abscess  35,  370 
in  Hodgkiu's  disease   37, 
55,  64,  635, 
severe,    hypenesthcsia 

from    . . 
indigestion  and . . 
in  indoor  workers 
in  infantile  scurvy 
infective  synovitis 
insomnia  from  . . 
intestinal  neuralgia 
intratropical 
with  lardaceous  disease 

35,  636 
lateral  sclerosis  . .  ..  140 
in  lead  poisoning  32,  34 

-  leuktemia      24,  99,  283,  723 


33 

32 

413 

296 

34 


679 

610 
32 
32 
99 
32 

3-3 
and  115 
09 


321, 


434. 


lymphadenoma  . .  64,  679 
lymphatic  leuksemia  25,  556 
due  to  malaria   21,   29,   33, 

637 
435 
36 
32 
387 
726 
32 
88 
295 
32 
413 
33 
32 


mediastinal  growth 

with  melffina 

from  meuorrhagia 

menorrhagia  from 

from  mercury   . . 

metrostaxis 

myxoedema 

noises  in  the  head  from 

from  obesity 

oedema  from 

from  oesophageal  stenosis 

oral  sepsis 


33, 


412, 


I  „  _ 


-  ovarian  disease. .         . .     32 

-  pallor  distinct  from  21 

-  palpitation  from       484,   487 

-  from  parasites  . .   26,  33,  413 

-  with     parenchymatous 

goitre 722 

-  from  paroxysmal  hasmo- 

globinuria      . .         . .  285 

-  pediculosis         . .         . .  378 

-  periproctitis       . .         . .  719 
Anamla    porniciout    (see 

Pernicious  Anamla) 

-  due  to  phthisis 

21,  32,  35,  572 

-  pica         99 

-  pleuritic  effusion  with  . .   106 

-  profound,  from   various 

parasites  . .     26 

-  prolonged  pyrexia  with    569 

-  m  pseudoleukemia    37, 

55,  634 

-  psoas  abscess  . .     35 

-  pulmonary  systolic  bruit 

in        91 

-  from  purpura    . .         . .     32 
pyorrhoea  . .     74 

-  pyosalpinx         . .         . .     55 

-  rectal  blood  loss  . .     32 

-  in   rheumatoid  arthritis    35 

-  from  salicylates. .         ..     34 

-  inscurvv..  38,  72,  273 

-  -  rickets 670 

-  secondary  v.  i)rimary  . .     21 

-  in  septicsomiu    . .         . .  597 

-  severe,  ache<*  aiul  pains  in  467 

olbumiimriii  in  ..     13 

from  amyloid  disease    527 

ankylostoiniiisLs        . .  521 

ascites  with    . .  46,  55 

Babiiiski's  sign  in     . .     69 

blood  changes  common 

in  *>! 

from    bothrioccphalus 

latus  ..  ..521 

cord  degeiiorationa  in  69 

diazo-rcoctioii  in       . .  173 

fatty  liver  from        . .  375 

after  haaniorrhage     . .  406 

from  hyperlactation . .  35 

in  kala-azar    . .          . .  29 

leucopenia  in. .          ..  301 

noises  in  the  liead  with  406 

pain  in  limbs  in        . .  463 

photophobia  from     . .  525 

poikolocytosis  in       . ,  572 

polyorrhomcnitis  with  107 

pyrexia  in      . .        25.  572 


.Inormia,  nevrre,  contd. 

some  causes  of         . .     13 

spinal    cord    changes 

from  . .         . .  610 

from  syphilis  . .  527 

tenderness  of  bones  in  467 

Anamla,  wvere,  unnamed 
types  of  ..37 

-  shortness  of  breath  from    87 

-  with  sinus  discharges  . .     35 

-  specks  before  eyes  in    . .     72 
Anamla,      splenic      (see 

Splenic  Anamla) 

-  in  splenomegalic  cirrho- 

sis      . .         . .         . .  633 

-  starvation  . .  . .     33 

-  sterility  from     . .         . .  646 

-  hi  StUl's  disease         35,  378 

-  vrith  suppuration  34,  35 

-  due  to  syphilis     21,  33,  560 

-  systolic  apical  bruit  from     90 
pulmonary  bruit  from    90 

-  in  tobes 650 

-  tachycardia  from      703,  704 

-  in  thymic  infantilism   . .  189 

-  tinnitus  from     . .  . .   723 

-  from  toxic  conditions  . .     32 

-  ui  tuberculosis     32,  33,  569 

-  witli  tuberculous  joints      35 
peritonitis      . .         . .  657 

-  with    undue    abdominal 

aortic  pulsation        ..  5i3 

-  in  unemia         . .         . .  146 

-  from  urethral  nasvus    . .  283 

-  uterine  db;ease  . .        32,  352 

Anamla,  various  types  of 
simple 32 

-  vertigo  from      . .         . .   752 

-  vomiting  due  to  36,  412,  768 

-  from  worms      . .  . .  519 
AruBSthcsia     from     cauda 

equina  tumour         . .     62 

-  cerebellar  artery  lesions      58 

-  cervical  rib        . .     444,  508 

-  combined  scleroses      . .   140 

-  cord  compression         ..  713 

-  of  cornea,  in  glaucoma. .  233 

-  cotton-wool  in  testing . .  605 

Anasthesia,  definition  of 

605,  606 

-  in  diabetra        . .         . .     63 

-  dissociative,    from    hse- 

matomyelia    ..     509,  608 

post.     inf.     cerebellar 

artery     thrombosis 
{Fig.  264)  . .         . .  610 

syringomyelia 

110,  257,  508,  516 

Anasthesia,  dissociative.  In 
wringomyella  ..  608 

-  in  Erb's  palsy    . .         . .  507 

-  of  face,  from  fifth  nerve 

lesion  . .         . .         . .   706 

mid-brain  tumour     . .   727 

-  from  fracture  of  sacrum 

(/•»^.  259)       ..  ..608 

-  fracture-dislocation      of 

spine  . .         . .         . .  608 

Anacthesia,  general  notes 

on 605 

-  glove  or  stocking  type 

56,  134,  465,. 600,  009 

-  from  hsematomyelia     ..   140 

-  hemi-    (see    Uemianaes- 

thesia) 

-  hyperalgesia  with         . .  606 

-  from  hysteria  134,  468, 

498,  503,  716 

-  in  Klumpke's  palsy     . .  507 
Anasthesia  In  leprosy    63, 

383.  404,  529 

-  local,  in  examinmg  larynx  199 

-  in  musoulospiral  partily- 

sis        . .  . .  '. .   506 

-  from  myelitis     . .  . .   608 

-  in  neurasthetiia. .         , .   710 

-  from  neurosis    . .  . .   518 

-  from  new  growth  in  spine  714 

-  paralvsis  of  sciatic  nerve  41)9 

-  peripheral  neuritis 

50,  465,  514,  COO.  007 

-  sciatica   ..  . .  . .    1.18 

-  severe  pain  with  . .  427 

-  of  soles,  vertiffo  and    . .   751 

-  in  spa.<?tic  parapleiria    . .  512 

-  from  spinal  injurv        . .   715 

-  in  tabes  . .         466,  514,  609 


Antesthesia^  contd. 

-  of    tongue,     in     bulbar 

paralysis 
tilth  nerve  lesion 

-  from  transverse  myelitLs 

62,  140, 

-  tumour  of  flith  nerve  . . 

-  ulnar  nerve  division     .. 
Ana»thetic  in  diugnoijis  . . 

of  abdominal  tumour 

carcinoma  coli 

cause  of  anal  spasm  . . 

gastric  carcinoma     . . 

hysteria         114,  142, 

hysterical  contracture 

pancreas  tumour 

phantom  tumour 

45,  390,  059, 

simple  colitis 

subphrenic  abscess    . . 

AiUBSthctics,     acetoiiuria 
after    . . 

-  a^iration        pneumonia 

after 

-  Babinski's  sign  during. . 

-  bronchopneumotiia  after 

-  coma  from 

-  for  curettjige     . . 

-  death  from 

-  delirium  from    . . 

-  erythema  from  . . 

-  hypothermia  from 

-  status  lymphaticus  and 

-  tinnitus  from     . . 

-  vomiting  from  . . 

Anal  canal,  congenital  nar- 
rowness of     . . 

Analgesia,  in  Hrown-St- 
quurd  paralysirs 

-  from    cerebellar    artery 

lesions 

-  cervical  rib 

-  cord  lesions  and 

Analgesia,  definition  of   . . 

-  of  muscles,  in  tabes     . . 

-  pin  in  testing    . . 

-  from  post.  inf.  cerebellar 

artery  thrombosis  {Fig. 

*o*«^      •  •  •  •  •  • 

-  in  syringomvelia  62,  63, 

97,  508,  516, 

-  tabes  (/"Ji^.  263)  440,007, 

-  ulnar,  in  tabes  . . 
Anangioplnstic   infuntilisui 

(Fiif.  91) 

Anaphylaxis 

Anarthrla 

Anasarca,  in  ankylosto- 
miasis . . 

-  chronic  mcdiastiniti.s   . . 

-  heart  disease     . .       104, 

-  pleural  effusion  with    . . 

-  from  renal  di.scasc      42, 

40,  54.   104, 

-  vulval  swelling  from  70(>, 

(and  see  Gildenin) 
Anasteoplosia,  clavicles  ab- 
sent in . . 

-  face  small  in 

Anatomy  of  axillary  lymph 

glands 

Anatomy  of  inguinal  glands 

-  regional,  of  abdomen  . . 
Anchovy  paste  pus 

-  sauce' sputum,  from  he- 

patic abscess  .  . 
Anconeus,  nerve  supply  of 
Aneurysm,  ahdominnl,  atre 
and  sex  incidence  of 

albuminuria  from 

bruit  over 

carcinoma  of  stomach 

simulating   (Fi(/.   28S) 

-  —  chronic  nephritis  from 

colic  simulated  by    . . 

epigastric  tumour  from 

271,  544, 

haamateme>«is    jrom 

205, 
hajmatoraa  from 

-  -  jaundice  from 

leakiiii,'  . .      031, 

pain  in  the  abdomoa 

from  271,  331, 

hack  from  271,  437, 

pulsatile  tumour  from 

271, 


706 
706 

516 
711 
WJM 

18 

664 

126 
128 
271 
351 
141 
661 

691 

78 

658 


259 
69 
289 
118 
390 
382 
169 
222 
311 
382 
723 
764 

129 

497 

58 
110 
607 

606 

56 
606 


610 

608 
609 
444 

190 
223 
626 

521 
435 
701 
104 

701 
701 


187 
187 

666 
679 

660 

369 

291 
505 

437 

331 

691 

115 

664 

271 
631 
331 
601 

437 
604 

437 
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linuU,     experimental 

hflKUCKTlobinuria  in    . .  284 
trfpaoosoixies  in  . .     28 

IKLE-CLONUS  . .  . .  39 
In   amjotrophic    lateral 

aderosis  ..        62,  517 

•ith      brachial     mono- 

pl«ina 602 

B  Brown -S^qaard  para- 
lysis      497 

erebellar  abscess  ..  517 
'  temoar  . .  517 

isKminated  ecleroiis 

307,  517 
I  hemiplegia  39,  139,  303 
i  hjsteria  . .  141 

rith  increased  knee-jerk 

39,  358 
iteral  column  lesions  and  510 
ram  lateral  sclerosis..  517 
Mtbod  of  eliciting  . .  39 
hOBi  new  growth  in  spino  714 
a  paraplegia  . .     39 

piqrilological  ..  136 

it^nificance  of  . .  . .  39 
is  spastic  paraplegia  . .  512 
'tiDdencj  to  '   . .  39 

bm  transverse  mjelitis    62 
fth-jerk,  absent  in  tabes  515 
mggeratcd,    in     hcmi- 
^egia..  ..  303 

la  hjsteria  . .  497 

tjTin^mjelia  . .  508 

«t,       in      intermittent 
ciaadication   ..         ..441 
in  peripheral  neuritis    440 
sciatica  ..438 

tabes 515 

le-joint,      disease     of, 
tickets  simulating    . .   304 
ictare      into,     talipes 
from    . .  . .  114 

•mophilic  arthritis  of  350 
BBMMrrha^e  into  . .  362 

teo-arthritis  of  . .  347 

rained,  talipes  from  . .  114 
ppurative  arthritis  of  362 
bercnloos  disca.se  of  . .  347 
Uxnping  from  . .   362 

pain  in  foot  from     . .  362 
talipes. from  ..     /  ..   114 
mrs  affecting   . .         . .  403 
l«B,    lafige,    in    rickets 
ing.  85)  . .   18C 

iema  of  (see  G::dema) 
iraljsis   of  (see   Para- 
Ij^s,  and   Foot-drop) 
attion  in  tetany        . .       2 
ilBness  of,  in  nephritis      42 
flofiis,    from    arthritis 

142,  341,  648 
ioinaeo*8  disease  simu- 

laUng 584 

fkustomiasis,  albumin- 

in  ..13 

from  33,  81,  413,  521 
from  ..  521 

fttMoSa  from  ..  521 

blood 
with..        ..    26 
ntetnre  in  . .  531 

lUs  from  ..  521 

Brazil  ..521 

tebexia  from  . .  . .  99 
ikmr  index  high  in  . .  521 
1  Oomwall  . .  520 

St 521 
>phiiia  from  219,  521 
lowors  *  of  . .  521 
StoftOMiatii,  general 
■CCOBBt  of  ..521 
t  India  . .  81,  521 
smaica  . .  521 
Md  miners                   . .  620 

0  lencocytofiis  in  . .  521 
idnna  from  . .  521 

1  mines  and  tunnels  . .  81 
lode  of  infection  with  521 
ooilt  blood  from  81 
idcma  of  legs  from 

413,  415,  521 
■rasites  in  feeces  in  . .  521 
sroidoas  anemia  sima- 

faited  by  . .  . .  521 
i.Stw  Gothard  Tunnel  521 
ivere  anaimia  from  . .  13 
MKtness  of  breath  from  521 


Ankylostomum  dHodenale    520 

-  -  iFig.  27)        . .         . .     79 

-  -  ova  (Pigs.  28,  29)  80,  521 

in  faaces      . .         . .     81 

thymol  for     . .         . .  621 

in  sUu  (Fig.  220)  521 

Anode         . .         . .         . .  583 

Anophthalmos,   congenital  761 
Anorexia  (and  see  Appetite, 

LossoO 

-  from  bacteriuria          . .  70 

-  in  bullous  dermatoses  . .  99 

-  from  carcinoma  coli     . .  126 

-  gastric  carcinoma         . .  270 

-  nervosa  . .         . .         . .  43 

amenorrhcca  in         . .  18 

carcinoma  of  stomach  ' 

simulating  . .         . .  407 
Anorexia  nervosa,   o^neral 

account  of  ..  770 
general  wasting  from      59 

-  from  polymyositis        . .  404 

-  after  serum  injection  . .  554 

-  in  tuberculosis  . .         . .  566 

-  typhoid  fever    . .         . .  030 
Anasteoplasia,  dentition  de- 
layed in  . .  . .   187 

-  dwarfism  from  186,  187 

-  skull  in   . .         . .         . .   187 

Anosmia,  list  of  causes  off  612 
Anterior  chamber,  shallow, 

from  dislocated  lens. .   175 
glaucoma    . .      233,  762 

-  coruual  cell   changes  in 

syringomyelia    . .     62 

transverse    myelitis     62 

cells,   in    amyotrophic 

lateral  sclerosis . .  508 

lesion  of,  in  Tooth's 

palsy        ..        61,  513 
poliomyelitis  affect- 
ing ..  ..   132 

-  crural  nerve  (see  Nerve, 

Anterior  Crural) 
Anterior  crural  neuralgia. .  439 
Anterior  cruritis   ..        ..439 

-  poliomyelitis  (see  Polio- 

myelitis) 

-  thoracic  nerve    . .  . .  504 
Anteversion     of     uterus, 

from  pendulous  belly    200 
Anthelmintics,    for    anky- 
lostomiasis    . .         . .  521 
Anthracosis  . .  . .   288 

Anthrax,  bacilli  in        559,  074 

-  bacteriological  diagnosis 

of         . .  . .      413,  559 

-  gangrene  from  . .         . .  255 

-  luBmoglobinuria  from  . .  284 

-  of  leg 737 

-  malignant  pustule  of     . .  559 

-  occupation  and         559,  074 

-  f edema  from  415,074 
of  face  and  neck  from  413 

-  rigor  rare  in      . .         . .  695 

-  scab  in    . .  . .  . .  674 

-  vaccinia  simulating      . .  674 

-  vesicles  in  . .         . .  674 
Antiformin,    In    detecting 

tubercle  bacilli    385, 

488,  642 
Antimoniuretted  hydrogen, 

jaundice  from  . .  325 

Antimony,  bradypnoca  from  84 

-  catarrh   of  small   intes- 

tine from       . .  . .  172 

-  diarrhcea  from  . .         . .  172 

-  hiematemesis  from     265,  208 

-  ptyalism  from  . .         . .  542 

-  urticaria  from    . .          . .  771 
Antipyrin,  erythema  from  222 

-  purpura  from  . .  653 

-  tinnitus  from     . .  . .  723 

-  urticaria  from   . .         . .  771 
Antitoxic  sera  (see  Serum) 
Antrum  of  Highmore,  car- 
cinoma of        . .          . .  180 

disease   of,   pus  from 

nose  in        . .  . .   179 

Antrum  off  Highmore,  em- 
pyema off  180,  462 

infection,    foul    taste 

from  . .         . .   706 

-  -  Iraions.   blood-spitting 

from  . .         . .  28r» 

neoplasm  in  ..         ..  403 

sarcoma  of      . .         . .  085 


A  ntrum  of  Highmore^  contd. 

suppuration  in,  menin- 
gitis from  . . 

subjective     smells 

from 

transillumination 

(Fig.  84)     .. 

tumours  of    . . 

ANURIA     .. 

-  aching  in  loin  with 
Anuria  from  calcului 

-  from  cantharides 

-  from  carcinoma  recti     . . 

uteri    . . 

Anuria    ffrom    carcinoma 

vesica  39,  41 

-  after  catheterization  42,  396 

in  enlarged  prostate . .  396 

Anuria,  causes  off..        39,  40 

-  hiccough  with    . .         . .     42 

-  malingerer  simulating  . .     42 
Anuria,  non -obstructive  41,  42 


of 

180, 


39, 


590 

012 

463 
685 
39 
40 
40 
40 

39 


dis- 


40 
42 

395 
42 
40 
40 


193 
079 


580 
717 
520 


528 


151 


from  phospiiorus 

-  restlessness  with 

-  retention    of    urine 
tinct  from 

-  twitchings  with 

-  urasmia  with 

-  without  other  symptoms 
Anus,  carcinoma  of  381,020,079 

-  coli       bacilluria      after 
operations  on  . .     70 

-  condylomata  of  400,  020,  700 

-  epithelioma  of  (see  Car- 
cinoma of  Anus) 

-  lissure   of.  (see    l-'issure, 
Anal) 

-  iiatulA  of  . .         78, 
'  -  glands  draining.. 

-  hsBmorrhage  tlirough  (see 

blood  per  Anum) 

-  imperforate   (Figs.   249, 

252)      .  .  .  .  .  • 

-  intussusception  protrud- 

ing through    . . 

-  irritation    round,    from 

oxyuris     vermicularis 

-  pigmentation  of,  in  Addi- 
'  son's  disease  . . 

-  pityriasis  rosea  ullccting  004 
I  -  pruritus  of         . .         . .   540 

-  retention  of  urine  after 

'  operations  on  . .    390 

I  -  syphilitic  papules  round  401 

-  ulcer  of  (see  Ulcer,  Anal) 

i  Anxiety,  dyspepsia  from. .  337 

j  -  occupation   cramp   from 
Aorta,   aneurysm   of    (see 
Aneurysm) 

,  -  atheroma  of  (see  Athe- 
roma) 

,  -  dilated,  aortic  regurgita- 
tion from 

' from  syphilis. . 

systolic  bruit  from    . . 

. thrill  from  . . 

-  opened  by  foreign  body 

205, 

mediastinal        new 

growth  . .     205, 

>  -  pulmonary  artery  arising 
from    .*. 

-  site  of  bifurcation  of    . . 

-  systolic  bruit  over  abdo- 

minal . . 

Aorta,  undue  pulsation  off 
alidomlnal 

Aortic  area,  bruits  in  (see 

Uruit) 
definition  of  . . 

-  disease,  after  acute  rheu- 

matism 

age  incidence  of      14, 

from  alcohol  . .     209, 

anaamia  witli  . . 

angina  pectoris  with . . 

capillary  pulsation  in 

cardiac  impulse  dis- 
placed in    . . 

Aortic  disease,  causes  off . . 

after  chorea   . . 

from  congenital  mal- 
formation . . 

endocarditis  . . 

Aortic  disease,  general  ac- 
count of 

-  -  from  hard  w  ork 


210 
210 
208 
720 

207 

267 

157 
664 

543 

543 


92 

209 
209 
210 
34 
535 
211 

207 
209 

20U 

209 
209 

207 

211 


I  Aortic  (iisrasc,  contd. 

heart  failure  from     ..  418 

hypenBstiiesia  of  arm 

from  . .  . .   445 

left  ventricle  enlarged 

from    90,     94,    206, 

211,  212 

-  -  mitral   regurgitation 

from  2,90,  211,  212,  308 

nutmeg  liver  with     . .   308 

orthopnani  from        ..   418 

pain  in  left  arm  from     445 

shoulder  from        . .   474 

rheumatic,    age    inci- 
dence of     . .  . .   209 

after  scarlet  fever     . .   209 

from  sclerosis  . .   209 

sex  and  . .  . .     14 

site  of  impulse  with. .   299 

splashing  pulse  in      ..   211 

from  strain     . .  . .   209 

syphilitic         . .        14,  209 

age  incidence  of     . .   210 

sex  incidence  of    . .   210 

after  tonsillitis  . .   209 

-  regurgitation,   age    inci- 

dence of      . .  . .     93 

antemia  witli  . .         . .  207 

aneurysm   with    190,   207, 

208,  209 

angina  pectoris  with       53, 

207,  210,  433,  709 
from  aortic  valve  rup- 
ture ..  ..210 

nplcal   di:istolic    bruit 

from  . .  . .     93 
arteries    forcibly    pul- 
sating in     . .          . .   207 

ascites  from    . .  . .     40 

from  atheroma  . .   207 

back  pressure  from  . .     40 

Aortic  regurgitation,  bruit 
off  93,207 

without  bruit  . .  485 

capillary     pulsation 

with  ..  ..   207 
cardiac    impulse    dis- 
placed in     . .  . .     91 

collapsing  pulse  with 

217,  485 
due  to  congenital  mal- 
formation  . .  . .     93 

diastolic    bruit    from 

209,  406,  720 

thril!  with  . .  . .   720 

from  dilated  aortic  rinj? 

93,  210 
dilatotion  of  left  ven- 
tricle with  . .  . .     95 

dizKiness  from  . .   207 

Durosucz's  sign  in     . .     93 

dyspnopa  from  . .   207 

-  excessive    pulsation 

from  . .  . .   543 

exercise   briiiging  out 

bruit  of       . .  . .   485 

faintness  from  . .   207 

femoral  bruits  in       . .     93 

fibroid  heart  witli     . .     63 

Flint's  bruit  with      . .   207 

due  to  fungating  endo- 
carditis      . .  . .     93 

hosmoptysis  from      . .   288 

headache  from  . .   207 

heart  failure  from     . .     46 

hypertrophy     of     left 

ventricle  from  90,  94, 200 

insomnia  from  . .   322 

irregular  heart  from. .   207 

mitral  disease  with  . .   209 

regurgitation     from 

40,  90,  288 

noises  in  the  head  with  400 

ccdema  from  . .  . .   207 

pyin  in  arm  from    207,  433 

back  from  . .  . .   433 

precordia  from  207,  433 

shoulder  from        . .   207 

palpitation  from    207,  481 

presystolic  bruit  with     95 

pulmonary     incompe- 
tence simulating    ..   217 

pulsatile  arteries  with  217 

rheumatic       . .  46,  93 

due  to  rupture  of  valve 

segment      ..        93,  209 
sclerosis  of  valves    ..     93 
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ARTHRITIS,    HAEMOPTYSIS 


ASCITES,    SIMULATED 


I 


f 


Arthritis,  haemoptysis  and  287 

-  haamorrhagic,  in  Henoch's 

purpura  . .         . .     7G 

-  hysterical  . .  . .   350 

-  infective,  anaamia  with . .     32 

ankylosis  from  . .   648 

after  diphtheria        . .   048 

epitrochlear  gland  en- 
larged front  . .   381 

fibrositis  and  . .   475 

myositis  and    . .       . .  475 

from  pyorrhcpa  . .     74 

after  scarlet  fever     . .   048 

Arthritis,  Infective,  of  spine  648 
pain   in    iliac   fossa 

from  . .  452,  454 
interscapular     pain 

from        . .  . .   461 

after  tonsillitis  . .  648 

stiff  neck  from  . .   648 

-  influence    of    salicylates 

on  pains  of     . .  . .  339 

-  influenza  with    . .  . .   340 

-  from  injury        . .  . .   476 

-  in  Malta  fever  . .      340,  460 

-  measles  with      . .  . .   340 

-  witli  meningococcal  me- 

ningitis . .         . .  340 

-  muscle  atrophy  with  01, 

340,  351,  303,  583 

-  needling  of  joint  in  dia- 

gnosing . .  . .   340 

-  neuritis  simulated  by  . .   506 

-  occupation  neuroses  si- 

mulating        . .  . .  476 

-  ochronosis  and  . .  . .   740 

-  osteo-  (see  Osteo-arthritis) 

-  pain  in  the  shoulder  from  474 

-  paralysis  simulated  by . .   501 

-  with  peliosis  rheumatica  556  ! 

-  pigmentation  in  . .  527 
Arthritis,   pneumococcal, 

oeneral  account  of   . .  339 
Arthritis,     In     rheumatic 
fever,  oeneral  account 
of  • •  337 

-  rheumatoid,  anaamia  in  35 
appendicitis  simulated 

by    . .  . .  . .  461 

appetite  impaired  with    35 

Arthritis,  rheumatoid,  bac- 
teria causing  •  •        . .    35 

absence       of        bony 

changes  in . .  . .   343 

age  incidence  of        . .  342 

bactcriuria  with        . .     69 

in  children  (see  Still's 

Disease) 
Arthritis,  rheumatoid,  con- 
stitutional   symptoms 

with 35 

contractures  from     . .  142 

distinctions     from 

acute  rheumatism  343 
Arthritis,  rheumatoid, 

oeneral  account  of  341, 342 

grating  in       . .  . .   343 

joints  affected  in       . .  343 

loss  of  weight  in        . .     35 

lymphatic  glamls  en- 
larged in        35,  343,  358 

massage  in     . .  . .   343 

muscular    atrophy    in 

343,  346 
oeteo-arthritis       con- 
fused with  . .  343 
Arthritis,  rheumatoid,  osteo- 
arthritis   distinoulshed 

from 346 

pain  in  the  back  from  428 

hand  from  . .  . .    151 

limbs  in       . .  . .   403 

passive  movements  in  343 

piirmeiited  skin  in    35,  342 

pulse    rate     in     341, 

342,   340 

from  pyorrhcBa  alveo- 

laris  . .  . .   048 

pyrexia  with  . .        35,  341 

rarefaction     of     bone 

in  (Fuj.  156)  343, 

344 
recurrent       exacerba- 
tions of  . .  . .   343 

salicylates   ineffectual  j 

in..  ..  339,  341 
sex  incidence  of        . .  342  I 


Arthritis^  rheumatoid^  conUl. 

spindled      fingers     in 

{Fig.  153)  342,  378 

spindle-jcints  in        . .     35 

spleen  enlarged  in     . .     35 

stiff  neck  trom  . .  648 

Still's  type  of . .         ..     35 

sweating    hands    and 

feet  in    ..         ..342 

-  -  temperature  chart  in  341 
Thomsen's  disease  si- 
mulating    ..  ..   58t 

ulnar     deiiection      in 

{Fig.  154)       342,  343 

ureteral  calculus  simu- 
lated by      . .         . .  461 

writer's  cramp  simu- 
lated by      . .         . .  151 

z-rays  in  diagnosing. .  343 

-  scarlatinal  ..  ..  340 

Arthrlds,    septic,    o^Mral 
account  of  ..  339 

-  septic,  leucocytosis  with  339 
mistaken  for  rheuma- 
tic fever      . .  . .   339 

pyrexia  of      . .  . .   339 

sources    of    infection 

causing       . .  . .   339 
sweats  due  to  . .   339 

-  of    shoulder,    aneurysm 

simulating      . .  . .   476 
hydatid  cyst  simulat- 
ing . .          . .  . .  476 

mediastinal  new  growth 

simulating  . .  . .  476 

-  sinall-pox  witii  . .  . .   340 

-  spinal,  rigidity  of  back 

from    . .  . .  . ,  461 
x-rays  in  diagnosing. .  461 

-  suppurative,      albumos- 

uria with        . .  . .     16 

of  ankle  . .  . .   362 

limping  from  . .  . .  362 

mistaken     for     acute 

rheumatism  . .   338 

rheumatic  fever    . .  341 

from  osteomyelitis    . .  341 

pain  in  foot  from      . .   362 

septicemia  from       . .   341 

Arthritis,  syphilitic,  general 

account  of  ..  348 

Arthritis,  in  syrlnoomyella  349 

-  talipes  from       ..  ..114 

-  temporomaxillary,    tris- 

mus simulated  by      . .   729 

-  traumatic,  mistaken  for 

acute  rheumatism      338 
tubercle  and  . .  . .   348 

-  tuberculous,     age     inci- 

dence of     . .  . .   347 

anaamia  from  . .     36 

Baker's  cyst  witli       . .  092 

Charcot's  joint  simu- 
lating ..  ..349 

contractures  from     . .   142 

Arthritis,  tuberculous,  oen- 
eral account  of        . .  347 

gonococcal    arthritis 

mistaken  for  . .   341 

Arthritis,    tuberculoui,    of 
hip.  oeneral  account  of  363 

hysteria  simulating  . .   142 

injury  preceding       . .   348 

joints  affected  by     . .  347 

lardaceous  disease  with 

8,348 

limping  from  . .   362 

mistaken     for     acute 

rheumatism  . .   338 

muscle  wasting  with. .  348 

pallor  with     . .  . .    348 

phthisis  rare  with     . .   348 

syphilitic  joint  simu- 
lating . .  . .   348 
Arthritis,  typholdai,  oeneral 
account  of  . .  340 

streptococci  in  , .   341 

Arthritism,  pruritus  from    540 
Arthropathy,      pulmonary 
(see  Pulmonary  Osteo- 
arthropathy) 
Artichokes,  oxalate  from. .   424 
Articulation,  cerebellar    . .     59 
defective,  in  bulbar  [)ara- 
lysis 135 

-  meclianism    of  . .  . .  026 
(and   see  8iKMH.*h) 


Asafcetida,  foul  taste  from  705 
Ascaris  lumbricoides       . .  520 

appetite*  increased    by     43 

bile  -  duct    obstructed 

by    ..  ..      325,  328 

no  blood  changes  with     26 

eosinophilia  rare  from  219 

jaundice  from  . .  325 

length  of        . .         . .  328 

-  -  ovum  of  {Fig.  217)  . .  520 

passed  per  rectum     . .  520 

in  vomit  . .  . .  767 

witliout  symptoms    . .   520 

Ascending  cerebellar  tracts, 

r6Ie  in  co-ordination . .     55 

-  nephritis      (see       under 

Nephritis) 

-  nephritis,      causes      of 

chronic           . .         . .       7 
ASCITES 43 

-  abdominal        distention 

from      ..43,418,655,656 

-  from  abdominal  tubercle  171 

-  abdominal  veins  distend- 

ed from  . .  . .     44 

-  from  abscess  of  liver    . .   330 

-  acute  peritonitis  . .     47 

-  acute,      from      twisted 

ovarian  pedicle         . .  456 

-  from    adherent   pericar- 

dium  . .         . .         . .     46 

-  nlbuminuria  from         ..     13 

-  from  aortic  disease       . .     46 

-  aplastic  anaamia  46,  55 

-  with  art^o^erosis     11,  46 

-  back  pr«isure       46,  52,  212 

-  Bright's  disease  . .  46 
Ascites      with      Brioht's 

disease  .  .54,  55,  105 

-  bronchiectasis  from      . .  292 

-  from  bronchitis  . .     46 

-  carcinomaof  colon  49, 51,329 
duodenum      ..         ..51 

-  -  liver    . .   46,  53,  330,  373 

ovary  . .  . .  . .     49 

peritoneum    . .  . .  657 

rectum  . .  . .     49 

stomach  49,  51,  329 

suprarenal      . .  . ,     51 

-  cardiac  impulse  displaced  44 
Ascites,  causes  of . .        45,  46 

-  from  chronic  mediastini- 

tis        435 

nephritis        ..         ..  212 

peritonitis  11,  47,  373,  425 

Ascites,    chylous,   charac- 
ters of  fluid  In       ..50 

chylous  fluid  in  chest 

with  ..         ..  106 

chyluria  with  . .   109 

from  elephantiasis    . .     50 

filariasis  . .  . .     50 

Aicites,   chylous,    oMoral 
account  of     ..        49,  50 

from  injury    . .         . .     50 

to  thoracic  duct    . .   106 

Icuknsmia        . .        50,  106 

malignant  discisc     ..     50 

-  -  nephritis         60,  106,  109 

new  growth    . .         . .   106 

obstructed   receptacu- 

lum  chyli    . .  . .     50 
thoracic  duct        . .     50 

-  from  cirrhosis  35,  46,  51,  53, 
332,  871,  570,  636,  760.  770 

>  due  to  colon  tumours  . .     46 
Ascites,   conditions  slmu- 
latino 44 

-  constipation  with         ..  137 

Ascites,  differential  diaono- 
sis  of  causes  . .         46-55 

-  dipping  in  . .  . .     44 

-  distended  bladder  simu- 

lating . .         . .         . .  665 

Ascites,    distinction    from 
ovarian  cyst  . .        44,  45 

-  from  distoma  hepaticum  328 

-  dullness  with  . .  . .  689 
due  to,  distribution  of    44 

-  due  tx>  duodenal  tumours    46 

-  in    Egyptian   splenome- 

galy    . .         . .         . .  634 

-  from  emphysema  46,  217 
Ascites,  encysted  . .  . ,  657 
ovarian  cyst  simulated 

by 691 

-  pelvic  swelling  due  to  088 


Ascites,  eontd. 

-  witli  enlarged  liver      . .    i 
portal  glands  . .  l\ 

-  epigastric  angle  wiUenod 

by       

-  from  fatty  heart  4€,  I 

-  fibroid  heart      . .         . . 
lung 

-  fibroid  lung  from         . .  i 

-  fluid  of  (see  nai«l.  .\^-itic> 

-  foetal,  dystocia  from    . .  t 
recognition  in  uterus   2 

-  in  fungating  endocarditb  7, 

-  with  granular  kidney  11, 

-  guinea-pig  inoculation  in 

dia^gnofiing  tubercukMuf 

-  from  gumma  of  liver  . .  3 

-  in  Hanoi's  cirrhosis     . .  I 

-  from  heart  failure  46, 52,  li 

i 

-  heart  impulse  dl^laced 

by       ! 

-  due  to  hepatic  aneurysm 

4«, 

-  from  high  blood-presare 

46,3 

-  in  nodjrkin*«  die«ase    4€, 

-  due  to  hydatid  cv«l  45, 

46.  49.  330,  3 

-  kydramnios  simulating    6 

-  jaundice  wiili     . .  46.  jn, 

-  due  to  kidney  tumours. . 

-  knee-elbow    position   in 

detecting 

-  in  leukaemia    4o.  46.  ol, 

-  linear  albi4*antes  from  43.  3 

-  liver  pushetl  up  by       ..  ^ 

-  due  to  liver  tumours   . . 

-  from    local   enlargement 

of  liver  . .        . .  X 

-  loculated  . .        44,  ' 

-  from  lung  affection*    . .    ' 

-  due    to    lympiiadenoma 

4i,  I 

-  in  malaria  ..        ..    ^ 

-  due  to  malignant  db«ase   ^ 

liver    . .  . .        ..    \ 

AsciteiL    from    malipMst 

peritonitis  ■•  ' 

portal  glands..         ..    I 

-  medi;uitinal  crowth 

.-  mediastinitis      ..        .. 

-  mensuration  in  ..        .. 

-  from  mitral  dL*ease 

rwmnritation 

stenosis 

-  myocardial  chanses 

-  nephritis . . 

-  nutmee  liver     .. 

-  with  cedema  of  legs 

-  orthopnoea  from 

-  with  ovarian  cyst 
from     ovarian 

growth 
tumoor 

-  palpitation  from 

-  due    to    pancreatic 

mours  . . 
■   paracentesis  for 

-  irora  i»erihepatitis 

-  peritonitis  ..        ..    ^ 

-  in  pemicioas  anannU  44, 1 
Ascites,  physical  sipas  Of  41.  ^ 

-  with  polycystic  kidocjs  * 

-  in  polyorrbomenitis    .•  1^ 

-  from     portal    vein    ob- 

struction  61,  S73,  X 
thrombosis. .       4*.  5" 

-  proliferating   papUkMB** 

tous  ovarian  cyst     ..    ' 

Ascites,  pseniMiiylow 

-  in  paeudoleqtawnia 


•10, 


334. 

52. 


Ul 


I 

4 

..  i 
4J>,« 

ne« 
C 
I 

41 


ta 


4«,1 


17. 
44,J 

-  rectal    examination    in 

detecting       . .       4S, « 

-  respiratory    mov«nents 

deficient  with  ..   ^ 

-  ribs  pushed  out  by     .  -   * 

-  from  sarcoma        4S,  5 
>  with  severe  aiusmias   . . 

-  sigmoidoscope  in 

-  simulated  by  abdominal 

cyst 

tumour 

distended  bladder    .• 

hydatid  cyst .. 

bydronephro^ 
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4< 

4^ 
44 
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elia  affecting 

608 

,  from  merciuy 

65 

IsB  from 

96 

tana,  dermatitis 

•    m                        •    •                       •    • 

755 

na  from 

222 

igers  from 

239 

Tve 

148 

I  of  heart,  from 

ar  fibnilauon . . 

515 

ung  pulse  type 

i>45 

lent  and 

545 

'Stoles . . 

545 

►lock  type 

545 

;  of  breath  aitd  545 

of  HMit,  sinut 

m   •                       m   • 

545 

ring  and 

545 

Of  hoart  total  548 

e  I'ulse,  irregu- 

Idison's  disease 

ted  from 

G4 

ria  from 

13 

a  from 

759 

!rom     . .       33, 

612 

I 

224 

66,  526, 

529 

gums  from     72 

.  73 

'  annm  from  . . 

78 

diseases 

64 

!  small  intestine 

1  «                   •  •                   •  • 

172 

analysis  in  dia- 

^                      ■  •                   ■  • 

718 

diarrhcea  from 

717 

t             . .        66, 

717 

ikin  from 

78 

dated  by 

178 

n 

64 

[rom    . . 

717 

MIS  from 

140 

om 

64 

administration 

718 

from   64,    73, 

78.  171,  172. 

533 

,  from  ..     222, 

224 

urt  from 

53 

718 

1  from  . .         •  • 

705 

simulated  after  766 

lesis  from 

265 

4,  66,  73,  529, 

718 

from  . .         . . 

64 

Mter  from 

64 

atosis  from   34, 

64 

,  73 

1  administration 

718 

ia  from 

361 

inns  relieved  by 

489 

tester  epidemic 

526, 

529 

test  for 

78 

stools  from   . . 

78 

:arrh  from 

612 

rge  from 

178 

rom     . . 

140 

the  head  from  406 

kxmi     .. 

415 

t  from  . . 

413 

pigostrium  from 

78 

from     . .       64, 

466 

Bias  from 

64 

d  neuritis  from 

.  M,  66.  66,  73, 

L4S,    465,    466, 

505, 

529 

Ions  anflsmia  33, 

66,  526, 

717 

>bia  from 

525 

Ktion      of      the 

from   . .        33, 

526 

rom  33,  64,  73, 

526, 

528 

ifgmontation    of 

In  duo  to  iPiate 

64 

•  m                   •  •                    •  • 

liwniiiB,  acuto. 

lint  of  •  • 

78 

iMfilnB,  gonoral 

It  of     ..    717, 

718 

olionlna,    lym- 

of               64. 

268 

4Bmia  from 

533 

542 
78 
553 
78 
224 
224 
717 
560 

78 
717 

78 
78, 


337 


215 
434 

274 

274 

217 


90 


Arsenic,  eontd. 

-  ptyalism  from  . . 

-  pulse  irregular  from     . . 

-  purpura  from    . . 

-  Relnsch's  test  for 

-  in  salvarsan 

-  in  sodium  cacodylatc  . . 

-  suicide  by 

-  syphilis  and 

-  tenderness  in   abdomen 

from    . . 

-  tenesmus  from  . . 

-  in  vomit. . 

-  vomiting   from   64,    73, 

171,  766,  717 

-  In  water. .         . .         . .   718 

Arseniuretted     hydrogen, 

h»moglobinuria   from  284 

jaundice  from        325, 

Arterial  tension  (see  Blood- 
pressure) 
Arteries,  cerebral,  atheroma 
of  (see   Atheroma   of 
Cerebral  Arteries) 

-  forcibly     pulsatile,     in 

Graves's  disease 

-  sensitiveness  of 

-  thickened,     in     chronic 

nephritis 

-  tortuous,      in      chronic 

nephritis 

-  visibly    pulsating,    with 

aortic  regurgitation  . . 
.Arteriosclerosis,     accentu- 
ated    aortic     second 
sound  in 

-  albuminuria  from     406,  537 
llrst  sign  of    . .         . .     13 

-  angina  abdominalis  from  115 

-  -  pectoris  from  434,  535,  709 

-  apical  systolic  bruit  in . .     89 

-  apoplexy  from  . .         . .     11 

-  ascites  from      . .         . .     46 

-  and    atheroma,    associ- 

ation between  . .       1 

-  back  pressure  from    46,  212 

-  cerebral     hemorrhage 

from    ..  12,  147,  303 
tumour  simulated  by  295 

-  Gheyne-Stokes     breath 

•Ing  from 

-  cyanosis  from    . . 

-  dead  fingers  from 

-  diabetes  with    . . 

-  epistaxis  from  . . 
first  symptom  of     . . 

-  gangrene  from  . . 
Artorlosclorotit,    o^noral 

dlagnosltof  .. 

-  giddiness  in 

-  and     granular     kidney, 

close  relationship  be- 
tween . .         . .  1,  11, 

-  hflomatemesis  from 

-  hsraaturia  from 

-  IisBmoptysis  with 

-  headache  from  294,  295,  296 

-  heart  enlarged  Mn  2,  11, 

54,  206,211,212,588 

-  -  failure  from  14, 46, 161, 418 
sounds  with'  . .         . .     11 

-  high  blood-pressure  with 

2,  11,  14,  46,  90,  81, 
161,  168,  211,  212, 
296,  406,  418,  484,  543,  588 

-  hyperacusis  in  . .         . .  309 

-  hypothermia  in . .         ..  311 

-  insomnia  from  . .     321,  323 

-  juvenile  . .  . .  . .   191 

-  menorrhagia  from     386,  388 

-  metrorrhagia  from       . .  390 

-  mitral  r^nirgitation  from 

2,  89,   90,   211,   212 

-  with  nephritis  . .         . .     42 

-  nocturnal       micturition 

^v  im     ••  ••  ■•     •Ao' 

-  noises  in  the  head  in    . .  40G 

-  non-concentration         of 

mind  in  . .  . .  11 
I  -  with  normal  radial  artery  1 
I  -  nutmeg  liver  from  . .  368 
I  -  orthopniBa  from  . .   418 

I  -  pain  in  the  back  from  . .   716 

-  palpitation  from  . .   484 

-  pancreatitis  with  . .   100 

-  pericarditis  with  . .     11 

-  peritonitis  with  ..     11 


107 
..  161 
162,  163 
..  255 
..  220 
..  221 
..  255 


II 

11 


212 
271 
275 
287 


Arteriosderosu,  rotUd. 

-  pleuritic  effusion  with . .     11 

-  wiUi  polycystic  kidneys 

42,  357 

-  r>olyuria  with  12,  90,  536,  537 

-  precordial  pain  in        . .     11 

-  ptyalorrhcea  from        . .  543 

-  radial  artery  thickened  in   90 

-  reduplication     of     first 

sound  with     . . 
second  sound  from    . . 

-  retinitis  in 

-  senile  gangrene  and     . .  2$8 

-  ringing  in  eara  in         . .     11 

-  tinnitus  from    . .         . .  723 

-  Stokes  -  Adams    disease 

and      . .         . .         . .  146 

ArterhMCloroiii,  symptoms 
and  slons  of  . .        ..1,2 

-  tube  casts  from . .         ..  537 

-  uterine  vessels  affected 

by       388 

-  vertigo  from     407,  752,  753 

-  vessels  affected  by  1 

-  vomiung  from  . .         . .  295 
Arteriovenous  aneurysm  of 

orbit    .  . .  .694 

Artery,  brachial,  atheroma 

of         551 

-  forcibly  pulsatmg,  with 

aortic  regurgitation  207 

-  carotid,  forcibly  pulsat- 

ing, with  aortic  regur- 
giUtion  ..         ..207 

-  cocliac  axis,  aneurysm  of  331 

-  comes     nervi     mediani, 

collaterally  enlarged . .  550 

-  coronary,    atheroma    of      1 

heart-block  with  . .     83 

heart        thumpings 

from        . .         . .  486 

-  fibroid  heart  from  ob- 

struction of  ..  213 
obstruction,       angina 

pectoris  from         ..  434 

pain    in    tlic    chest 

from        . .         . .  434 

-  sclerosed,  angina  pec- 

toris from        434,  709 

extrasystoles     from  547 

pain    in    the    back 

from        . .         . .  716 

chest  from  . .  434 

rheumatism  of  shoul- 
der simulated  by    708 

-  syphilitic   obstruction 

of 213 

-  dorsalis  pedis,  cessation 

of  pulsation  in         . .     34 

-  femoral,   bruit  over,  in 

aortic  regurgitation . .     93 

-  ligature  of.  gangrene 

from  . .         . .   258 
for  popliteal  aneu- 
rysm      . .         . .   258 

-  hepatic,  aneurysm  of  325,  331 

-  hyaloid,  persistent,  nys- 

tagmus from..         ..  759 

-  iliac,  aneurysm  of,  (see 

Aneurysm     of     Iliac 
Artery) 

-  innominate,  aneurysm  of 

{Fig.  184)  . .  435 

-  intercostal,  replacing  pul- 

monary ..         ..   Ill 

-  internal  carotid,  commu- 

nicating   with   caver- 
nous sinus     . .  . .  694 
erosion  of  . .         . .  421 

-  middle  cerebral,  embol- 

ism of  (see  Embolism, 
Cerebral) 

endarteritis  of  304,  517 

hemianopsia     from 

lesion  of . .         . .  301 

hemiplegia        from 

lesion  of . .         . .  303 
speech  centres  sup- 
plied by  . .         . .  625 

-  ophthalmic,  communica- 

ting   with    cavernous 
sinus    . .  . .  . .   694 

-  pancreatic,    opened    by 

gastric  ulcer  . .  . .   268 

-  popliteal,   aneurysm   of, 

(see  Aneurysm  ol  To- 
.  i)liteal  Artery) 


Artery,  eontd. 

-  posterior  cerebral,  hemi- 

anopsia    from    lesion 

of         301 

inferior    cerebellar, 

thrombosis  of       r>8,  610 

-  pulmonary,  aortic  aneur- 

ysm opening  into      . .     92 

arising  from  aorta    . .   157 

atheroma  of   . .     287,  291 

from  mitral  stenosis  215 

-  ombolism  of  (see  Em- 

bolism,   Pulmonary) 
supplied  by  intercostals  111 

-  radial,  abnormal  . .   550 
cessation  of  pulsation 

in 34 

embolism  of    . .         . .  551 

thick    and     tortuous, 

with  chronic  nephri- 
tis •'  1  *> 

^49         ••  ••  ••«>A^ 

high     blood-pres- 
sure    ..         ..212 
thickened   in   arterio- 
sclerosis     . .         . .     90 

cerebral     atheroma 

with         . .  . .  406 
in  interstitial  nephri- 
tis          ..         ..90 

-  retinal,  embolism  of  (see 

Embolism.  Retinal) 

spasm    of,    blindness 

from  . .         . .   76 1 

-  spinal,  thrombosis  of  (see 

Thrombosis,  Spinal) 

-  splenic,  opened  by  gas- 

tric nicer       . .         . .  268 

-  subclavian,  aneurysm  of 

(see  Aneurysm  of  Sub- 
clavian Artery) 

atheroma  of  . .         . .  551 

stenosed    by    cervical 

rib   . .         . .         . .  551 

stenosis  of  oesophagus 

by 196 

-  tibial,  cessation  of  pulsa- 

tion in  . .         . .     34 

-  temporal,  tortuous,  cere- 

bral atheroma  with  . .   406 
Aryteno-epiglottidean  folds. 

pallid  swelling  of      . .   199 
Arytenoid   cartilage,   peri- 
chondritis of  ..         . .   613 

-  fixed,  simulating  laryn- 

geal paralysis  . .  494 

ARTHRITIS      (and      see 

JOINTS,  AFFECTIONS 

OF  THE) 
Arthritis,  acuto  secondary    341 

-  adhesions  from  . .   143 

-  alkaptonuria  and         . .   746 

-  ankylosis  from  . .         . .   142 

-  Charcot's  (see  Charcot's 

Disease  of  Joints)    . .  349 

-  in  congenital  syphilid  . .  235 

-  contractures  simulating  351 

-  crepitus  from    . .         . .  150 

-  deformans  . .         . .  343 

-  diphtheria  with  . .  340 

-  dysentery  with  . .  . .  340 

-  ecchondroses  from       . .  143 

-  exostoses  from  . .         . .  143 

-  eeptic,  fixation  of  joints 

after 339 

-  glanders  with    . .         . .   340 
gonococcal    deformity 

from  ..     142,  341 

Arthritis,  gonococcal, 

yonoral  account  of   . .  348 
joints  chiefiy  affected 

by 340 

overlooked  in  women    340 

mistaken     for     acute 

rheumatism       338,  340 

progressive  muscular 

atrophy  . .  . .  340 

tuberculous  joint  . .  341 

muscle  atrophy  with     340 

nodules  with  . .         . .  338 

pain  in  the  limbs  in  . .  463 

salicylates    ineffectual 

in  {Fig.  150)      338,  341 

suppuration  rare  in  . .   34 1 

tendons     and     fascia 

affected  in  . .         , .  310 

-  goutv  (see  Gout) 
Arthritis,  hamophljic      . .  350 


BACK    —    BERIBERI 
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»,  contd. 

-  tciMiemcaa  in  (see  Tender- 

DcvB  ia  Back) 

-  urticMia  of        . .         . .  489 

-  TmrioelU  affecting  756,  757 
Backache,  from  calcolus. .  469 

-  carcmoma  ut^  . .  469 

-  earies  of  spine   . .         . .  469 

-  conricai  catarrh  . .  468 
•>  -  erosion  . .  468 
.  ficom  eadometritis     192, 

387,  468 

-  in  feren 427 

-  from  growth  in  spine  . .  469 

-  bamorihoiUs  . .  469 

-  impacted  orarian  tumour  468 

-  -  uterine  tumour  . .  468 
•  lateral  currature  . .  428 

from  pelvic  dit- 

429,  468 

-  pnlapae  of  uterus        . .  468 

-  rectal  growth  . .  . .  469 
-ncro-iliac  joint  disease  469 

-  in  small-pox  ..  272 

-  after  tjphoid  fever      . .   715 

-  from  urine  changes  . .  469 
'  -  Bterine  congestion        . .  387 

pressure    (and 
Heart  failure) 
-  from  alcoholism        . .  214 
h  -  arterjoecleroeis  . .  212 

pressure. 


tff 

h  '  ascites 


»  from  athlete's  heart  214 

-  -  emphysema    . .         . .  217 

-  -  oTer«xation            . .  214 

-  -  gastritis  from            . .  317 
■-^  -  nntmeg  liver  from    . .  52 

-  .  cBdema  of  legs  from . .  52 

-  -  pancreatitis  with      . .  100 

-  -  pulsatile  liver  from  . .  52 
pressure,  Signs  Of  212 


-  spleen  not  enlarged  by 


632 
597 
6 


il  casts 
feaeteriological  examination, 
in  actinomycosis  74, 

698,  736 

-  -  angina  Indovlci        . .  413 

>  -  anthrax         413,  559,  674 

-  -  arthritis  . .     35 
>>  -  of  ascitic  fluid 
■>  -  bacillnria 
■^  -  of  bronchial  casts    . 

>  -  in  cellulitis    . . 

-  -  of  cerebroq>iuaI  fluid 
^  -  in  chancre 

-  -  dbolera 
*-  >  ooUbacillnria 

oonlunctivitis 


48 
770 
644 
413 
305 
674 
273 
455 
7"«4 


causes 
..    46 

from  . .   46,  52,  53 


-  -  diphtheria       64.  410,  422     - 

{Plate  XXV III)  ..  614 
--dysentery  ..  717 
•>  .  empyema  . .  104 
of  gall-bladder     . .  254 

-  epididymo-orchitii*   . .  478 

-  -  enmipelas       . .       9S,  413 

-  ct  teoes,  for  fermenta-    6 

tion  . .  246 

.  —  putrefaction  . .  246 

-  -  fn  gastritis    . .         . .  267 

-  -  gteoders         ...    97,  559 
examina^ioii 

.ii^femelo  165 

-  -  gonorrhcea      .%     697,  700 

•  -  unpetigo  . .  558 
.  -  infective   endocarditis 

209.  566 

iMlerleleolcel  examinatioii 
in  iRiuenza  178,  446, 

46$.   640,  643 

-  -  in  laryngitis  157,  199, 

419,  616 

-  —  leprosy  .  •       63,  383 

-  -  meningitis    511,    515, 

566.  590 

•  -  of  nasal  discharges  178, 179 

-  .  in  opisthotonos        . .  417 

-  -  ondiitis  . .     67 

-  -  otitis  media  . .  . .  422 
-'  -  para^phold  . .  . .  637 

-  -  peripheral  neuritis  . .  64 

-  -  prolonged  pyrexia  . .  563 

•  •  purpura  . .  557 
^  -  pysemia          . .      556,  597 

-  -  pyalitiB  . .  218 


Ba^enological  exam.t  contd. 

of  red  sputum         . .  286 

rigors 595 

ringworm       . .         . .  248 

septicamia  555,   567, 

597,  637 

septicopyseroia  . .  597 

skin  diphtheria        . .  558 

Bacterioiooical  examination 
of  sore  throat  . .  614 

spinal  meningitis      . .  417 

sporotrichosis  . .  290 

spotted  fever  . .  554 

stomatitis      ..         ..542 

syphilis  . .      674,  739 

tetanus  . .      417,  599 

tonsillitis        . .  . .  379 

tuberculous  tongue  . .  698 

typhoid  fever  . .  564 

ulcer  of  palate  . .  588 

ulceration  of  larynx . .  158 

urethral  discharge    . .  181 

urethritis       . .         . .  581 

of  urine  . .         69,  70 

Vincent's  angina      . .  614 

whooping-cough        . .  645 

zymotic  diarrhoea     . .  384 

Baeterioiogy  of  acute  pliar- 

ynpHls 613 

Bacterioiooy  of  iarynoltis..  613 
Bacterioiooy  of  sore  throats  613 
BACTERIURIA     .. 

-  acliing  in  loins  from    . . 

-  age  incidence  of 

-  albuminuria  from 

-  anorexia  from    . . 

-  in  children 
Bacteriuria,  clinical  sym- 
ptoms of 

-  from  dental  abscess 

-  frequent  micturition  from  70 

-  gastro-intestinal     sym- 

ptoms from    . . 

-  'haamaturia  from 

-  ill-health  in  cliildren  from 

-  intermittent 
Bacteriuria,    micro-oroan- 

Isms  causing  •  •        69,  76 

-  nausea  from 

-  after  operations 

-  pain     in     hypogaatrium 

from    . . 

loins  from 

perineum  from 

-  in  pr^n^ancy     .'. 

-  pyrexia  from     . . 

-  pyuria  from 

-  reaction  of  urine  in 

-  with  renal  calculus 

-  renal  epithelium  in  urine 

from    . . 
with  rheumatoid  arthritis 
rigors  from 

-  scalding  from    . . 

-  sex  incidence  of 

-  staphylococci  in 

-  from     suppurative     ne- 
phritis 

-  tenderness  over  kidneys 
from    . . 

over  ureters  from    . . 

-  from  tonsillitis  . . 

-  tube  casts  from  . .     /u  i 
Bacteriuria,  urine  changes  in  70 

-  vomiting  from  . .         . .     70 

-  (and  see  Coli-bacilluria) 
Bag  of  worms  feel,  of  vari- 
cocele   701 

Baker's  cyst         . .         . .  692 
Balanitis,  chancre  simulated 
bv       617 

-  in  diabetes        . .         . .  618 

-  enuresis  from    . .         . .  218 

-  frequent     micturition 
from    . .         . .         . .  394 

Balanitis,  general  account  of  6 17 

-  gonorrhoea  simulated  by  617 

-  gouty      . .         . .         . .  618 

-  pain  in  penis  from       . .  473 

-  priapism  from  . .  . .  538 

-  pyuria  from       , .  . .  575 

-  soft  sore  simulated  by. .  617 

-  ulceration  of  penis  from  617 
BALDNESS  ..70 

-  from  alopecia  areata    . .     71 

-  congenital  . .         70,  71 

-  from  eczema  . .     71 


70 
69 
70 
70 
69 

70 

69 


70 
70 
70 
69 


70 
70 

70 
70 
70 
69 
70 
70 
70 
69 

70 
69 
70 
70 
U9 
69 

594 

70 
70 
69 
70 


Baldness^  contd. 

-  erysipelas  . .         . .     71 

-  favus       . .         . .         . .     71 

-  after  fevers       . .         . .     71 

-  from    folliculitis    decal- 

vans    . .         . .         . .     71 

-  head  rolling      . .         . .  711 

-  juvenile 191 

-  after  kerion       . .         . .     71 

-  from  lupus  erythematosus 

71,  710 

-  morphoea  . .         . .     71 

-  nerve  shock       . .         . .     71 

-  psoriasis..  . .         . .     71 

-  ringworm  ..       71,  249 

-  soleroUermia      . .         . .  710 

-  seborrhoea  . .         . .     71 

-  senile      . .  . .     71 

-  from  syphilis     . .         . .     71 

-  types  ot  . .  70 
Ballet-dancers,  cramps  in  150 
Balloonists,  noises  in   the 

head  in  . .         . .  406 

Bandaging,  tight,  gangrene 

from  ..  ..  255,  258 
I'ands.    amniotic,    mdema 

from    .  .  410 

-  peritoneal  (see  Adhesions, 

peritoneal) 

Bang's  method  of  estimat- 
ing sugar  . .  263 

Banti's    disease,    clubbed 
Angers  in       . .         . .   Ill 

cirrhosis  and..        37.  635 

peripheral  neuritis  in      64 

splenic  anaamia  and 

37.  64.  372.  633 
splenomegalic  cirrhosis 

and  . .         . .  . .  633 

Barium    chloride,    in    bile 

test  ..744 
carboluria  and         . .  747 

-  enema,     in     diagnosing 

spastic  constipation  . .  245 
Barium  enema,  technique  of  125 
Barium  meal,  technique  of  122 
Barley,  actinomyces  from  645 
Barlow's  disease  (and  see 

Scurvy)       38,  72,  99,  556 

night  sweats  in        . .  654 

purpura  in     . .         . .  553 

Barrel-shaped     chest,     in 

emphysema  . .  . .  167 
Bartholin's  gland,  normal 

secretion  from 

abscess  . .  . .  474 

cyst  of  . .  . .   701 

inflamed  in  gonorrhoea  700 

Bartholinitis,     aching     in 

perineum  from         ..  474 

-  dyspareunia  from         . .   1 93 

-  from  gonorrhoea  ..   191 

-  levator  ani  spasm  from  193 

-  vagittismus  from  . .   193 

Baruria 537 

Baryta  water,  in  bile  test  744 
Basispheuoid,  fibrosarcoma 

of         ..  ..  ..   179 

-  fracture  of.  hemianopsia 

from 302 

-  recurrent  fibroma  of    . .   1 79 

-  sarcoma    of,    blood -spit- 

tin?  dtie  to     . .  . .   28.'! 

Basophile   cells    in   Ilodg- 

kin's  disease 

37,  61,  377,  635 

leuksomia  . .     24 

lymphatic  Icukaamia       26 

-  -  (Plates  II,  I  n  22.  2fi 
splenic  annmia         . .     55 

-  corpuscles,  characters  of    23 

-  -  (Plate  //,  Fia.  0) 
Basophilia,  punctate       ..    23 

-  -  {PloUes  //.  ///)         22.  21 

in  plumbism  . .         . .     23 

Bath,    cold,    mcnorrhagia 

from    . .  . .  . .  386 

Bathing  drawers  area,  skin 

diseases  affecting  . .  401 
eczema  affecting    . .  600 

-  pruritns  and      . .  . .   540 
Baths,    hot,    insomnia   re- 
lieved by        . .  . .   323 

in  lowering  high  blood- 
pressure      . .  . .   323 
Bazin's    disease,    general 
account  of     ..        ..  404 


185 


Biuin''M  disease^  contd. 
aggravated    by    anti- 
syphilitic  treatment  404 

erytiiema  in  . .  . .   223 

legs  affected  by        . .  404 

tuberculosis  and       . .  738 

ulceration  in  ..     401,   738 

Beading  of  ribs  in  rioketn 

ir.5,  I»}7,  G35 
Be'Uced  pelvis  in  rickets  . .  187 
Bean  in  oesophagus  (Fig. 

95) 195 

'  inhaled,  gangrene  of  lung 

from 259 

Beans,  oxalate  from  . .  424 
Beard,  eczema  seborrhooi- 

cum  of  . .         . .  491 

-  falling  out  of,  from  brain 

injury  . .  . .     67 

-  pediculosis  pubis  affect- 

ing       401 

Beard,  ringworm  of  the  247. 240 
Bed,  pain  on  getting  warm 

in         . .  . .  . .   463 

Bedclothes,    insomiiin  and 

320,  321,  322 

-  intolerance  of,  in  infan- 

tile scurvy      . .  . .     99 

Bedding,  excessive  . .   240 

Bedford,  on  safranin  test  262 
Bedriddenness.  in   general 

paralysis         . .        50,  243 

-  tabes  dorsalis     . .  . .     59 
Bedsore,  acute,  general  ac- 
count of        . .     257.  256 

-  death  from         . .  . .   258 

-  from  icebag  . .  . .  258 
Bedsore  of  finger  . .        . .  240 

-  gangrene  from  . .  . .   255 

-  in  hemipl^ia     . .  . .   737 

-  from  hot-water  bottle. .   257 

-  pyaemia  from      . .  . .   258 

-  sites  affected  by  . .  257 
Beer,  arsenic  in    . .       GO.  526 

-  oxalate  from      . .  . .  424 

-  poisoning  by      . .  . .   526 

-  polyuria  from    . .  . .  636 

-  regurgitation     of     food 

througn  noise  after  . .  588 
Beer-drinker's  heart  . .  300 
Beer-drinking,  oedema  Irom  415 
Bee-sting,  dysphajria  from  198 

-  swelling  of  lace  troin    . .  674 

-  tongue  swollen  from  . .  198 
Meetroot,  oxalate  troni  ..  4'J4 
Belladonna,  anidrosLs  from  654 

-  constipation  relieved  by  124 

-  delirium  from    . .      169,  170 

-  erythema  from . .  . .   222 

-  heart  slowed  by  . .   704 

-  pupils  dilated  from  . .  705 
and  fixed  from       . .   170 

-  purpura  from    . .  . .  553 

-  sc;des  from         . .  . .   602 

-  skin  dry  and  flushed  from  170 

-  tachycardia  from       703,  704 

-  thirst  from         . .  . .   720 

-  tongue  dry  from  . .    705 
Bellitc,  dinitrobenzene  in      334 
Bell's  palsy,   general   ac- 
count of                  . .  494 

and      see      Paralysis, 

Facial) 
Belljwund,  with  piicunio- 

thorax  . .  . .    168 

Belt,  liver  furrowing  from  367 
Bence-Jones   albumosuria        4 

tests  for  . .  . .       5 

Bence-Jones    albumosuria 

general  account  of   . .     16 
Benzene  and   chloroform, 
specific  gravity   mea- 
surement with         . .  534 
Hcnzidin,  in  occult  blood- 
test      . .  . ,    171 
lienzoic    acid    (see    Acid, 

Benzoic) 
Henzol  in  aeroplane  varnish  334 
Beri-beri,  anajrnia  from  . .     33 

-  cachexia  from    . .  . .     33 

-  decorticated  rice  and  63,  226, 

414 

Beri-lieri.  diagnosis  of     . .    63 

-  muscle  wastiiiir  in         . .     63 

-  oedema  in        "    63,  414,  415 

-  peripheral  neuritis  from 

61.  63.  414 
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78 
78 
70 


129 
76 
81 

76 
79 
78 
79 
717 

76 
78 
79 


79 
6 

24 

26 
26 
36 


lood  per  antfm,  amid. 

-  carcinoma  77,  78, 129, 

172,  330,  354,  453, 

585,  630,  666 

-  in  chronic  nephritis  . .     76 

-  cirrhosis         . .         . .  635 

-  from  colitis    . .         77,  78 

-  duodenal  ulcer  33,  75 

-  dysentery       . .         . .     76 

-  embolism  of  pancreas    76 

-  flatola 

-  eastric  ulcer  . . 

-  in  Henoch  s     purpura 

-  from  intussusception 

78.  130 

-  with    invagination    of 

rectum 

-  in  leuksamia  . . 

-  occult . .         .  • 

•  from  pancreatic  haamor 

rhage 

-  papilloma  recti 

-  prolapsus  ani 
>  ptomaine  poisoning  . . 

-  in     purpura     haBmor- 

rhagica 

-  from  rectal  polypus. . 

-  thread-worms 

-  tuberculous  bowel  76, 

657,  666 

-  typhoid  fever  . .     76 

-  ulcerative  colitis   172.  459 

-  venereal  ulcer  of  rectum  79 

-  vicarious  menstruation 

and  . . 
:ast8  in  urine  . . 
iMl  chanoss  In  aplastic 
aaamla 

•  with  bilharzia  hama- 
tobla  . . 

•  bothriocephalus    latus 

•  in  chlorosis    . . 
•d  chaiiMt  In  chlorotit  274 

•  cyanosB  from  . .  157 
-  withfllariasis..  ..  26 
•i  chanfltt  In  fllarlailt  28 
ii  ehanees  after  hamor- 

rlnma 33 

•tfdianflMln  Hodokln's 

tfHiaM  ..37,64,569 

with  hydatid  disease . .  20 
in  lymphadenoma    . .     61 

Id  ahangat  In  lymphatic 
Ituluamia  ..25 

malaria  ..     274,  637 

li  chanoat   in   mixed 
lauliamia  ..26 

Id  ehanoaa,  parasitic  . .    26 
Id  dMUivas  In  pernicious 
amimia        . .        22, 24 

pseadoleuksamia       . .     37 
splenic  aniemia         . .  633 
d  changes  in  spieno- 
medullary  ieuliamia      24 

splenomegalic  cirrhosis  633 
with  trichina  spiralis  26 
in  typhoid  fever  . .  636 
arcot-Leyden  crystals 

In        102 

mi,  in  ankylostomia- 

m       ..         ..        26.  521 

rases  of  lymph-gland 

enlargement  . .  376 

liagnosing   carcinoma 

of  stomach  271,317 

-  leukiemia    . .      273,  632 

•  pernicious     ansmia 

274,  034,  770 
■  splenomegalic  poly- 

cythiemia  . .  033 

•  typhoid  fever        . .  030 
ssential  in  splenome- 
galy cases  . .          . .  034 

lalaria  273,  508 

lorbus  coBruleus      . .  533 
eripheral  neuritis  . .     04 
ure,    in     diagnosing 
kuse  of  obscure  py- 
!xia   ..         ..        03,  572 
malignant  endocar- 
ditis 34,  209,  500 
meningitis..  ..  500 
pyemia  . .  555 
septicnmia. .      555, 

507,  597,  037 
typhoid  fever     504,  030 


Blood  culture^  contd. 

Malta  fever    . . 

pneumonia     . . 

pyicmia 

septicopyicraia 

typhoid  fever 


597 
597 
597 
597 
597 


Blood  culture,  various  or- 
ganisms recovered  on    597 

-  cysts,  in  sarcoma         . .  073 

-  diseases,       albumosuria 

with    . .         , .         . .     10 

anaamia  in      . .         . .  100 

arsenic  in       . .         . .  717 

luematemesis  in    266,  273 

tuemoptysis  from      ..  287 

infarct  of  kidney  in . .       7 

lymph-gland    enlarge- 
ment in      . .         . .   100 
pleuritic  effusion  in . .   100 

Blood  diseases  with  positive 
Mood  pictures  ..    21 

prolonged  pyrexia  from  503 

purpura  in     . .     553,  556 

rigors  in         . .         . .  596 

spinal    cord    changes 

from  . .         . .  610 

splenic  enlargement  in  100 

tenderness  in  . .   706 

thrombotic  infarcts  in 

8,  640 

-  embryos  in,  in  trichinosis  729 

-  examination,  in  diagnos- 

ing annmia    . .         . .  487 

chlorosis     . .         . .  274 

purpura    hnmor- 

rhagia     . .         . .  273 

-  extravasation,       haemo- 

globinuria  sifter        . .  284 

-  fallopian  tubes  distended 

with  (see  Hsamatocele) 

-  fllaria  embryos  in  28,109,226 

-  films,      in       diagnosing 

eoeinophilia    . .         . .  218 

relapsing  fever      . .  330 

fixing  and  staining  of     21 

in      lymphatic      leu- 

kiBmia  {Plate  F)  • .     28 

malaria  diagnosed  from  335 

parasites  in  225, 530, 

508,  037 
method     of     making 

{Fig.  2)      ..         ..21 
in  peniicious  anasmia 

{Plate  III)  . .     24 
in     splenomedullarv 

leukaemia  {PlcUe  /  K)     20 
spirochaata  obermeieri 

in     ..         330,  590,  0.37 

-  guaiacum  test  for         10,  75 

-  inspissation  of,  cyanosis 

from    . .  . .  101 

-  loss,  anotmia  due  to      . .     21 
coma  from     . .  . .   118 

-  microscope  in  detectitig     75 

-  and  mu(*us  in  stools  (see 

Stools,      niood     and 
Mucus  in) 

-  from  nipple        . .         . .  181 

-  nose  (see  EpLstaxis) 

-  occult,    ill    stools,  from 

nnkylostomiasis         . .     81 

from         carcinoma 

coli  ..      125,  126 

of  pancreas        . .   101 

duodenal  ulcer    101,  126 

gastric      carcinoma 

120,  317 
ulcer        . .        101,  120 

-  -  -  paiuToatitis  101 

Blood,  occult,  test  for     81,  171 

-  -  in  vomit,  Irora  u;istric 

curriiioma  . .      030,  707 
ulcer        . .  . .   707 

-  parasites  . .  . .     27 
in  miliaria  (soe  Mabiriu) 

-  pigment,    carried    down 

by  phosphates  . .        9 

-  per   rectum    (se;;    RIood 

per  Aiium) 

-  sppciflr  Cfravity  of,  in  col- 

lapse   . .  . ,  . .   534 

diabetes  insipidus. .   537 

infusion  and  . .   534 

Blood,  specific  gravity  of, 
moasurement  of       . .  534 

normal         . .      531,  537 

-  spectroscope  in  detecting     75 


Bloody  contd. 

-  swallowed,  htrmatemcsis 

from 205 

-  trypanosomee^n  28,  220 

-  typhoid  bacilli  in  . .  504 

-  urea  in,  in  unsmia        . .     85 

-  uterus    distended    with 

(see  Iltematometra) 

-  water   in   excess   in,   in 

chlorosis         . .         . .     30 
BLOOD-PRESSURE,    AB- 
NORMAL .81 

-  age  variations  of  . .     81 

-  digital  estimation  of  fal- 

lacious . .  . .     81 

-  hisrh,  accentuated  aortic 

second  sound  with  1, 

81,  298 

-  -  albuminuria  with  212,  406, 

485 

albuminuric     retinitis 

with  ..  ..   212 

angina    abdominalis 

with  ..      115,  437 

pectoris  with  316,  535, 

709 

apoplexy  from  . .     81 

with  arteriosclerosis  1, 

2, 11,  14,  40,  55,  81, 
101,  103,  211,  212, 
271,    290,  400,  418, 

484,  543,  588 
ascites  from  . .        40,  212 

-  in  asphyxia    . .         14,  81 

with  atheroma  . .  271 

back  pressure  from  40,  212 

cerebral    haemorrhage 

with  84,  119,  147,  303, 

515 

Cheyne-Stokes  breath- 
ing from     . .         . .  108 

from  chronic  nephritis 

1,  2,  10,  11,  14,  42, 
40,  47,  55,  70,  81, 
100,  101,  211,  212, 
271,   290,   400,  408, 

418,  484,  588 

Blood-pressure,  high,  condi- 
tlons  causing..        81,  82 

cyanosis  from  . .  101 

effect  of  rest  on        . .     81 

epLstaxis  from        220,  221 

full  feeling  in  head  from  290 

in  gastric  crises         . .  437 

haomatemesis  from  . .  271 

luemoptysis  from      . .  212 

headache  from      293,  290 

heart  impulse  dis- 
placed with  . .   298 
Blood-pressure,  high,  hoart 
failure  from  14,40.81,108, 

161,  418 

-  -  from  heart  failure      55,  81 

hiccouj;li  with  . .  308 

high-frequency       cur- 
rents in  lowering  . .  323 

hot  baths  in  lowering  323 

hydrothorax  from     . .   212 

liyperacusis  with       . .  309 

infarction  of  lungs  from  212 

insomnia  from       321,  323 

internal  secretions  and  388 

large  heart  w  ith  211, 

212.  485,  588 

liver  enlarged  from  ..   212 

mass:u»e  in  lowering..   323 

-  -  in  melancholia  . .     81 

-  -  menorrhaffia  from  380,  387 

-  -  metrorrhagia  from    . .   390 
mitral    resrurgitation 

from  . .  . .   212 

-  -  in  mitral  steii'jsis  14,55,81 
with  myocardial  afTec- 

tions  . .  . .     14 

noises  in  the  head  with  400 

nutmeg  liver  from    . .   308 

rr<lenia  of  let's  from  . .   212 

orthopinea  from        ..   418 

palpitatioti  from       . .  484 

-  ]>rolonge«i  first  sound 

with  . .  . .     81 

-  -  ptyalorrhfpa  from     . .   543 

-  -  radial  artery  thick  with  212 

in    llaynaud's   disease     81 

reduplication    of    first 

sound  with  . .   688 
se«^on<l  sound      298,  588 


Blood'preutire^  high,  santd. 
retinal  hramorrhages 

with  ..         ..212 

retinitis  with..         ..  485 

in  splenomegalic  poly- 

cythaemia   . .      271,  633 
sphygmomanometer  in 

diagnosis  of  . .  485 

tinnitus  from  . .   723 

tube  casts  with     212,  485 

in  unemia       85,  140,  315 

vertigo  from  . .         . .   752 

-  instrument    needed    for 

measunng      . .         . .     81 

-  low,    with    acute   abdo- 

minal pain     . .  . .  437 

In  Addison's  disease  33, 

82,    290,    520,    752, 

765,   770 

anaomia  . .         . .  290 

asthenic  states  . .     82 

from  cigarette  smoking   82 

Blood-pressure,  low,  condi- 
tions causing  . .        ..    81 

in  Graves's  disease    . .     82 

headache  from  . .  290 

in  heart  disease        . .  296 

vertigo  from  . .         . .  752 

-  need  for  instrument  in 

measuring  . .  . .  1 
Blood  -  spitting,      varieus 

causes    of    (and    see 

Hiemoptvsis) . .  . .  285 
BLOODY    EFFUSION    IN 

CHEST  ..108 

Blotting  paper,  stained  by 

jaundiced  urine  . .  324 
Blowing  nose,  pain  on,  from 

frontal  sinus  empyema  180 
Blows,  deafness  from  . .  166 
Blubber  lips,  congenital..  698 

from  lymphaneritis    . .  674 

Blue  lirain,  general  account 

of       163 

-  eyes,  psoriasis  and       . .  60S 

-  line    on     the    gums    in 

plumbism  34,  05.  119, 

124,  131,  425,  505 

-  pill,  polyuria  from        . .  535 

-  sclerotics     with     brittle 

bones  . .  . .  242 

Blueness  (see  Cyanosis) 
Blushinir,  absence  of.  from 

sympathetic  paraljvis  217 

-  from  emotion  . .   241 

-  flushing    distinguished 

from    . .  . .  24 1 

Boat  giddiness  . .  752 

Boeck,  on  multiple  benign 

sarcoid  . .  405 

Boiler  makers,  deafness  in  166 

noises  in  the  head  in . .  406 

Boiling  test  for  albumin  ..  4 
Boiling  test   for  albumin, 

precautions  In  . .  424 

Boils,  aching  in  perineum 

from    . .  . .  474 

-  in  ankylostomiasis       . .  521 

-  arthritis  from  . .  339 

-  ear  affected  by  . .  . .   203 

-  from  cow-pox    . .         . .  240 

-  erythema  from  . .  . .  222 

-  face  swollen  from         . .  674 

-  fingers  affected  by        . .  239 

-  from  fflvcosuria  . .  200 

-  meningitis  from  . .  590 

-  on  scrotum        . .  . .  095 

-  stiff  neck  from  . .  . .  047 

-  thrombosis  of  innominate 

vefn  from  . .   751 

Bone,  abscess  of  . .  . .  072 
Bone,  acute  infections  of . .  668 

-  atrophy.  In  tabes  . .  349 

-  hendine  of,  in  osteitis  de- 

formans . .  . .  070 

-  c.'ircinoma  of  (see  Carci- 

noma of  Bone) 

-  caries  of  (see  Caries) 

Bone,  chronic  Infections  Of  668 

009,  670,  071.  072 

-  conduction,  tests  for  104,  105 

-  coneenital  syphilis  of  . .  069 

-  enlanre*!  bv  growth  {Fig. 

02)       .  ."         . .  . .   152 

-  erosion,     by     aneurvsm 

434,    483,     510.    ■r.«4, 

693.  713,  770 


BRIGHT'S    DISEASE    —    BRUIT,    SYSTOLIC 


791 


;  contd. 

Bronchiectasis,  contd. 

' 

Ml    various          i  -  leucocvtosis  in  . . 

360  1 

9  ,  Bronchtoctatit,  litt  of  cauMt 

n.    various        ,        of        

292 

. .  6,  9     -  OBteo-arthropathy  from 

362 

Nephritis ; 

-  pain  in  chest  from 

436 

lar  Kidney) 

-  phthisis  simulating 

86 

porcoption, 

Bronehioetasis,       physical 

1 

count  of   . .  758           signs  of         . .     1^92, 

643 

ee  Fragilitas          '  -  polycythemia  with 

633 

,  -  pus  through  nose  from . . 

764 

, .  400  1  -  rigors  from        . .      695, 

698 

t  abscess  ..  078  i  -  secondary  infection  in.. 

36 

by    carci-            -  simulated  by  empyema 

86 

41 new  growth  . . 

104 

.phasia  from             -  sputum  witli      . .        14, 

149 

Ett  . .      303,  C2C  ,  -  stench  from 

290 

I    from    le-          1  -  vomiting  from  . . 

765 

ar  . .         . .  303 simulated  by. . 

764 

itre  in       . .  G24     fironchiolectasis,  foul  taste 

polado  of  ..     71            from 

705 

I     of     scalp             -  simulated  by  empyema 

86  1 

..   710     Bronchiolitis,  Curschmann's 

a  from     96,  98            spirals  in 

163  1 

ted  by       . .   178     Bronchitis,  acute,  tender- 

1 

. .  118            ness  of  chest  in 

708 

urine                98  |  -  ascites  from 

46 

of  epilepsy  536  i  -  from  asthma     . . 

153  , 

om  . .       98,  222     -  asthma     distinguished 

1 

'om . .         . .  705            from  by  eoeinophilia . . 

219  ' 

rge  from    . .   178 simulated  by         420, 

636 

e  of  epileptic            -  hack  pressure  from 

46  1 

. .     20     -  bronchopneumonia  simu- 

1 

1      . .          . .   410             lating 

310  1 

i  from        . .  625  |  -  capillary,  dyspnoea  from 

590 

wn  . .         . .  542 orthopncca  from 

418 

m    . .       98,  563 retracted  head  from . . 

690 

lated  by    . .  559   ^  -  Gharcot-Leyden  crystals 

1 

ones  with  . .  559  |          in 

102 

In    oniptlons             -  chronic,  clubbed  fingers 

. .     98            from    . . 

111 

imulated  by  563     —  cough  from 

150 

om  . .         . .  705 polycythaamia  from 

to     infant                                                   532, 

533 

her  . .         . .     98 winter  cough  from  . . 

14 

am  . .         . .  771 

-  Cheyne-Stokes  breathing 

to  . .          . .   767 

from 

108 

.654 

-  cough  from 

149 

cr    test,    for 

-  cyanosis  from    . .       161, 

420 

i                 ..746 

-  dyspnoea  from  . . 

322 

ttthing,  with 

-  with  emphysema 

taais        292,  643  |                   14,  46,  153,  167, 

217 

»yema         . .   103     -  and    emphysema,    from 

)id  lung  168,                    asthma 

160 

206,  299 

cyanosis  from 

160 

is     ..         ..288 

heart  failure  from 

160 

xitic  effusion 

non-consonating  riles 

168,  299  1               in     .. 

160 

lonia        160,  642 orthopncea  from 

monary  em-            rhonchi  in 

160 

160 

. .   290 simulating  asthma    . . 

160 

»f  bronchus..  290 

-  epistaxis  from  . . 

220 

B  Lymphatic 

-  fibroid  lung  from 

292 

Bronchial) 

-  foetid,    dangerous    dia- 

s,    albumln- 

gnosis  . . 

643 

\       . .         . .     14 

—  elastic  fibres  in  spu- 

a with        . .     16 

tum  due  to.. 

260 

bh     ..         ..35 

foul  breath  from 

86 

ysm..         ..  292 

sputum  from     260, 

643 

>m    . .         . .  339  , taste  from  . . 

705 

'hva  obstruc-          ^ gangrene  of  lung  simu- 

. .  291                lated  by     . . 

260 

lies  with     . .   168 indicanuria  from 

315 

iMcess    from            leucocytosis  in 

360 

84,  502,  592     -  gangrene  of  lung  in 

259 

irdcn  crystals          |  -  general          tuberculosis 

. .  102            simulating     . . 

310 

gers  with  14,            -  haemoptysis    from    149, 

86,  111,  643                            286,  287,  289 

,  291 

>m    . .         ..  161     -  heart  failure  from 

B8  in  sputum                             14,  46,  108,  161, 

418 

. .      260,  598     -  in  influenza 

465 

d  long                     '  -  insomnia  from  . .     321, 

322 

11,  168,  216,  292     -  intercostal  muscle  over- 

ichitis    simu-          I          strained  in     . . 

432 

. .  643  .  -  laryngitis  with  . . 

157 

I  from         . .     86     -  from  liver  abscess 

370 

rom  260,  698,  643  ,  -  in  Malta  fever  . . 

466 

m      . .          . .   706  '  -  mitral  stenosis  mistaken 

f  Inne  in     . .  259             for 

16 

ted  by                       -  non-albuminous  sputum 

260,  200,  64.*?             in         

644 

*  from      287,  291     -  non-oonsonating     riilea 

•e  from      14,  161             witli 

217 

from         . .  315     -  nummular  sputum  in  . . 

641 

disease  from            -  nutmeg  liver  from 

368 

8,  375,  635 

-  in  old  people    . . 

86 

Bronchitis^  contd.     .. 

-  orthopnoea  from  323, 418, 420 

-  pain  in  chest  from    432,  436 

-  -  Umbs  with     . .      463,  465 

-  palpitation  from  . .  484 

-  phtiiisis  simulating      . .  644 

-  plastic     . .         . .         . .  287 

casts  in  . .         . .  644 

-  in  pytemia        . .         . .  596 

-  rhonchi  with     . .         . .  217 
and  r&les  with         . .  167 

-  in  rickets  . .         . .  145 

-  right  ventricle  enlarged 
from    . .         . .  . .  215 

-  shortness  of  breath  from 

85,  88 

Bronchitis,  sputum  in     . .  644 

-  subcutaneous     emphy- 
sema from     . .         . .  203 

-  from  subphrenip  abscess  370 

-  sucking  in  of  intercostal 
spaces  from   . .         . .  420 

-  tightness  in  chest  from . .  432 

-  violent  coughing   bouts 
from 289 

-  whooping-cough      simu- 
lated by         . .         . .  645 

Broncho-oraophageal  fistula  259 
BroQchorrhoea,    bronchitis 
and 291 

-  hasmoptysis  from         . .  287 
Bronchophony,  with  bron- 
chiectasis       . .      292,  643 

-  over  fibroid  lung         . .  216 

-  in  phthisis        . .         . .  288 

-  pneumonia         . .     160,  642 
Bronchopneumonia       (see 

Pneumonia,  Broncho-) 
Bronchoscope,  caseous  gland 
seen  with       . .         . .   158 

-  in  diagnosing  bronchus 
stenosis  . .         . .  292 

Bronchus,  aneurysm  rup- 
tured    through     120, 

287,  290,  292 

-  compression  of,  no  pain 
with 4!U 

-  empyema  ruptured  into  632 

-  epithelioma  of  . .      287,  292 

-  foreign  body  in  (see 
Foreign  Body  in  Bron- 
chus) 

j  BraMiNH^  IffBptloii  of  caso- 
ous  oltnd  into   381, 

420,  644 

-  stenosis  of,  asthma  simu- 
lated by     . .         . .  535 

by  aneurysm  208,  259,  291 

aspiration  pneumonia 

from  . .         . .  259 

bronchiectasis       from 

291,  292 
bronchoscope  in   dia- 
gnosing      . .         . .  292 

enlarged  glands     376, 

381,  704 

fibroid  lung  from      . .   292 

impaired  note  from  . .  208 

Bronchus,  stonosis  of,  list 
of  causos  of  . .        • .  292 

from  new  growth  102, 

104.  169,  259,   290,  308 

physical  signs  of      . .  290 

from  syphilis..         ..  259 

I vesicular  murmur  defi- 

,  cient  from  . .         . .  208 

' Wassermann  test  with  292 

I  -  ulceration  of     . .         . .  287 
j  Bronaed  diabetes    24,  372,  528 
'  Broom  tops,  polyuria  from  636 
'  Brown-paper  skin,  in  pru- 
rigo, ferox      ..         ..  490 
Brown-Soquari    paralysis. 
0«noral  account  of  496,  497 

-  phenomena,  from  new 
growth  . .  58 

in  syringomyelia      . .     58 

Bruise,  tenderness  from 

707,  710 
I  Bruising  in  epilepsy  . .  654 
I  -  gangrene  from  . .  . .  256 

-  jaundice  and  . .  324,  555 
I  -  limping  from  . .  . .  362 
,  -  pain  long  after  . .  . .  476 

-  from  trivial  caases,  from 
blood  diseases  . .   554 

in  health       . .         . .  554 


Bruit,  aortic  systolic,  due 

to  aortic  atheroma  . .     92 
BniK,  cariio-rospiratory  89, 

90,  91 

-  d'airain,   with   pneumo- 

thorax..        ..      168,  531 

-  de  diable  37,  90,  91,  92, 

299,  723 

-  diastolic,     from     acute 

endocarditis  ..        93,  209 

from  aneurysm        . .  208 

with  aortic  regurcrita- 

tioa..  93,  209,406,  720 

-  from  aortic  valve  rup- 

ture  210 

pulmonary     . .        93,  217 

incompetence        . .  217 

(and  see  Bruit,  Mid- 
diastolic; and  Bruit, 
Presystolic). 

-  Flint's  presystolic       95,  207 

-  ^a>-nic 91 

-  intracranial       . .         . .  723 

-  mid-diastolic,  from  acute 

endocarditis  ..  2,  96,  687 
in  mitral  stenosis       2,  94 

-  redapUcated    heart 

sound  simulated  by  687 

-  orbitel    . .         . .      230,  694 

-  over  enlarged  spleen    . .  629 
thyroid      gland,      in 

Qraves's  disease    . .  215 

-  postsystolic,  from  aortic 

regurgitation  . .   207 

-  presystolic,  with  adher- 

ent pericardium       . .  214 
with  aortic  regurgita- 
tion . .         95,  207 

cerebral  embolism  and  119 

from  dilatation  of  left 

ventricle     . .         . .     95 

disappearance  of      . .  548 

Bruit,  presystolic,  Flint's 

95,  207 

from  mitral  stenosis 

2,  63,  93,  216,  289,  720 

without  mitral  stenosis    96 

from  tricuspid  stenosis    96 

-  svstolic,  from  acute  endo- 

'  carditis  2,  89,  90,  209,  211 

over  abdominal  aorta  543 

with    adherent    peri- 
cardium     ..        89,  213 

over  aneurysm        92,  331 

aneurysm  of  heart  . .     89 

with  aortic  regurgita- 
tion  208 

stenosis      . .        92,  207 

arteriosclerosis  1,  89 

atheroma       ..1,  63,  208 

cerebral     hSBmorrhnge 

and  ..  ..   119 

in  chronic  nephritis  1, 

11,  89 

congenital  heart  89, 91, 

HI,  157,  217,  533.  720 

diastolic,  with  patent 

ductus  arteriosus  91, 167 

dilated  aorU  . .         . .  208 

emphysema  . .  217 

functional  37,  61,  89, 

90,  91,  92,  299,  723 

f ungating  endocarditis      7 

in  Graves's  disease  . .  215 

in  infiuenza  . .  . .  664 

in   Eirkland's  disease  616 

over  manubrium  from 

large  bronchial  glands  91 
Bruit,  systolic  from  mitral 
roguroitation  ..      89,  210 

in  mitral  stenosis    96,  216 

from  myocardial 

changes  14,  63,  89,  300 

from     overstrain      of 

heart  . .         . .   214 

Bruit,   systolic,   of  patent 
septum  ventrlcuiorum 

91,  167,  215,  533 

peliosis    rheumatioa. .   556 

with    pericarditis    89, 

91,  213 

pleurisy  . .         . .     90 

Bruit,  systolic,  pulmonary 

37,  91,  299 

Bruit,  systolic,  with  pul- 
monary   stonosis    91, 

111,  157,  217,  533 
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Brutt^  systolic,  contd. 

simulating  aortic  sten- 
osis   208 

splenomegalic       polj- 

cythieniia  . .  CSS 

from  tricuspid  r^rurgi- 

tation         ..        02,  211 

-  to  and  fro  . .  . .  93 
BRUITS,  CARDIAC  ..  89 
Bruits,  conoenltal  tyttollc  90, 91 
BruRt.  ditttollc  92,  93,  94, 

95,  96 
BruRs,  pulmonary  systolic  91 
Bruits,    rub   dlstlnouished 

from  •  •  433 

-  sudden    clianges    in,    in 

(ungating  endocarditis  S4 
Bruits,    systolic    apical, 

oonoral  account  of  . .  89 
BruRs,  systolic,  aortic  . .  92 
Bruits,  tricuspid  systolic  . .  92 
Bubo  ..         381,  618,  079 

Buccal  mucosa,  pigmenta- 
tion of  (see  Pigmenta- 
tion in  the  Mouth) 
Bog  bite,  itching  from    . .  540 
Bogs,  relapsing  fever  spread 

by         ..         ..28   33C 
Bulbar  paralys'.ia  (.-iee  I'ar- 
aljsifl,   Bulbar) 

Bulimia 43 

BULLiE 96 

-  from  acetanilidc  . .     96 

-  acids       . .         . .         . .     97 

-  aniline  djes       . .         . .     96 

-  anthrax  . .         . .         . .  559 

-  an>ica     . .  . .  . .     96 

-  in  Bright's  disease       96,  97 

-  from  bromides  . .  i)6,  98 

-  in  bullous  impetigo      . .  401 

-  from  burns       . .         . .     96 

-  cantharidcs        . .  96,  97 

-  capsicum  . .         . .     97 

-  carbolic  acid     . .         . .     97 

-  carbon  dioxide  snow    . .     96 

-  in  cheiropompholjx 

96,  600,  766 

-  from  chrysarobin  . .  96 
■^  cold         . .  . .  . .     96 

-  croton  oil  . .  96,  97 

-  in     dermatitis     herpeti- 

formis 96,  98,  710, 753, 755 

-  from  drugs  . .  . .  96 
•^  eosinopbile  cells  in        . .     99 

-  in  epidermolysis  bullosa 

96,  98 

-  erysipelas  . .  96,  98,  674 

-  erythema  . .         . .     98 

bullosuni         . .  96,  98 

iris       . .  90,  98,  756 

multiforme  . .  489 

-  from  fracture     . .  96,  97 

-  friction    . .  . .  96,  e 7 

-  in  frostbite         . .  96,  97 

-  (gangrene  . .  96,  97 

-  planders  . .  . .        96,  559 

-  lieart  failure       . .  . .     97 

-  herpes  gestatioiiis  . .  96 
zoster  , .  . .  . .   754 

-  impetigo  . .  . .  562 
conta^osa      . .  96,  98 

-  from  iodides      . .  96,  98 

-  iodine      . .  . .  . .     97 

-  leprosy    . .         . .         . .  601 

-  liquor  epispasticus  . .  97 
BullsB,  list  of  causos  of    . .    96 

-  from  malignant   pustule  559 

-  from  mylabrls  . .  . .     97 

-  nitric  acid  . .  . .      96 

-  occupations        . .  . .     96 

-  oedema    . .  . .  . .     96 

-  in  pempliicrus  96,  98,  558,  601 

-  -  neonatorum       90,  97,  401 

-  from  plants        . .  . .     96 

-  primula  obconica  . .     96 

-  produced  by  malineorors     97 

-  in  Raynaud's  disease    90,  97 

-  from  resin  . .  . .     96 

-  rhus   toxioodendron      90,  97 

-  satinwood  . .  .  .      96 

-  in  scabies  . .      000,  755 

-  from  scalds         , .  . .     96 

-  in  scurvy  . .  90.  97 

-  from  splints        . .  . .     96 

-  in  syphilis  . .  96,  97 

-  syringorayolia    . .  96,  97 

-  from  tar  products        . .     96 


Bulla,  contd. 

-  turpentine 

-  in  urticaria 

-  from  varnish 

-  veronal   . . 

-  vesicants 

-  volatile  oils 
Bullet    wound 


. .  96 
..771 
. .  96 
. .  96 
96,  97 
. .  96 
of    chest. 


hiemopneumothorax 
from  . .  . .  653 

cord,  allocheiria  from     17 

haemorrhage  into  cord  516 

liemiplegia  from    303,  306 

subcutaneous   emphy- 
sema from  . .   203 

transverse  myelitis  from 

389,  616 
Bullous  dermatoses,  anor- 
exia in        . .  . .     99 

death  from     . .  . .     99 

eosinophilia  from   99,  219 

hsBmatoporphyrinuria 

from  . .  . .     99 

-  mucous   membranes 

affected  by  . .     99 

pyrexia  in       . .  . .     99 

Bundle   of   His,   in   heart 

block  . .  . .  . .     83 

Burette,  in  estimating  sugar  263 
Burning,  from  drug  rashes  384 

-  in  eczema  . .      568,  764 

-  of  penis,  from  herpes    . .   754 

-  witli  malignant  pustule  559 

-  in  mouth,  team  Pordyce's 

disease  . .  366 

-  urticaria  . .  . .   771 

-  from  vesicles     . .         . .   763 
Burns,  albuminuria  from       13 

-  buUse  from         . .  . .     96 

-  contracture    after    (Fig. 

60)  142,  143,  648 

-  ectropion  from  . .  . .  220 

-  gangrene  from  . .         . .  256 

-  hemoglobinuria  from  . .  284 

-  hypenijrrexia  after       . .  309 

-  from  radium      . .         . .  223 

-  stiff  neck  after  . .         . .  648 

-  talipes  from       . .  . .   114 

-  tenderness  from  . .   707 

-  ulceration  after. .         . .  737 

-  from  x-rays        . .  . .   223 
Burrows  in  scabies        562,  765 
Bursa,  gastrocnemius,  en- 
larged            ..  ..692 

-  under  gluteus  maximus, 

tuberculous    . .         . .  363 

-  iliopsoas,    aspiration    in 

dia^osing      . .  . .  676 

-  -  femoral  swelling  from  676 
hip- joint  dLsea<w  simu- 
lated by      . .  . .   676 

-  -  psoas     abscess    simu- 

lated by     ..         ..676 

-  reducible        . .         . .  680 

-  over  exostosis    . .         . .  670 

-  porter's     {Fig.  65)  165,  156 

-  psoas  impulse  on  cough- 

ing in  . .  . .  680 

from  osteo-arthritis  . .  681 

Bursa,   somlmombranosus, 
onlarood 

-  subhyoid  . .  . .   721 

-  tendo  achillis,    inflamed  362 

-  urate  of  sodium  in        . .   344 
Bursitis,  gonorrhceal,  pain 

in  foot  from   . .  . .  439 

-  i>rppatellar  . .  . .   476 

BursRIs,  subacromial,  oon- 
eral  account  of         . .  476 

Butchers'  boys,  scoliosis  in  154 
Butchers,  warts  in  . .   240 

-  Weil's  disease  and        . .  336 
Buttock,  bedsore  over     . .   257 

-  eczema  marginatum    on  250 

-  L'lands  draining  . .   679 

-  lineaj  alhicantes  on        . .   365 

-  pemphiirus    neonatorum 

affecting  . .  . .  401 

-  pruriuro  affecting  . .   489 

-  scabies  affecting  . .   563 

-  sore    on,    inflamed     in- 

^ruinal  elands  from   . .   381 

-  wastiriir  of,  with  hip  di- 

soaso    . .  . .  . .   363 

Button   in    hrotichns,    h»- 

moptysis  from  . .   287 

-  larynx     . .  . .  . .   157 


Buttoning  coat,  ataxy  ex- 
hibited on 

Butyl  chloral  hydrate, 
*  bradypnoea  from 

Cheyne-Stokes 

breathing  from . . 

er3rthema  from 

purpura  from 

Butyric    acid    (see    Acid, 
Butyric) 

Bazzing  noises  in  bead  406,  406 


56 

84 

108 
222 
653 


CABLE  (submarine)  re- 
pairing,   mercury  in 
saliva  and  . .  642 

CACHEXIA  ..99 

-  acetonuria  from  . .       4 

-  Addison's  disease  simu- 

lated by         . .         . .  6^7 

-  Africana  . .         . .     99 

-  albuminuria  from         . .     13 

-  alkalina 99 

-  aniemia  due  to..         21,  33 

-  from  ankylostomum  duo- 

denale  . .         . .     99 

-  aquosa 99 

-  from  bilharzia  hnmato- 

bia      . .         . .         . .     99 

-  bothriocephalus  lotus  . .     99 

-  beri-beri  . .  . .     33 

-  bleeding  gums  in  . .     73 

-  from  carcinoma  33,  78, 

99,  173,  270,  627,  666,  687 

-  causes  of  . .         . .       4 

-  chlorotica  . .         . .     99 

-  from  cirrhosis    . .         . .  173 

-  in  congenital  syphilis   . .  400 

-  constipation  in  . .         . .  123 

-  diazo-reaction  in  . .  173 

-  in    Egyptian   splenome- 

galy      634 

-  from  endometritis        . .     99 

-  exophthalmia    . .  . .     99 

-  fibroids 99 

-  gastric  HGl  deficient  in    270 

-  hsemic  bruit  in  . .         . .     93 

-  from  leucorrhcBa  . .     99 

-  malaria         33,  99,  173,  274 

-  malignant,  hypothermia 

in        . .        {Fig.  143)  312 

-  from   malignant  perito- 

nitis     49 

-  mediastinal  new  growth 

434,  436 

-  mercurialis        . .         . .     99 

-  muscle  atrophy  from  . .  683 

-  in  negroes        ' . .  99 

-  oedema  of  legs  from  413,  416 

-  from  oesophageal  stenosis   33 

-  pain  in  the  limb*  in      . .  467 

-  palustris  . .         . .     99 

-  parasitica  . .  . .     99 

-  penile  erections  absent  in  313 

-  peripheral  neuritis  in  . .  467 

-  from  phthisis     . .         . .  173 

-  pigmentation  with       . .     99 

in  mouth  from  . .  527 

of  skin  from  . .         . .  528 

-  renalis  . .         . .     99 

-  satumina  . .  . .     99 

-  scorbutica  . .  . .     99 

-  sordes  in  . .         . .     72 

-  splenica 99 

-  from  starvation  . .     33 

-  syphilis    8,  S3,  99.  173, 

627,  559,  560,  604 
lardaceous  disease  from     8 

-  thrombosis  in    . .  . .  411 

-  thrombotic  infarcts  In . .       8 

-  from  trichina  spiralis  . .     99 

-  tuberculosis        . .         33,  99 
of  bowel         . .  . .  666 

-  uterina    . .         . .  . .     99 

-  various  causes  of  . .  416 
Cacodylate  of  sodium,  ery- 
thema from   . .      222,  224 

Cacoooustia  ..  705 

Cacum,  actinomycosis  of 

458.  677 

-  appendicular        abscess 

opening  into  . .  . .  667 

-  carcinoma  of  (see  Carci- 

noma of  Ctwum) 

-  dilated,  succussion  in  653,664 

-  diiittended,     appendicitis} 

simulated  by . .         . .  467 


CtBcnm.  distfndfd.  cnnU. 

from  carcinoma  i-oli.. 

of  rectum  . . 

sigmoid 

obstruction    . . 

pain  in  iliac  fofesa  from 

simulating    carcinoma 

GFCi 

with  spastic  conttipa- 

tion 

from  volvulus 

x-rays  in  diagnosing. . 

-  on  leftside 

-  lymphosarcoma   of      . .  ' 
Cacum.  succttSsiM  in  6St  i 

-  tuberculou*  454,  {Fr^.  1«) 

|.V<.4:'9. 

-  whipworms  in  (Fig.  21*) 
Caffeine  in  cocoa  . . 

-  coffee 

-  tea  . .         ♦  • 

-  polyuria  from    . . 

Caisson    dtaeAse,    rerelii^l 

softenim;  from 
Cheyne-Stokes  breath- 

ing  from  •  •  ' 

deafness  in  ■  •  ^ 

epistaxis  in  •  •  - 

hemipleeia  from    S03,  3 

nature  of  •  •  ^ 

noises  in  the  li««d  in. .  ♦ 

^ortnesB  of  breath  io  I 

Cajaput  oil,  heartburn  re- 
lieved by  •  •  21 
Calcanodynia               --^ 

-  brachial  neuralgia  alter- 

nating wiUi  . .  ■•  ^ 
Calcareous   concretions  in 

sputum  (Fig.  2"3>  . .  ^ 
Calcification  of  mtisclw  . .  U 

-  valves,  after  endocarditis  Jl 
Calcium    carbonate,  ariM 

cloud  from 

-  chloride,  in  bile  tert    ..  '* 

effect  on  albominitm  1 

in     hjamatoporphyrifl 

test  . .  •  •  ** 

-  deficiency,  mctrorrhttia 

from    . .  •  •  5* 

-  hypochlorite,  in  indirto 

test 51 

-  lactate,  effect  on  albo- 

rainnria  ■•    1 

-  menorrbairia  and      .  •  •  *■ 

-  menstrual    irreguUritiei 

and  •■  ^ 

-  oxalate  (see  OxaUte  of 

Calcium ;  and  OxOurii) 

-  phosphate,  deposit  of . .  « 
in  intestinal  sand    . .  M 

-  -  solubility  of  ..       .    ^J 

stellar  crystal*  of    . .  -». 

urine  cloud  from 

-  salts,   parathyroids  and  U 

tetany  and  •  ■  ^' 

Calculi,  cvstin       ..        ••  1< 
Calculus,  biliary  (see  Gall- 
stones) 

-  pancreatic^  colic  from..  H 

epigastric  pain  frt^ 

11«,  « 

jaundice  from         ••  * 

pain  in  the  back  from  11 

-  penile      (see      Calt-ulus. 

X'rvthral) 

-  prostatic,  absces*  from   V 
aching    in    perinaun 

from  .  •  *' 
carcinoma     simulated 

hr  . .  ..  ••  * 
catheter  in  diacTH>«i«e 

4:^  4- 

difBculty  in  mictnritioB 

n-ith  . .         . .  3! 

epididymo-ordiitis 

from  ..        ••  *; 

pain  in  penis  from  ..  <' 

rectal  examinatiofi  in 

diacnosing  . .     4'*).  ^ 

ulceration  behind    ..  ^^ 

-  renal,  ahsress  from     .  •  •■ 

ae©  incidence  of     ■•   * 

albuminuria  trtm   •• 

anuria  from  . .       59,  * 

backache    from     40. 

278,  4&,  *' 
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C^UtUmt,  renaiy  contd. 

—  barteriuria  with       . .     69 

—  -  Cbejme-Stokes  breath- 
ing from     . .         . .  108 

—  -  chronic  nephritis  from       7 

—  -  oolic  from  278, 473,  577, 

742,  767 

—  oonmlslons  from     . .  144 

—  crepitation  felt         . .  337 

—  crjstals  in  urine  with  276 

—  cystitis  from  . .   394 

—  Dietl's  crises  simulat- 
ing   117 

—  •  destruction  of  kidnej 
by 40 

—  -  effect  of  exercise  on . .  394 

—  -  empyema  from         . .  106  •■ 
"  -  epithelial  cells  in  urine 

from  . .  117 

—  -  frequent     micturition  i 
due  to  117,  278,  393,  394 

Ctfcahis,     renal,    vumnl 
aceoant  of     . .      40,  278 

•  -  hannaturia    from    40, 

117,  275,  276,  278,  , 

356,  577,  742  I 

—  -  hydronephrosis     from  I 
40,  117,  279,  , 

iFig.  166)   356,  536  ' 
}    —  kidney  enlarged  by  41,  451  i 
tender  from  . .  451  , 

—  latent  urramia  with  . .     40  ' 

—  microecopic      oxalate  i 
concretions  from  . .  424  i 

neuralgia  simulating     426  ' 

—  oxaluria  simulating  . .  281 

—  pain  in  back  from    . .  451  , 
groin  from  . .  278 

—  -  hypochondrium    from  I 

450,  451 

labium  majus  from  117 

loin  from    . .     117,  278 

—  -  —  over. .  . .     41 
referred   to  contra- 
lateral side  in    . .  452 

in  testis  from    117, 

278,  483 
thigh  from         117,  278  | 

—  perinephritis  from    . .  106  i 

—  pleurisy  from  . .  106 

—  pricking  pain  in  kidney         I 
from  ..         ..  277  I 

—  -  pyelitis  from         576,  577  | 

—  -  pyelonephritis  from..  677  , 

—  -  pyonephrosis  from 
279,  .^57,  576,  577  i 

—  pyriform  cells  in  urine 
from  . .   742 

—  -  pyuria  from  ' 
276,  278.  575,  577 

—  renal  tube  casts  due  to      7  > 

—  -  rigors  from     . .      295,  597 

—  sex  incidence  of       . .     40  ' 

—  staphylococci  from  . .     69  i 

—  skiatrram  of  . .  . .  279 

—  tuberculous     kidney 
simulating  117,279,577 

—  uraemia  from  . .  108  , 

—  uric  acid  and  . .   742 

—  urine  changes  witli  . .     40 

—  T-rays    in    diagnosing 
117,  357,  451,  536 

Cricatot,  nifvary,  notat  on  694 

—  ptyalism  from  . .  542 

—  tongue  swollen  from. .  698 

—  iireteral  . .  40 

—  -  abscess  from..         ..  397 

—  anuria  from  . .         . .     39 

—  appendicitis  simulated 
by    ..         ..     281,  578 

—  •  -  sunulatinf?  . .         . .  582 

—  atrophy  of  kidney  from  578 

—  -  backache  from      469,  578 

—  calcareous  gland  simu- 
lating . .         . .  455 

—  colic  from  . .  742 

—  cystoscope  in  diagnos- 
ing  ..    41,455,472,578 

—  -  felt  per  rectum  41, 578, 587 

—  -  -  vaginam      . .        41,  578 
fistula  after  . .         . .  397 

Calcalttt,  ureteral,  omeral 
aceount  of   464  (Fig. 

192)  485,  472,  578 

hnmaturia  from,  275, 

281,  455,  442,  578,  742 

—  impacted        . .         . .     40 


Calculus^  uretfraly  conid. 

micturition     frequent 

with  . .      472,  578 

—  operation  in  diagnosing   41 

—  ovarian  pain  simulated 

by    . .         . .         . .  578 

—  pain  over       . .         . .     41 
over    external    ab- 
dominal ring  with  472 

in  iliac  fossa  from 

452,  451 

kidney  with  . .  472 

after  micturition  due 

to 397 

in  penis  from 

471,  472,  578 

testes  from  . .  483 

phlebolith    simulating  455 

—  pyonephrosis  from  . .  578 

pyuria  trom    472,575,578 

rectal  examination  in 

diagnosing  . .         . .  472 

simulated    by    spinal 

lesions  . .  46  i 

site  of  impaction  of  . .  454 

strangury  from         . .     40 

tuberculous     bladder 

simulated  by     472,  578 
ureteral  bougie  in  dia- 
gnosing      . .       41,  455 

ureteritis  simulating. .  455 

uric  acid  and. .         . .  742 

uronephrosis  from    . .  578 

vesical  calculus  simu- 
lated by     . .      472,  578 
villous  papilloma  simu- 
lated by     ..  ..472 

wax-tipped  bougie  in 

diagnosing  . .         . .  472 

z-mys    in    diagnosing 

281,  (Z*!^.  192)  455, 472, 578 

—  urethral  . .  . .  184 
aching     in    perineum 

from  . .  474 

age  incidence  of       . .  283 

behind  stricture       . .  620 

blood     from     urethra 

due  to        . .         . .  396 

bougie  in  diagnosing     395 

discharge  due  to      . .   181 

endoscope  in  detecting 

283,  469 

epididymitis  from    . .  697 

cpididymo  -  orcliitis 

from  . .         . .  478 

felt  in  penis   . .         . .  283 

per  rectum  . .  395 

haamaturia  from    275,  282 

impacted        . .         . .  282 

micturition      difficult 

with..         ..      282,  395 

fnxjuent  with         . .  394 

stopped  by..        ..  469 

pain  from      . .         . .  396 

in  penis  from     283,  469 

jiriapism  from  . .  538 

—  retention  of  urine  from 

282,  396 

sex  incidence  of       . .  283 

strangury  from         . .  649 

ulceration  behind     . .  478 

—  vesical,  aching  in  peri- 

neum from     . .  . .  474 

aire  incidence  of        . .  471 

behind  large  prostate  580 

convulsions  from      . .   144 

crystals  in  urine  with  580 

cystitis  from  282,  471, 

579,  580 
cystoscope  in  diagnos- 
ing   282,    395,   397, 

471,  580,  719 

Calculut,  vosical,  cytto- 
Mopic  appoaranco  of 
(Pl(Ue  XVI)  ..         ..284 

encysted         . .  . .   580 

felt  per  rectum         . .  587 

Calculus,  vesical,  oeneral 
account  of    282.  471.  580 

htematuriu   from   275, 

276,   282,  471,  680, 

719,  742 

jolting  and     . .  . .   471 

micturition       arrested 

by      282,  391.  470,  471 

frei^tivnt  from    282, 

471,  679 


Calculus^  vesical,  amfJ 

pain  in  bladder  from    742 

$?lans  penis  from  . .  397 

penis  from  282,  469, 

470,  580,  471,  579 

-  passed  in  urine     395,  471 
priapism  from  . .  538 

-  -  pyuria  from  276,  282, 

471,  575,  680 

-  renal   colic   preceding  282 

-  -  sex  incidence  of        . .   282 

skiagram  of    . .  . .  282 

sound    in    diagnosing 

282,  471,  580,  719 

tenesmus  from       718,  719 

travcllincr  and  . .  471 

tuberculous   bladder 

simulating  . .         . .  579 
ureteric  calculus  simu- 

latinc  ..      472,  578 

uric  acid  and  . .  . .   742 

x-rays    in    diagnosing 

282,  580 
Calf,  atrophy  of    . .  . .   362 

-  cellulitis  of,  talipes  from  114 

-  cramps  in  . .  . .   150 

-  flbrosis  of,  talipes  from    Hi 

-  hiemorrhagic    knots    in, 

in  scurvy        . .  . .  556 

-  Jacquet's  erythema  of. .  401 

-  seborrhoeic  eczema  affect- 

ing     . .  . .         . .  401 

Callus   compressing   nerve 

61,  63,  65,  432,  504 

-  after  fracture    . .         . .  667 

-  hemianopsia  from         . .  302 

-  intercostal     nerves     in- 

volved by  . .  432 

-  on  Jaw     . .  . .  . .   683 

-  musculospiral     paralysis 

from  . .  . .     65 

-  sarcoma  simulated  by..  672 

-  of  spine,  allocheiria  from     17 

-  in  sternomastoid  muscle  142 
Calmette's  reaction  in  Ad- 
dison's disease  . .     34 

plate  of       . .  . .   770 

tuberculosis    . .         . .  573 

tuberculous  peritonitis  631 

Calomel,  interscapular  pain 

relieved  by     . .         . .  462 

-  polyuria  from    . .         . .  535 

-  tenesmus  from  . .  . .   718 
CAMMIDQE'S  PANCREA- 
TIC REACTION        . .   100 

with  growth  in  pan- 
creas 51.  52.  630 

from  pancreatitis      117, 

254,  328,  661 
Camphor,  eosinophilia  from  219 

-  glycuronic  acid  from    . .  261 

-  priapism  from    . .  . .  538 

-  reduction  bv  urine  after  261 
Canaliculi,  lachrymal,  con- 

f^nitally  absent        . .  220 
Cannabis  indica,  abnormal 

size  sensations  due  to  763 

priapism  from  . .  538 

xanthopsia  from       . .   762 

Cancer  (see  Carcinoma,  Sar- 
coma, etc.) 
Canorum  ori;?,  bleeding  gum 
from    . .  . .  . .     72 

death  from     . .  . .     74 

-  -  (Fig.  21)         ..  ..74 

gangrene  from  . .  255 

nauseous  o<lour  from      74 

stomatitis  with         . .  542 

teeth     dropping     out 

from  . .  . .     74 

Canter  rhythm,  from  dila- 
tion of  heart  . .         . .  587 

myocanlial  changes  . .  300 

in  pericarditis       213,  587 

pernicioiis  nniemia    . .  587 

reduplicateil     heart 

sound  simulnted  by  587 
Cantharides,     albuminuria 

from    . .  . .  . .     II 

-  anuria  from       . .  . .     40 

-  blistering  with  . .  . .     14 

-  bullaj  from         . .  96,  97 

-  dermatitis  from  . .   765 

-  erythema  from  . .         . .  222 

-  hasniaturia  from  . .   275 

-  nephritis  from    . .  . .       9 

-  priapism  from    . .  . .   5.18 


'  Cantharides,  amid. 

-  ptyalism  from    . .  . .  542 

-  strangury  from..      019,  650 

-  tenesmus  from  . .  . .  718 
'  Capillar^'  bronchitis  418,  590 
I  -  pulsjition  93,  2(»7,  211 

Capsicum,  bulhe  from      . .     97 

-  dermatitis  from  . .   755 

-  erythema  from  . .  . .   222 
Capsules,  keratin-coated,  in 

diafirnosing  pyloric  ob- 
struction        . .  . .  6'»:i 
Caput  medusas      . .        43,  750 
Carbohydrate,    excess    of, 

rickets  from  . .  . .   145 

-  intestinal     fermentation 

and      . .         . .  . .     82 

'  Carbol-fuchsifi  staifi         ..   041 
Carbol-methylenc  blue    ..  Gil 
I  Carbolic    acn\    (see    Acid, 
Carbolic) 
Carboluria,     black     urine 
I  from    . .  • .  . .    745 

-  Fehlins's     solution     re- 

duced in  . .   746 

I  Carboluria,  general  account 

of        746 

'  -  ochronasis  and  . .  . .   746 

I  Carbon  bisulphide,  hmmo- 

Rlobinuria  from        . .   284 

indiarubber  solvent  . .     65 

peripheral     neuritis 

from  . .  61,  65 

Carbon  tlioxide,  in  fermen- 
tation test      . .  . .   262 

headache  from  . .   295 

snow,  bullic  from      . .     96 

-  dlsulphide,  tremor  from  726 

-  monoxide,       cherry-red 

colour  of  blood  from. .   119 

coma  from      ..      118,  119 

hajmoclobinuria  from    284 

headache  from  . .   295 

poisonintj  by  . .  . .    119 

Carbonate  of  calcium,  urine 

cloud  from     . .  . .       4 

'  -  soda,  dead  tinkers  from    163 
Carbonates,    (iissolved    by 

acetic  aci<l      . .  . .       4 

Carboxyhmmos;lobin.  cherry- 
red  blood  from         ..    119 
I  -  spectrum  of  (Firr.  32)  . .     80 
Carbuncle,  aching  -n  peri- 

netim  from  . .  474 

I  -  cellulitis     distinguished 

from    . .  . .   559 

-  erythema  from  . .  . .  222 

-  face  swollen  from         . .   674 

-  from  srlycosuria  . .   260 

-  furuncle     distinfjuishcd 

from    . .  . .   559 

-  maliirnant    pastule    dirf- 

tinjniishe<l  from        , .  559 

-  sinus  tlu-omb(»is  from . .  229 

-  stiff  neck  from  . .  . .   647 

-  tinea  sycosis  simulatinir  249 
I  Carcinoma,  anwmia  due  to     21 

,  -  albumosuria  with  ..  18 
<  -  cachevin  irniu  ..  413,415 
I  -  developing  in  scar        . ,   620 

-  eosinoi)hiliii  from  ..  219 
'  -  fatty  heart  from  . .  212 
I  -  {general  wiistinu  from  . ,     59 

-  hypernepliroma  and  . .  356 
'  —  leucocvtosis  iti  . .  . .   360 

-  loss  of  weight  from     .  .    768 

-  microscope  in  diagnosing 

379,  621 

-  cedema  of  legs  from  413.  415 

-  pigmentation      of     skin 

from    . .  . .  . .   528 

-  prolonged   pyrexia  from  563 

-  tongue  swollen  from     . .   698 

-  ulceration    of    perineum 

from  • .  . .  619 

I  -  vulval  swellincr  from    . .   700 

-  of  ampulla  of  Vuter       . .   239 

-  antrum  . .  . .  180 
,  -  anus,     inpuinal     ginnds 

secondary  to..      381,  679 

spread  to  perineum  . .   620 

I  -  bile-duct,    bile    pigment 

in  urine  from. .  . .   101 

' carcinoma    of    duode- 

I  num  simulatine     . .   661 

clay  -  coloiued    stools 

from  . .  . .   326 
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CARCINOMA   OF    BILE-DUCT    —    CARCINOMA   OP   LIVER 


I 


r 


Carcinoma  of  hiU-duct^  oontd. 
fajcal  fat  with  . .  101  i 

—  jaundice  from  325,  326, 662 

—  bl'idder,  aching  in  kidney  { 

from    . .         . .         . .  680  \ 

perinenm  from      . .  474 

age  incidence  of 

281,  472,  580 

Carcinoma  of  bladder,  anuria 
from    ..  39,  41 

bowel  opened  by   . .  238 

.'ystitis  with  . .    . .  394 

—  cystoscope  in  diagnos- 

ing   41,    281,    471, 

472,  580 

—  ••ystosoopie  appeirame 

of  (Plate  X  VT)      . .   284 

—  -  f:oces    per    urethram 

from  . .  . .  238 

—  fragments  in  urine    . .  276 

—  frequent     micturition 

from      41,281,391,580 
Carcinoma     of     bladder, 
oeneral  account  of  472, 580 

hematuria   from,   41, 

276,  276,  281,  471, 

472,  679,  580 

—  -  livdronephrosis  from       -11 

—  kidney  enlarged  by  . .  281 
micturition     frequent 

with..         ..      471,472 

—  pain  with       . .  . .  394 
at  female  urethral 

orifice  from       . .  397 

in  kidney  from  281,  472 

perineum  from      . .  397 

penis  from  291,  397, 

469,  471,  472,  580 
vulva  from..  ..  397 

—  painful        micturition 

from  . .  . .     41 

—  -  papilloma  simulating    680 

—  I'd  vie  glands  enlarged 

from  ..      579,  580 
pyelonephritis  from  ..  576 

—  pyonephrosis  from   . .  577 

—  pyuria   from  41,  281, 

471,  575,  580 

—  -  rectal  examination  in 

detecting    41,    277, 
281,  471,  472,  679, 

580,  587 

—  rectum  opened  by    . .  238 

—  -  retention  of  urifie  from  281 

—  <:ttuation  of   . .  . .  281 

^strangury   from         . .   649 

tabes  simulatitii?      ..  650 

—  tubercle       simulating 

282.  579 

—  ureter   obstructed   bj' 

281,  472 

—  vaginal     examination 

in  diagnosing       41,  471 
Carcinoma  of  bono         . .  672 

—  -  (Fig.  62)        . .  . .   152 

—  spontaneous    fracture 

from . .         . .  . .   242 

—  secondary  to  thyroid    721 

—  brain,  hemianopsia  from  301 

—  Iireast,   blood   discharge 

from    . .         , .  . .   181 

cyst  preceding  . .  680 

simulating  . .         . .  686 

—  -  duct  type       ..       181,  687 
early     diagnosis     by 

microscope  . .  430 

—  en  cuirasse     . .  . .   120 

—  -  fear  of  . .  . .   430 

—  -  iibro-adenoma     simu- 

lating . .  . .  687 

Carcinoma  of  broatt,  ganoral 

account  of     . .     686,  687 
gangrene  of  arm  from  259 

—  mastitis  simulating  . .  686 

—  operation  in  diiignosing 

686,  687 

—  -  pain  in  the  chest  from  431 

—  -  -  from    injury    simu- 

lating     .'.  . .   430 
late  in         . .  . .   429 

—  -  rheumatism  of  shoulder 

simulated   by         . .   708 

—  -  secondary    in   axillary 

L'landfi         . .       380,  686 

in  bone        . .  . .   672 

cranial  bones     204,  711 

—  -  -  peritoneum  . .   657 


Carcinoma  of  breast^  oontd. 

secondarv  in  f>pine  154. 

516,  648,  714 

supraclavicular  gland  380 

subclavian     vein    ob- 
structed by  . .  259 

swelling  of  arm  from 

259,  411 

tubercle  simulatiiig 

181,  686 
without  antomia       . .     33 

-  bronchus,  bronchiectAsis 

from 292 

hffimoptysis  from     . .  287 

-  c8D?um,    actinomycosis 

simulating      . .  . .  468 

bladder  invaded  by  . .  682 

bladder  opened  by  238,  575 

(aaces  simulating      . .  469 

Carcinoma    of    c«cum, 

oeneral  account  of  . .  459 

impacted   fsBces   with  665 

obstruction  due  to  . .  677 

operation  in  diagnos- 
ing . .  . .      469,  677 

pain  in  iliac  fossa  from 

464,  459 

pyuria  from  . .         . .  675 

simulated  in  cases  of 

obstruction  . .  459 

swelling  in  iliac  fossa 

from  459,  665,  677 

tuberculosis  simulating  125 

tuberculous       caacum 

simulating  . .         . .  458 

-  Cauda  equina    . .  . .     62 
Carcinoma      of      cervical 

Oiands  ..380 

-  cheek,     pre-auricular 

glands  afifected  from     378 

spread  to  nose  . .   179 

submaxillary     glands 

afifected  from        . .  379 

-  clitoris,  inguinal  glands 

secondary  to  . .         . .  381 

-  colloid,  of  peritoneum..     49 

change  in       . .         . .   676 

•  colon,  abdominal  disten- 
tion from       . .         . .     77 

adenomata  simulating  719 

Addison's  disease  simu- 
lated by      . .         . .  627 

-  adherent  to  liver      ..  330 
age  incidence  of   126, 

130,  172 

afbumiimria  from     . .  364 

albumosuria  with     . .     16 

aniemia  from  . .   126 

aneesthetic  in  diagnos- 
ing . .  . .  . .  126 

anorexia  from  . .   126 

ascites  from      49,  61,  329 

asthenia  from  . .  627 

barium  enema  in  di- 
agnosing    . .         . .  125 

bile-duct  obstructed  by  330 

bimanual  detection  of  354 

bismuth    enema    and 

x-rays  in  diagnosing 

(Fig.  54)  126,  330 

bladder     invaded    by 

283,  575,  582 

blood  per  rectum  from 

77,  172,  330 

cachexia  from  . .  527 

colic  from       77.  115,  126 

colitis  simulating     . .   717 

constipation  from  77, 

126,  130,  330 

diarrhoja  with       126,  172 

distention    of    csecum 

with  . .  . .   354 

diverticula  simulating 

125,  453 

dysphagia  from         . .   129 

fa?ces     per    urethram 

with..         ..       28.1,582 

fistula  into  renal  pelvis 

from  . .  . .  530 

flatus     per     urethram 

with  . .  . .   582 

-  Kn-stric  ulcer  simulated  125 

Carcinoma  of  colon,  general 
account  of     . .       77,  126 

hiBmaturia   from       ..   283 

hypertrophy  of  bowel 

from  . .  . .     77 


Carcinoma  of  colon  ^  eontd, 
increasing     constipa- 
tion from    . .         . .   126 

indicanuria  from      . .  315 

inguinal  glands  second- 
ary to        . .         . .  679 

intestinal  sand  with..  699 

obstruction  from 

130,   388,  593 
jaundice  from        329,  330 

Carcinoma  of  colon,  Itidney 
simulated  by  . .        . .  954 

liver  enlarged  with  . .     77 

loss  of  strength  from  126 

loss  of  weight  from  . .  126 

movable  kidney  simu- 
lated by     . .  . .  663 

mucus  in  stools  from  398 

and  blood  in  stools 

from       . .         . .  354 

-  occult  blood  in  fsoces 

from  ..     125.  126 

pain  in  hypochondrinm 

from  450,  451 

-  —  the  loin  from        . .  354 

pericolitis  simulating    663 

perinephric    abscess 

irom  . .  353 

peritonitis  from      49,  693 

pi?metit  iM  mouth  from  527 

-  pMPum:ituti^  Irom    . .   530 

-  pneumoperitoneum 

from  . .         . .  652 

portal  glands  enlarged 

from  ..      329,  330 

pyrexia  with..         ..     77 

rectal  examination  for 

130.  172,  330 

secondarv  glands  with 

329,  330,  380.   381,  679 

in  liver         77,  252,  627 

sigmoidoscope  in  dia- 
gnosing       77,  126,  172 
simulated  by  diverti- 
cula coli  . .         . .  130 

spastic  constipation  125 

simulating    enlarged 

liver  . .      330,  367 
gall-bladder       . .  253 

-  supraclavicular   gland 

enlarged  with        . .  380 
swelling  in  hypochon- 

drium  from  . .  629 

tabes  simulating  483,  719 

tumour  with  126.  130,  659 

tympanites  from      . .  330 

vesicocolic  fistula  from  125 

visible  peristalsis  with 

77,  125,  126 

vomiting  from  . .  330 

wasting  from . .         . .     77 

x-rays  and  bismuth  in 

diagnosing  77  (Fig. 

b\),  125,  354 

-  (and  see  Carcinoma  of 
Sigmoid  :  Carcinoma 
of  C^um  ;  and  Car- 
cinoma of  Splenic 
Flexure) 

-  en  cuirasse        . .         . .  730 

-  of  duodenum,  ascites  with  51 

bile-duct  obstructed  by  330 

carcinoma  of  bile-duct 

simulating  . .         . .  661 

pancreas  simulating  661 

in     portal    fissure 

simulating  . .  661 

of  pylorus  simulating  661 

dilatation  of  stomach 

from  . .         . .   174 

emaciation  from       . .  330 

epigastric  tumour  from  661 

fatty  stools  from     . .  239 

Carcinoma  of  duodenum, 
general  account  of  ..  661 

haamatemesis  from  . .  265 

jaundice  from       239,  330 

-  -  rarity  of         . .     272,  330 
secondary  in  left  supra- 
clavicular gland    . .  380 

liver 252 

simulating      enlarged 

call-bladder        252,  263 
tumour  from  . .      272,  661 

-  ear  . .      378,  422 

-  eyelid  . .  . .   378 

-  face         . .  . .  . .  673 
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Carcinoma^  eontd. 

-  of  Fallofiian  tube       ..  iS 

-  fauces,  sore  tliroat  from  61 
sabraaxillary    elands 

affected  from 
'  finger  affected  bv         ..  tii 

-  foot         . .         .".        ..  Zi 

-  forehead 17 

-  gall-bladder,  cholangitis 

from    . .         . .     326,  ii 

gall-stones  precedii^    55 

interscapular  pain  from 

461,  4« 

jaundice  from  ..  3? 

pain  in  hypochondrium 

from  . .  45i 

Carcinonia  of  oall-Maddr, 
rectal  shelf  and       . .  SI 

rigors  from    . .        . .  3? 

secondary  in  left  supra- 
clavicular gland  i^i,  lit 

liver 25: 

simulating      enlanred 

gall-bladder  ..  !5: 

-  gum         . .         . .        • .  37! 

-  heart,  heart-block  from     $: 
Carcinoma  of  Jaw  72,  179. 

bleeding  gum  from  . .    7: 

microscope  in  diacrao^ 

in         . .         . .        . .    7' 

-  kidney,    aching   in  loin 

from    . .         . .  . .  271 

albuminuria  from  ..  lU 

Clieyne-Stokes  breath- 
ing from     . .  . .  101 
colic  from      ..  ..  27i 

-  -  (Fig.  301)     ..  ..  75i 
h»maturia  from 

275,  in,  in 

kidney  enlarged  in  278, 351 

liver  difcplacied  by    ..351 

oedema  of  legs  from. .  'H 

polypus  of  heart  from  IH 

rarity  of        . .        . .  55J 

secondary  in  left  sapra- 

clavicular  gland   . .  3S< 
simulating     enlarged 

gall-bladder  ..  S5! 

ursBmia  from  ..  W 

Carcinoma  of  Icidney,  vein 
invaded  by  . .  TS 

-  labium   majus  . .        . .  38 

-  larynx,    cervical   glands 

affected  by  ..38 
distinction  from  syph- 
ilis   . .         . .        . .  19 

dysphagia  from       ..  19 

haemoptysis  from     ..  28 

microscope  in  diagnce-  ^ 

ini?  . .         . .        . .  73 

Carcinoma  of  larynx,  aetei 
on  611, 81 

sore  throat  due  to    . .  61 

stridor  from  . .         . .  W 

submaxillary  glands 

affected  from        . .  37 

unilateral    character 

1»9,  25 

-  leg  38 

-  lip  179.  365.  379.  » 

-  liver,  age  incidence  of  . .  37 

albumosuria  from     . .    1 

angioma  simulating  . .  3* 

-  -  ascites    from   46,  50,  i' 

330.37 

bile-<luct    obstractioo 

simulating  . .        . .  3] 

and  cirrhosis  associated  3J 

cirrhosis  simulating     37' 

371,  8; 

coma  from     . .         . .  3' 

diabetes  simulating. .  31 

dry  shrivelled  skin  with  3' 

eositiophilia  with      . .  3 

extreme  wasting  from  5 

gall-stones  simulattng  3 

Carcinoma  of  Ihrer,  feaeni 
account  of      . .    331.  S 

gumma    simulatuu? 

253.5 

hsemorrhace  into     . .  8 

hiccough  from  . .  3 

intet^capalar  pain  from 

461,  \ 

jaundice  from  50.  52.  2- 

325,  336,  330,  331,  3 
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lii?er,  eontd.  i 

»i3  with      . .  374  i 
irsed  from  40,  50, 
t52,  326,  330,  373 

epigastriiiin 

..437 
londrium  with  450  ' 
t>m  . .  . .  373 
irm  from  . .  373 
Ider  from  ..  373 
is  over  . .  373 
ihw,  primary 

»•-*,  374 

from    {Fii.  i 

26,  373,  570,  574 
rease  in  size  of  373 
J  to  colon  252, 630 
lum  ..   252  ' 

odder  . .  252 

as  ..  ..252 
I  ..  252,  585 
•h  107.  252,  630 
Imgaring  from  37.T 
s  from  . .  373 
«sonance  with  611 
enlargement 
hemorrhage  ' 

..371 
:  liver  simalat- 

. .  . .   3  /  2  I 

tion  with  371,  373 
..     287,  2H0 
ee  Carcinoma 
t). 

of  skin         ..   730 
in  diagnosing  731 

.     .  .     .         ^M47 

arge  from    . .   179 
llary  glands 
id  from         . .   379 
,  age  incidence 

..  195,  380 
n  simulating  195 
s^ctare  from  266 
a   pneumonia 

. .  .  .    259 

and  x-rays  in 
sing  {Fig.  97)  197 
1  diagnosing  195 
t  ulcerated  by  287 
la  of  stomach 
ting  . .  . .  195 
glands  afTect«d 

196.  380,  195 
ia  from  195,  266, 
435,  461 
to     bronchus  { 

•  •  .  •    259 

acsls    from 

265,  266  ! 
p-sis  from  . .  287  i 
lolar  pain  from  461 

, .   380 
nal        glands 
id   by  ..  495 

best  from     . .  435  I 
borax  from.  .531 
mopericar- 
rom  . .         . .  652 
y    in    glands 

196,  380,  49.'>  I 

..   19G 
supraclavicu- 
irland  ..  380 

d  by  mediasti- 
owth..         ..  267 
1  showing     . .   196  I 
rom   . .         . .  651 
invaded  by. .  651 
ord    paralysis  i 

. .  495 
I  duo  to  . .  763 
in  diagnosing 
{Fig.  97)  197,461 
iria  from  . .  41  , 
rom  . .  . .  49 
glands  se?on- 

0  ..  ; .  679 
it    peritonitis 

1  of  urine  from  649  , 
7  In  left  supra- 
alar  gland    . .  380 
ig            caud-^  I 
\  tumour      . .  63 
y  from         . .  649  i 
7bstnictcd  by  41  • 


Carcinoma^  eontd. 

-  palate,    ceriical    glands 

affected  by     . .      379,  380 

foul  taste  fram  . .  705 

microscope  ia  diagnos- 
ing . .         . .         . .  588 

sore  throat  from       . .  61. 'I 

-  pancreas,  anaonia  from    661 

ascites  from   . .         . .     49 

bile  pigment  in  urine  I 

from  . .         . .   101  I 

Gammidge's  reaction  | 

with      51,  52,  100,  6J0     -  - 

carcinoma   of   duode-  ' 

num  simulating    . .  661 

*■  -  diagncs's    from    pan-  ' 

creatiUs      . .         . .  239  i 

dilatitioa  of  stoma«.-h 

from  ..         ..  174 

fat  in  fa9ces  with  51, 

101,  239,  330 

gall-bladder    enlarged 

with  51,  251,  326,  330, 
451,  630 

glycosuria  with       51.  330 

iodine    co-efficient    of 

urine  in      . .         . .   100 

jaundice  witli  51,  239,  254, 

326,  330,  451,  630,  661, 

662 

liver  tumour  simulated 

by 330 

malignant    peritonitis 

from  . .  . .     49 

occult  blood  with     . .  101 

pain  in  hypochondrium 

from  . .  . .  451 

pancreatitis  with      . .  100 

portal  glands  enlarged 

from  ..  ..  329 

pulsation  over  . .     51 

transmitted  by     . .  330 

secondary  in  left  supra- 
clavicular gland    . .  380 

liver  . .         . .  252 

stercobilin  absent  with  101 

stomach  growth  simu- 
lated by      . .  . .  330 

swelling  in  hypochon- 
drium from  . .  629 

undigested  muscle  fi- 
bres in  faces  with . .   101 

wasting  from  . .  661 

-  parotid  gland    . .         . .  695 
Carcinoma  of  pan  It,  oMoral 

account  of  ..619 

impotence  from        . .  312 

inguinal    glands,    sec- 
ondary to  . .  . .   38 1 

pain  in  . .         . .  473 

ulceration  due  to     . .  617 

Carcinoma  of  perlnoum   . .  620 

aching    in    perineum 

from  . .         . .  474 
inguinal  glands  in  vol  V- 

^ed  from      ..      381.  621 

-  peritoneum  47,  49,  657 

-  pharynx,  cervical  glands 

affected  by    . .      379,  380 
sore  throat  from       . .  613 

-  prostate,  aching  in  peri- 

neum from     . .         . .  474 

age  incidence  of        . .   394 

calculus  simulating  . .  470 

Carcinoma  of  prostata,  char- 
actors  of  . .  470 

hssmaturia  from        . .   281 

noTturnal   micturition 

with  ..         ..  .^9t 

not  uncommon  ..  277 

pain  in  penis  from       469, 

470,  471 
rectal  examination  in 

diagnosing  . .     470,  587 

retention  of  urine  from  649 

secondary    in    cranial 

bones  . .  . .  711 

spine  . .         . .  714 

strangury  from         . .  649 

symptoms  like  those  of  

adenomatous       en-  -  - 

largement  ..  ..470 

-  pylorus  J  see    Carcinoma  

of  Stomach)  

-  rectum,  age  incidence  of 

79,  129,  585      -  - 
albuminuria  from     . .       7     -  - 


78 
489 

79 
129 
585 
283 

582 

582 

394 

585 

585 


718 

313 

459 

326 

7 


Carcinoma  of  rectum,  contd. 

ascites  from  . .         . .     49 

backache  from  . .  469 

bearing-dowa  pain  in  426 

bladder    invaded    by 

238,  283,  394,    575. 

582,  649 

blood  per  anum  from 

78,  129 

and    mucus    stools 

from        ..      453,  585 

cachexia  from  . .     78 

carcinoma  cspci  simu- 
lated by     . .         . .  459 
constipation  from  78, 

453,  585 
diarrhcea  from         78,  585 

difficulty  in  defsBcation 

from 

distention  of  cascum 

distinction  from  vener- 
eal ulcer     . . 

dyschezia  from 

emaciation  from 

faocal  urine  from 

fsBces    per    urethram 

with 

flatus    per    urethram 

with 

frequent     micturition 

from 

Carcinoma      of      roctum, 
oonorai  account  of  .. 

glands  infected  from 

hiematuria  from  7,275,283 

impacted  faaces  simu- 
lating 

incontinence  of  fseccs 

with 

intestinal    obstruction 

from 

jaundice  from 

—  -  latent  . . 

—  leucocytes     in     urine 
from    . .         . .  7 

—  loBS  of  strength  from  129 

weight  from  . .  129 

malignant    peritonitis 

from 

—  microscope     in     dia- 
gnosing 

mucus  in  stools  from  129 

cBdema  of  legs  from . . 

pain  in  back  from    . , 

on  defsBcatiou  with  585 

in  iliac  fossa   from 

452,  453,  459 

penis  from         471,  473 

over  sacrum  from . .     78 

down  thighs  from 

—  pcriproctal      abscess 
from 

piles  from 

polypus  simulating  . . 

—  portal  glands  enlarged 
from 

—  proctoscope     in     dia- 
gnosing 

pyuria  from  . . 

rectal  examination  in 

78, 129,  130,  453 

—  renal  tube  casts  with      7 
ribbon-like  fasces  from     78 

—  sacral  plexus  invaded 
by    . .         . .         . .  113 

secondary  in  left  supra- 
clavicular gland    . .  380 

in  liver       . .      252,  585 

sense  of  fullness  from  129 

sigmoidoscope  in  dia- 
gnosing 78, 126,  129,585 

Carcinoma  of  roctum,  signs 
of       129 

—  simulating    acute    ne- 
phritis        . .         . .       7 

Cauda  equina  tumour   6.H 

speculum  in  detecting     78 

strangury  from 

stricture  from 

talipes  from  . . 

—  -  tenesmus  from 
thrombosis  from 
ulceration  of  . . 
unsatisfied  defaocation 

with 
wasting  from . . 
without  symptoms  . . 


49 
585 


I 
585 


78 

719 
581 
585 

329 

129 
575 


649 
585 
113 
718 
7 
585 

129 

78 

326 


Carcinoma^  contd. 

-  of  rib,  tenderness  from 
^  scaip        . «  •  •  •  • 

-  scrotum  . . 
Carcinoma     of     scrotum, 

oonorai  account  of  . . 

-  sigmoid  oolou,  bismutii 

and    x-rays    in     dia- 
gnosing 

bladder  invaded  by 

opened  by      238, 

blood  in  stools  from 

and  mucus  from 

cachexia  from 

carcinoma  cflcci  simu- 
lated by . . 

colloid  change  in  . . 

constipation  from . . 

distention  of  caacum 

diverticulitis    simu- 
lating 

explosive    diarrhoea 

from 

Carcinoma  of  sigmoid  coion, 
oonorai  account  of  453, 

hiccough  from 

impacted  faaces  simu- 
lating 

obstruction       from 

459,  666, 

operation     in     dia- 
gnosing . . 

pain    in   iliac   fossa 

from        452-454, 

palpable  tumour  with 

pyuria  from 

sigmoidoscope  in  dia- 
gnosing  . .      453, 

spastic  constipation 

simulating 

swelling  in  left  iliac 

fossa  from 

tenesmus  from 

tuberculous  sigmoid 

simulating 

Carcinoma  of  sicin,  oonorai 
account  of    .. 

lupus  simulated  by  . . 

rhinoscleroma     simu- 
lating 

syphilis    distinguished 

from 

from  varicose  ulcer  . . 

from  T-rays   . . 

-  of  spinal  cord,  malinger- 

ing simulated  by 

pain    in    the    chc-st 

from 

-  of    spine,    interscapular 

pain  from 

kyphosis  from 

malingering  simulated 

wy     ■ •  •  ■  •  • 

secondary    to    brejxst 

154, 
thyroid  gland 

-  spleen,  excessive  rarity  of 
Carcinoma  of  splonic  flexure, 

oonorai  account  of  . . 

skiagram  showing 

-  sternum,  tendernes.^  from 

-  stomach,  abdominal  tu- 

mour with      . .      270, 
-  acetonuria  from 

age  incidence  of    269, 

albumosuria  with 

anaemia  in   33,   270, 

316, 
anesthetic     in     dia- 
gnosing 

aneurysm  simulated  by 

{Fii!.  288)  . . 
anorexa  from 

-  —  nervosa     simulated 

by 

ascites  from  . .        51, 

bile-duct  obstructed  by 

blood  changes  with  . . 

examination  in 

In   gastric   contents 

with 

cachexia  from 

carcinoma      of      duo- 
denum simulating. . 
(esophagus     simu- 
lating 
pancreas  simulating 


707 
378 
695 

624 


453 
582 
575 
666 
453 
666 

459 
676 
453 
459 

676 

313 

676 

308 

453 

676 

676 

459 
453 
575 

676 

453 

666 
666 

66C 

730 

402 

733 

403 
7.38 
223 

432 

432 

461 
154 

467 

648 
648 
632 

630 

125 

707 

271 

4 

316 

16 

271, 

630 

271 

694 

270 

407 
3*J9 
330 
317 
271 

317 
270 

661 

195 
33(> 
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271 


630 


Carcinoma  of  stomachy  could, 

coffec-jjrouud      vomit 

from  ..  ..269 
colour  index  in         . .   271 

-  -  cyst  simulating         . .  653 
deposits     in     round 

ligament  from        . .  056 

at  umbilicus  from . .  656 

diffuse,    difliculty    of 

diagnosing  . .         . .   107 

indiarubber     bottle 

stomach  from   . .  107 

multiple  serous  eflu- 

sions  from  . .   107 

-  -  -  secondary  in  liver. .   107 

-  -  sense  of  fullness  from  2-14 

skiagram  of  . .   270 

without    symptoms  243 

-  dilated  stomach  from 

174,   271,  316,  653, 

678,  767 

-  -  disinclination  for  meat 

due  to  . .  43,  316 
distinguished         from 

ulcer  by  x  rays     . .  174 

dyspepsia  from  . .   316 

simulated  by     270,  709 

dysphagia  from         . .   195 

epigastric  pain  from. .  270 

tumour  witli  ..  317 

fragmentsof  growth  in 

vomit  . .  . .   766 

Carcinoma     of     stomach, 
gastric  HCI  In  33,  3lo, 

270,    436,    630,    653, 

766.  767 
gastritis  simulated  by  210 

-  gastroscope     in     dia- 

gnosing 
Carcinoma     of     stomadi, 
general  account  of  269, 

316,  317, 

hasmatemesis  from  265, 269 

heartburn  from         . .  297 

-  hiccough  from  . .  308 

-  hysterical    vomiting 

simulated  by  . .  467 
in  iliac  fossa  . .  . .  678 

-  interscapular  pain'from 

461,  462 

jaundice  from        329,  330 

lactic  acid  with       . .   767 

-  -  laparotomy     in     dia- 

gnosing    174,    271, 

317,  653,  769 
leaking            . .  . .  631 

-  leucocytosis  from     . .  630 

-  loss  of  appetite  from 

43,  316 

strength  from        . .   270 

weight  from  270,  316,769 

-  -  malignant    peritonitis 

from  . .  . .  49 
nausea  from  . .      270,  316 

-  -  occult  blood  with  630,  767 

in  fasces  from  126,  317 

Oppler-Boas  bacilli  in 

316,  318,  320,  766, 

pain  in  the  back  from 

epigastrium  from 

316,  436 

after  food  from     . .  630 

in    the    left    hypo- 

chondrium  from     450 
shoulder  from       . .  474 

-  -  pernicious     antemia 

simulating  . .      274,  317 

-  -  phantom  tumour  simu- 

simulating  . .  . .   659 

-  -  pneumothorax  from..   531 
portal  glands  affected 

from  ..  329,  330 
ptyalism  from  . .   543 

-  -  pyloric  end,  skiagram  270 
pyloric        obstruction 

from   270,  297,  318,  653 

pyrexia  from . .  . .   270 

Carcinoma  of  stomach,  rectal 
shelf  and  . .  587 

-  -  surciiiui  with  . .      6.'J0,   767 
-  second arv  glands  with 

107,   .M7,    329,  3.W, 

380,  381 

-  -  in  left  supraclavicu- 

lar srland  107,317,  380 

-  -  -  in  liver        . .      252,  317 
at  umbilicus  ..    317 


767 
716 


Carcinoma  of  stomachy  conid. 

sex  incidence  of        . .  316 

simulating  cirrhosis. .  272 

enlarged  liver        . .  367 

gall-bladder    252,  253 

fungating     endo- 
carditis  . .         . .     21 

pernicious  annmia      21 

sites  of  . .  . .  316 

skiagram  of    . .  . .  269 

spleen  simulated  by . .  630 

spontaneous    fracture 

first  evidence  of  . .  243 
subdiaphragmatic   ab- 
scess from  . .  . .  531 

swelling  in  hypochon- 

drium  from  . .  629 

Carcinoma     of     stomach, 
symptoms  of  • .        •  •  270 

tumour  due  to       318,  660 

ulcer  simulating    174,  269 

from  ulcer      . .      316,  653 

umbilical  tumour  from  483 

-  vomiting     270,      316, 

436,  630,  678,  765,  767 

wasting  from         . .  678 

j-nivs    in    diagnosing 

174,  271,  630,  678 

without  symptoms  . .  243 

in  young  subjecta   . .  653 

-  suprarenal,  ascites  with    51 
simulating       enlarged 

{?all-hlndder        252,  253 

Carcinoma  of  testis      480  696 

secondary    in    cranial 

bones  . .  . .   711 

glands  with  . .  381 

in  left  supraclavicu- 
lar gland  . .  380 

in  peritoneum       . .  667 

in  spine      . .         . .  714 

Carcinoma  of  thyroid  gland, 
general  account  of  ..  721 

secondary  in  bones 

204,648,672,711, 

714,  721 

-  tongue,      blood-spitting 

from    . .  . .  . .   285 

bronchopneumonia 

from  . .         . .  289 
cervical  glands  affected 

by    . .         . .         . .  380 

dysphagia  from         . .   198 

earache  from . .  . .   202 

foul  breath  from       . .     87 

taste  from  . .         . .  705 

Carcinoma  of  tongue,  general 
account     of      {Plcue 
XXXII)  ..738 

lateral  position  . .  379 

from  leukoplakia      . .  739 

submaxillary     glands 

affected  from         . .   379 

tubercle  simulating  ..  740 

trismus  simulated  by  729 

Carcinoma  of  tonsil        . .  615 
submaxillary     glands 

affected  from         . .   379 

-  tracliea,  stridor  from  . .  650 

-  urethra,  discharge  from  184 

histology  in  diagnosing  184 

inguinal     glands     en- 
larged from  . .   184 

pain  from       . .  . .  697 

])ainful    micturition 

from  . .         . .   184 

stricture  from        184,  697 

Carcinoma  of  uterus,  anuria 
from    ..  39,    41 

bladder    invaded     by 

2i8,   283,   394,  575, 

582,  649 

bleeding  on  examina- 
tion . .  . .   201 

body,   pregnancy    im- 
possible with         . .   392 

broad     ligament     in- 

nitrated  by  . .     41 

-  -  curettiiijo  in  diagnosing  390 

dyschezia  from  . .    129 

dystocia  from  . .    200 

erosion  simulating    . .   391 

with  fibroid    . .  . .   391 

-  -  foul    discharce    from 

185,  180,  391 

frequent      micturition 

from  . .  . .   394 


Carcinoma  of  vteru»^  contd. 

h»maturia  from    275,  283 

hiccough  from  . .  308 

hydronephrosis  from       41 

metrorrhagia  from  390,  391 

metrostaxis  from      . .  392 

! microscopical  diagnosis 

186,  390,  391 

pain  in  back  from     . .  716 

! in  legs  from  . .  469 

j in  pelvis  from       . .  469 

I pelvic  swelling  due  to  688 

polypus  simulating  . .  391 

pyelonephritis  from  . .  576 

pyometra  from      186,  392 

pyonephrosis  from    ..  577 

pyuria  from  . .         . .  576 

rectum  opened  by    . .  238 

simulating  Cauda  equina 

tumour       . .  . .     63 

-  -  sterility  from        645,  646 
' strangury  from         . .  649 

tubercle  simolating  . .  391 

ureters  obstructed  by    41 

urine     leaking     into 

vagina  with       283,  682 

-  uterus  enlarged  from  391 
' vaginal     examination 

and  . .         . .         . .     41 

-  uvula,  sore  throat  from  613 
!  -  vaginsL,  aching  in   peri- 
neum from    . .         . .  474 

bladder  invaded  by..  288 

diflUcalty    in    micturi- 

>  tion  with    . .  . .  396 

hffimattiria  from    276,  283 

inguinal  glands  second- 
ary to         . .  . .   381 

I urine  leaking  through 

283,  582 

-  of  vertebra    (see    Carci- 

noma of  Spine) 

-  vesical   (see    CaxtUnoma 

of  Bladder) 

-  of  vulva 702 

j chancre  simulating  . .  700 

I difficulty    in    micturi- 
tion with    . .         . .  396 

from  leukoplakia      . .  701 

spread  to  perineum . .  620 

Cardiac  crises,  in  tabes    . .  487 
I  -  dulness    absent    in  em- 
'  physema     . .  . .  217 

I  -  hypertrophy  (ace  Heart, 
I  £nlarR«d) 

!  -  impulse  (see  Heart  Im- 
pulse) 

-  sound  (see  Heart  Sounds) 
Cardlo-resplratory  bruit  ..    90 
Cardiospasm  198,  435 
Cardiosclerosis,     auricular 

fibrillation  from       ..  548 

-  heart-block  from  . .  546 
!  -  paroxysmal  tachycardia 

from    ..  ..      548,  549 

Caries  of  bone,  spontaneous 
I  fracture  from    242,  243 

! from  tuberculosis      . .  668 

' unsuspected   . .         . .  243 

' x-rays  in  diagnosing. .  243 

(and  see  Tuberculosis 

of  Rone) 

-  dental,    antral     abscess 
from     . .         . .      180,  462 

bleeding  gums  from        73 

blood-spitting  due  to    285 

earache  from..  ..   202 

epithelioma  and        . .  684 

epulis  from     . .  . .  684 

face  swollen  from     . .  674 

foul  breath  from      . .     87 

tasto  from  . .  . .   705 

giv«tritis  from  . .  317 

hidden  . .  . .     73 

inflamed   neck   glands 

from  . .  . .   379 

loss  of  weight  from  . .   769 

neuralgia  from  296, 447, 448 

-  -  pain  in  jaw  from     . .  46S 

-  -  ptyalism  from  . .  542 
retraction  of  gums  from  689 

-  -  stiff  neck  from  . .  647 
■  -  tongue  swollen  from. .  698 
-  -  tricrcminal      neuralgia 

from  ..         ..  447 

ulcer   of   tongue  from 

198,  739 


CarieM,  dnttal,  nrntd. 

ulcerative     <tomiti'U 

from 
(and     see     ryorr^Kta 

AJveolaris) 

-  of    ear  boties   (ind  fee 

Otorriicea)   . .        Atl, 

-  pubic     bones,     irumma 

simulated  by . . 

sarcoma    simuhted 

scrotal  swelling  from 

-  rib,   pain   in   the  cbost 

from    . . 

-  sicca 

tenderness     of    spioe 

from 
Caries  of  spine  {^et  spiiuJ 

Caries) 
(Carminatives,     beartbnm 

relieved  by    . . 
Cam  in.  uric  acid  frtmi 
Carotid  artery,  forcibly  pid- 

S'lting  . . 
Carotid     pulses,    unequal, 

from  anearysm 
Carpal    joints,    pulmonary 

arthropathy  of 
Carpenter's  itch  . . 
Carpenters,  serratus  magna 

paralysis  in  . . 
(yorpopedal     contractiorH, 

in  rickets  152. 
tetany                    15J. 

Carpopedal  spasm.. 

in  infants 

(^pus,  tuberculous  disetae 

Carriers,  typhoid  .. 
Cartilage,  on  exostosis    .. 

-  internal  semilunar,  kirk 

on.  shock  from 
vomiting  from  .. 

-  in  kidney  tnmoors 

-  lunus  Mecroj-ing       40*, 
Cartilaqe.   semliuaar,  db- 

plaeemeat  of . . 
I  oose    - . 

-  ulcerated  by  lopos 

-  urate  of  sodium  in 
Cartilages,     blackened    in 

ochron(»i3      . .     iSS, 
Caruncle,   urethral.  Need- 
ing from 

dyspareunia  from 

inflamed,  retention  of 

urine  from 

levator      ani     spam 

from 

-  —  pain  from 

prolapse  of  urethra  n- 

mulating     . . 

strammry  from 

vaginismus  from 

vulval   swelling  from 

Caruriculffi  myrtifonmi^.  lo- 

tlomed  ifi  conorrhopA 
Casein    indigestion,  stoob 

with    . . 
Ca.seous  glands  (see  Lympb* 

atic  Glands) 

-  mass  in  sputum 
Cast«llani,  on  dbobie*^  itch 
Castor  oil,  foal  taste  from 
Casts,  bronchial    .. 
Casts,  decMiMl 

Casts.  IntertiMl  {Fig.  ITS) 
398.  m 

-  prostatic 

-  renal    (see    Tube-OMts) 
Casts  of  utoras     . .     IM, 
Casts.  vaiQinal 
Catalepsy,  abeence  of  f*- 

timie  in 

-  bradypnce*  in   ..        ^ 

-  dementia  and    . . 

-  dilated  pupil  from 

-  maintained  attitudes  in 

-  melancholia  and 

-  retracted  head  from    . . 

-  risus  sardooicus  in 

-  trismus  from 
Cataract,    anterior    pobr, 

from  ophthalmia  neo- 
natomm 
ulcer  of  cornea  .  .. 

-  block  spots  before  ef« 

froin    .  • 


CATARACT 


CERVICAL  GLANDS 
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(ttHiti. 

'  tlindnew  never  complete 

from 
eoo^cnitaJ,   nTStagrans 

front 
•in  diabetes 
"diplopU  from 
•  titnction,     erytbropsia 


•  aaltiple  images  from  . . 

•  tpibttwlmofirope  in  dia- 

RiKMinff 
Bmrh  of  bile-ducts,  claj- 

ooloixred  stools  from 
■  -  Jmondice  from 
•orrfcal,  baclcacbe  from 
-  -  sterilit  J  from 
-If  duodenum,    pain    in 

dioolder  from 

•  iml,  mnoemia  from 
'•  from  arsenic  . . 

•  -  oommon  cold 

-  epiBtaxis  from 

-  bar  ferer 

-  iodide 

•  in  measles 

-  moring  due  to 
•f  small  biteitini, 

ttf 

jaundice     (see 
Janndira,  Catarrhal) 
liirplHiir  bairs,  dermatitis 


761 

407 
261 
175 

762 
175 

175 

326 
326 
468 
646 

474 
612 
612 
612 
220 
612 
612 
612 
613 

172 


755 
540 


396 
688 
473 

S75 

394 

455 
455 

181 


-  pnuitus  from 
idMier,    coud^,    for   en- 

laiK«d  prostate 
ia    diagnosing    bladder 
distention        45,  665, 

-  oalculus    in    prostate 

470, 

In     dtaignoslng 
tf  pyHrta 

-  vretbral  stricture 
Ib  obtaining  urine  cul- 

.,    in    diagnosing 
stone  in  ureter 
ift  urethra,  discharge  due 

to 
tfMtcrixation,  anuria  after 

42,  396 
iaath  after  . .  396 

•pididTmo-orclxitis  from  478 
ligae  after  . .     594,  595 

te,  ferer  from  bite  of  . .  598 
iltte,  antlirax  from  . .  559 
.  mediocanellata  and  519 
equina,  gumma  of      62 

poipberal     neuritis 

simulated  by.. 

-  lesions,  acute  bedsore 

from 

-  -  gangrene  from 
relaxed   sphincter 

with 
•  sarcoma  of     . . 

-  tnmoar  of,  ansostbesia 

from 
■tfi  tiUlfM,  tumtttr  of, 
tMNrtl  aceount  of   . . 

-  -  mmcle  wasting  from 

61, 

-  pain    in    the    baclc 

from        . .       62, 

-  —  —  leg  from  . . 

paralysed  leg  from 

one  leg  first  from 

paraplegia  from  514,  515 

-  pdTic  tumour  simu- 

lating ..63 

peripheral     neuritis 

simulated  by     . .  515 

-  R.D.  from  . .         61,  62 

-  rectal  examination  in 

-  sacro-iliac  joint  di> 

sease  simulating 

-  sciatica  simulated  by 

62,  439 

-  •  Toginal  examination 

in 
ustic  potash  (f^ee  Potasli, 

Camtic) 
•oda.  in  acetone  test    . . 

-  In  biuret  test . . 

-  estimating  acidity    . . 

-  examining  for  clastic 

fibres  .  •        86, 


515 

258 
255 

314 
62 

62 


62 

515 
62 
62 

515 


63 
63 


63 


3 

16 

320 

642 


Caustic  soda,  contd. 

Nylander's  test         . .   202 

in  producing  htematin  284 

Cauterisation     for      ulcus 

serpens  . .   734 

CaremitLs  . .  . .  473 

Cavernous  breatliin^,  over 

fibroid  lung   ..      168,  216 
~  sinus  (see  Sinus,  Caver- 
nous) 
Cavitation,  in  phthisis     . .  643 
Cayenne  pepper  deposit  in 

urine   . .  . .   741 

'Cellists*  cramp     . .         . .   151 
Cellulitis,  from  abraded  toe  410 

-  bacteriological  diagnosis  413 

-  of  calf,  talipes  from     . .  114 

-  carbuncle  simulating    . .  559 

-  from  diasectiou  wounds  240 
'  -  erythema  from  . .  . .  222 
>  -  gout  simulated  by  . .  410 
1  -  leucocytosls  with  . .  410 
'  -  of  neck,  from  actinomy- 

I  cosis  . .  683 

I stridor  from  . .         . .  651 

'  -  oedema  from     410,  413,  415 
I  -  orbital,        distinguished 
I  from  cavernous  sinus 

thrombosis  . .  230 

' exophthalmos  from . .  229 

I tubercle  smiulating  . .  230 

,  Colluinit,  polvic  notot  on . .  691 

-  pelvic  swelling  due  to  . .  688 
I  -  pyrexia  with  ..410 
.  -  red  streaks  in     . .         . .  410 

-  from  septic  finger  . .  410 
'  -  sinus  thrombosis  from . .  229 

Ollulose,    acetate    of,    in 
I  aeroplane  vamiiUi      . .  334 

Central  canal  of  spinal  cord     62 
Centrp,    cheiro-kinsesthctic 
I  {Fig.  266)       . .  . .     624 

-  gloABO-kina»thetio     {Fig. 

266) 621 

'  -  for  vomiting       . .  . .   764 

Centres  in  brain,  for  speech 

{Fig.  266)       . .  . .  624 

,  -  micturition  . .  397 

i  -  reflex,  in  cord  {Fig.  211)  518 
CoroMlar  nrtory,  pottorlor, 

ofliett oflotloni of  ..  58 
I  -  atrophy,    after    specific 

fevers 729 

' tremor  from  . .         . .   729 

-  hsemorrhoirp  . .  538,  768 
I  -  peduncle  lesion,   tremor 

from 729 

-  tracts,  r61e  in  co-ordina- 

tion      55 

''■  -  tumour,      ankle  -  clonus 
I  from  . .  517 

ataxy  from      58.  517,  592 

I Babinski's  sign  with . .     68 

. bradypncea  from      . .     84 

cerebellar   abscess   si- 

'  mulating  . .   517 

i disseminated   sclerosis 

I  simulating  . .         . .  517 

I falling  to  one  side  from  592 

headache  with  . .  517 

I  —  hesitant  voice  from..  517 

: hypothermia  with     ..311 

intention  tremor  from  517 

knee-jerk    increased 

from  . .  517 

lateral  sclerosis  from        68 

nystagmus   with   407, 

407,  '»17.  592 

oliesity  from  . .     408,  410 

optic  atropliv  from  . .   592 

neuritis  with      517,  592 

paraplegia  from         . .   514 

retracted    head    from 

689,  592 

scanning  speech  from  517 

sphincter  troubles  from  517 

tendon  reflexes  exag- 
gerated with  . .   592 

vertigo  from  . .  . .   752 

vomiting  with  . .   517 

Cerebellum,  abscess  of  (see 
Abscess,  Cerebellar) 

-  centre  for  equilibrium..   751 

-  encephalitis     of,     ataxy 

from    . .  . .  .'.58 

Corobollum,      letions    of. 
ettttino  ataxy  58,  59 


Cerebrllum,  lesions  of,  cotUd. 
gait  with        . .  . .     58 

-  -  nystagmus  from        . .     59 

speech  changes  from       59 

vertigo  from  . .         . .     58 

-  reeling  from  disease  of . .  251 

-  r61e  in  co-ordination    . .     55 
Cerebral       abscess       (see 

Abscess,  Cerebral) 

-  aneurysm  (see  Aneurysm, 

Cerebral) 

-  arteries,  atheroma  of  1,  406 

Corotiral    dinato,    oanoral 

signs  of  organic        ..  295 
Corobral  dwarfism  . .  188 

-  embolism  (see  Embolism, 

Cerebral) 

-  tuBmorrhage    (see     Ilaa- 

morrtiage.   Cerebral) 

-  tumour,  hypertension  of 

cerebrospinal  fluid  with  304 

-  {led uncles,    ataxy    from 

lesions  of  . .     58 

-  softening,  albuminuria 

with     . .  . .  . .  495 

from  arterial  degenera- 
tion ..         ..108 

caisson  disease  . .   108 

Cheyne-Stokcs  breath- 
ing from  . .   108 

deep  reflexes  increased 

from  . .  . .   725 

diplegia  from  . .  515 

from  embolism       108,  515 

endarteritis    . .         . .  515 

general  paralysis      . .   108 

glycosuria  with         . .  495 

hyperpyrexia  from    . .  309 

from  hemorrhage     . .  515 

laryngeal  paralysis  from495 

mental  failure  from . .   725 

paralysis  agitans  simu- 
lated by     ..  ..   725 

paraplegia  from        . .   514 

(tseudo-bulbar  paraly- 
sis from       . .  . .  589 

rigidity  from..         ..   725 

round  an  abscess      . .   306 

a  tumour    . .  . .   306 

sphincter  trouble  from  725 

from  syphilis. .       108,  515 

thrombosis     . .         . .  515 

weakness  from         . .   725 

-  syphilis     (sec      Syphilis, 

Cerebral) 

-  thrombosis  (see  Throm- 

bosis, Cerebral) 

-  tumour,  aphasia  from . .  626 
arteriosclerosis    simu- 
lating . .  . .   295 

atrophy    of    masseter 

from  ..  ..   447 

aura  with       . .         . .     68 

Babinski's  sign  with . .     68 

brachial      monoplegia 

from  . .  . .   602 

bradycardia  from    84,  711 

bradypnwa  from      . .     84 

Cheyne-Stokes  breath- 
ing from     . .  . .   1 08 

choked  disc  from      . .   306 

coma  from  117,  144 

first  sign  of  ..118 

convulsions   with    68, 

141,  146,  147 

diabetes  insipidus  from  537 

Corobral   tumour,   distinc- 
tion from  abscoss     . .    84 

dreamy  state  from  . .     68 

dyspepsia  simuluto<l  by  315 

ebb  and  flow  of  knee- 
jerk  with    . .  . .   359 

giddiness  from       302,  306 

glycosuria  from        . .   264 

hsbmorrhage  into   303,  306 

headache    from,    147, 

264,  205,  302,  30<;, 
315,   429,  502,  525, 

537,  626,  708 

unilateral,   from    . .   294 

liemiaiiopsiu  from     . .   302 

hemiplegia  from 

«J8,  303,  306 
•  -  hippus  from  . .  . .   552 

hyj)eraciisis  from      . .   308 

hyperpyrexia  from   ..   309 

hypothermia  with     ..   311 


Cerebral  lunwur,  rout  J. 

hysteria  simulated  by  727 

insomnia  from       321,  322 

Jacksonian     epilepsy 

from  ..      137,   147 

-  knee-jerk  lost  with  . .  359 

latent  . .         . .  . .   3Ut> 

lead  poisoning  simu- 
lating ..119 

lumbar    puncture     in 

diagnosing  . . 
lymphocytes   in    cere- 
brospinal fluid  in  . .   305 
myxoedema     simulat- 
ing . .  . .  . .     38 

noiaes  in  the  liea«l  from  4«M» 

obesity  with  . .         . .  410 

optic     neuritis     from 

147,  261,  315,  429, 
502,  525,  537,  626,  711 

pain  in  the  face  from    447 

foot  from    . .  . .     68 

paralyses  from       117,  315 

paresis  from  . .         . .   711 

-  -   -  unilateral  from     ..    118 

-  -  photophobia  from     . .   525 
pupil  small  with       . .   552 

-  -  without  signs  of  pres- 

sure. .  . .  . .   502 

simulating     cerebral 

tuomorrhoge  . .   306 

trance         . .  . .   120 

softening  round        . .   3<M'i 

taste  loss  from        . .   705 

tenderness     of     s<'alp 

from  . .      710,  711 

tremor  from  ..      721,  727 

tic  douloureux  simu- 
lated by  . .   447 

tinnitus  from  . .    723 

unemia  sinuilating  . .     85 

vertiffo  from  . .  . .    752 

vomitint;    from,     117, 

264,   302,   3(M!,   ."ii:., 
429,   502,   525,   537, 

r.20,  711,  7G5,  708 
visual  aura  with       . .     08 

-  vein  (see  \'ein,  Corebnii) 

Coroliral  vomiting  8i,  295, 

315,  767 
CJerebritis  (see  Kncephalitis) 
Cerebrospinal      fpv«'r     (s«.< 
Meniimiti:!,      Cerebro- 
spinal) 

-  fluid,  albumin    a    trace 

only  in  . .  . .   421 

Corobrosplnal  fluid,  bacteri- 
ological examination  of  305 

cultures,  in  diagnosing 

septicttiniia. .  ..   507 

in  diagtiosing  menin- 
gitis. .  . .  . .   590 

Corobrosplnal    fluid,    from 
oar  119,421 

Fehling's  solution  re- 
duced by    . .  . .   178 
Cerebrospinal  fluid,  general 
characters  of..     304,  305 

in    general     paralvsis 

120,  243,   30G 

lymphocytes  in 

110,  120,  511 

in  general  paralvsis 

243,  306 

tabes  . .  . .   440 

meningitis      ..  ..511 

meningococci  in        . .   590 

from  nose,  due  to  frac- 

turofl  base  llU,   178 
polymor|>honuclear 

cells  iti        . ,  . .   511 

rate  of  flow  of         . .   30 1 

redurintr  power  of    ..   301 

not  tinged  by  jauiulice  324 

trypanosomcs  in       . .      28 

tubercle  bac'illi  in     . .   59n 

urea  in,  in  uraemia  , ,     85 

Wassermann    reaction 

in     ..         110.  120,  305 
xantho-proteio  reaction 

in 301 

(and  see  Lumbar  Tuncture) 

Orebnun  («ee  Hniiii) 
Cerumen  (see  Wax) 
Ceruminous  glands  in  ear     421 
Cervical  eland «*  (see  Lym- 
phatic Glands,  Cervical) 
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ntd. 

hrombosis  in . .  133 
lonoplegia  in . .  503 
ougli  in  . .  149 

is  in  . .  . .  10 
ti4  iu  . .  . .  615 
in  272,  870,  372 
luria  in  . .     12 

1  systolic  bruits 

90,  91 
ns  of  . .  . .   144 

ent  to  rigors  in  594 
in         ..  ..ICO 

fcllcal  vomttino 

4.  764,  765 
in         ..  ..165 

alkingin  ..  623 
■rriioM  In  3,  171 
a  of  kidney  in  356 
in  ..  ..218 
in        ..  ..220 

Miholuric  jautt- 

..634 
ocarditis  in   . .     54 
t>odies    in    air- 
M  in     . .         . .     87 
n  ..         ..422 

in        . .  . .   179 

micturition  in     394 
Destinal     &ymp- 
1,  from  bacteri- 

•  ■  ••  ••        i  yj 

>dema  in         . .  413 

jloais  in           . .  355 

of  te«th  in     . .  265 

pains  in           . .  466 

ciniioeis  in     . .  372 

ease  in,  fatal  . .  54 

in        . .          . .  14 

c  in      . .          . .  297 

ia  in    . .          . .  58 

'<  purpura  in   . .  556 

lanf?  in           . .  109 

ruiur's  disease  in  130 

ravis  of           . .  325 

in,  from  bacteri- 

itomnia  of      ..321 

1  colic  in  . .  425 
eptJon    in     78, 

585,  678 

heart  in         . .  549 

;y  in     . .         . .  323 

ilacia  in           . .  734 

:  absent  in      . .  510 

ehend  in          . .  204 

with  cirrhosLs  in  272 

I  obstruction  in  157 

s  in  blood  in . .  360 

t  in       . .          . .  25 

ted  in  . .          . .  26 

anus  vesicles  in  756 

in          ..      2ol,  .362 

•portions  in  . .  366 
ytes   in            23,  26 

18  in  . .  . .  384 
»d  heart  failure 

I            . .          . .  54 

lental  deficiency 
ns  of    . .        . .  623 

ine  in  . .  . .  524 

,y  in     . .  . .     60 

res  in    . .  . .  402 

>ylonis  palpable 

660 

rermicularis  in 

79,  520 

■raploola  In,  list 
SM  of  ..        ..510 

>8cess  in  . .  680 

al  effusion  bulf?- 
est  in    . .         . .    169 
U  neuritis  in  . .  512 
in         . .  . .  366 

1  appetite  in  . .  13 
iplepic  chorea  in  134 
yngeal  abscess  in  047 
il  bulging  in  89, 

109,  200 
s  ani  in  . .     79 

d  pyrexia  in  . .  OO.I 
sukremia  in  . .  37 
ry  second  sound 

•  •  •  •  •  ■  ^ 

is  in     ..         . .     91 

leuksemia  in  . .  5r)0 

in     . .    . .  12 


436 


3 

..  366 

..  735 

72,  556 

..  188 
..  545 
..  132 
..  713 
272,  634 


91 

440 


85 
151 

573 

43 

380 
668 
422 
590 


Children^  amid. 

-  pyelonephritis  in  . .     12 

-  pyTMia  in,  from  gastritis  766 

-  rarity  of  phthisis  in     . .  385 

-  rectal  polypi  in . .         . .     78 

-  rheumatic  epigastric  pain 

UK  •  •  •  •  •  • 

-  rheumatoid  arthritis  in 

35,  {Fig.  169)  377 

-  rickets  in  . . 

-  Kiedel*s  lobe  in . . 

-  scrofula  in 
Children,  eeurvy  In 

-  sexually  mature 

-  sinus  arrhythmia  in 

-  spastic  paraplegia  in 

-  spinal  caries  in . . 

-  spleen  enlarged  in 
palpable  normally   in  634 

-  splenomegalic  cirrhosis  of  332 

Children,  Still's  dISMise  In 

35,378 

-  syphilitic  arthritis  in  . .  348 
liver  in  . .         . .  372 

-  systolic  bruit  over  manu- 

brium in 

-  tabetic  pains  in . . 

-  tachycardia     in,      from 

caseous  bronchial 

elands 

-  tetany  in  3, 
Children,  thermometry  in, 

notes  on 

-  tuberculous,  anorexia  in 

-  tuberculous         cervical 

glands  in 

dactylitis  in  . . 

ear  disease  in . . 

meningitis  in . . 

peritonitis  in..         47,  48 

Children,  unexplained  py- 

rexlt  In  ..571 

-  urticaria  in        . .  . .  489 

-  vomiting  In  fevers  of  764,  765 
from  worms  in         . .   767 

-  Werdnig-Hoflmann  par- 

alysis ill 

-  water  in  tissues  of 
Chill,  acute  nephritis  from 

-  athetosis  after  . . 

-  myaltria  from    . . 

-  pain  in  the  limbs  in  463.  404 

-  tremor  from 
CHILLS      .. 

-  (and  see  Rigors) 
Chimney-sweep's  cancer 
Ghin.  aone  affecting 

-  blow  on,  ear  injured  by  421 

-  dropping    of,    in    myas- 

thenia . .  . .  235 

-  heavy,  in  acromegaly   . .   237 

-  irritation,  hiccough  from  307 

-  receding,  in  microcephaly  188 

-  sycosb  affecting  . .  558 

-  syphiloderm  of  . .         . .  490 
China,  distoma  pulmonale 

111  •  •  •  •  •  • 

-  lung  fluke  in 
Chloasma,  in  phtheiriasis 

-  pigmentation  in 

-  tinea     versicolor    simu- 

lating . . 

-  uterinum  . .        99, 

-  from  vef«icants  . . 
Chloral.  bradypna?a  from 

-  Cheyne-Stokes      breatli- 

ing  from 

-  coma  from 

-  erythema  from  . . 

-  hypothermia  from 

-  purpura  from    . . 

-  reduction  by  urine  nfter  201 
Chloralamide,       erythema 

from    . . 
Chlorate    of    potash     (see 

Potassium  Chlorate) 
Chloride  of  barium,  in  bile- 

I  t€!Sv        •  •  •  •  •  • 

carbolnria  and 

Chloride    of    calcium    (see 
Calcium    Chloride) 

-  sodium,  thirst  from 

-  sulphur,     acute     yellow 

atrophy  from 

jaundice  from  32.'i.  33 1,  337 

Chlorides,  in  hydatid  fluid  370 
'  -  phosphaturia  and         . .  523 


135 
384 

281 
132 
407 


i2V 
594 

621 

489 


292 
645 
527 
527 

250 

527 

527 

81 

108 
118 

■•  ^  ■» 

311 
553 


•>oo 


744 
747 

720 
334 


Chlorides^  eonld. 

-  in  urine,  absent  in  pneu- 

monia . .  . .   160 

deflcient  in  pneumonia  335 

diminished  m  nephritis    10 

in  phosphorus  poison- 
ing   336 

Chlorine,  corysa  from      . .  178 

-  sore  throat  from  . .  613 

-  stridor  from      . .         . .  650 
Chloroform    and    benzine, 

specific  gravity  mea- 
surement wHh 

-  bradypncea  from 

-  coma  from 

-  glycuronic  acid  from    . . 

-  hnmoglobinuria  from  . . 

-  headache  from  . . 

-  in  indican  test  . .     314, 

-  methylene  blue  and     . . 
Chloroform  polsonino,  do- 

tetany  from   . . 

-  reduction  by  urine  after 

-  in  tetanus 

-  tinnitus  from     . . 
Chloroma    ..  39, 

-  age  incidence  of 

-  annmia  in    . .    32, 


534 

84 
118 
261 
284 
295 
745 
747 

4 

151 

261 

730 

723 

556 

556 

39 

blood  changes  negative  in  556 

bone  swellings  in  39,  205,  556 

-  green  tumours  in        39,  556 

-  lachrymal  glands  enlarg- 

ed in    . .         . .  . .  556 

-  lymph   glands   enlarged 

in        . .         . .      205,  556 

-  lymphocytes  in  cerebro- 

spinal fluid  in  . .  305 

-  purpura  in         . .  . .  553 

-  related  to  leuknmia     . .     39 
lymphosarcoma        . .     39 

-  salivaiy  glands  enlarged 

in        . .         . .         . .  556 

-  simulating       lymphatic 

leukaamia  . .  205 

-  spleen  etUarged  in        . .  205 

-  spontaneous        fracture 

from    . .  . .  242 

Chlorosis,  age  incidence  of    36 

-  albuminuria  rare  in  37 

-  amenorrhoea  in    18,  37,  274 

-  aneemia  in         . .         . .     32 

-  blood  changes  in        36,  274 

-  bruit  de  diahle  in         . .   299 

-  cachexia     chlorotica     a 

synonym  for  . .  . .     99 

-  colour  index  in  . .  . .     36 

-  constipation  in  . .  37,  123 

-  cured  by  marriage  . .     36 

-  dyspnoea  in        . .  . .  274 

-  epistaxisin        ..  ..  221 

-  flushing  in          ..  ..241 

-  gastric  ulcer  in  . .  . .  274 

-  gastrostaxis  in  . .  . .   274 

Chlorosis,  general  account 
of  . .       36.  274 

-  hffimatemesis  in        206,  274 

-  heamic  bruits  in. .  37,  99.  299 

-  heart  impulse  displaced 

from 299 

-  iron  in    . .  . .  . .     36 

-  noises  in  the  head  with  406 

-  nourishment  good  in    . .   274 

-  occupation  and . .         . .     36 

-  opdema  in  37,  274,  413,  415 

-  palpitation  in    ..     274,  484 

-  prognosis  in       . .  . .     36 

-  pulmonarv  systolic  bruit 

in         .'.  ..        91,  299 

-  rest  in  bed  in     . .         . .     36 

-  sclerotics  bluish  in       . .  274 

-  sex  incidence  of . .         . .     36 

-  skin  greenish  in . .         . .  274 

-  therapeutics  in  diagnos- 

ing      . .  . .  . .     36 

-  vicarious     menstruation 

and      . .  . .  . .   274 

-  (and  see  AniomiiO 
Chocolate   and    milk    pna, 

from   hepatic   abscess  253 

-  oxalate  from      . .  . .  424 
Choked  disc  (see  Neuritis, 

Optic) 
Cholnmia,  in  cirrhosis     . .   332 

-  coma  from         ..      117,  324 

-  convulsions  from  ..   321 

-  death  from         . .         . ,   324 


ChoUrm>4X,  eontd. 

-  delirium  from    . . 

-  headache  from  . . 

-  from  jaundice    . . 

-  stupor  from 
Cholaiigitis,    abscesses    of 

liver  from 

-  albumosuria  with 

-  from  carcinoma  326,  333, 

-  empyema  from  . . 
of  gall-bladder 

-  gall-stones  254,  326,  333, 

-  jaundice  from  326,  332, 

-  leuoocytosis  with 

-  liver  enlarged  from    333, 

-  pain  in  the  back  from  . . 

-  pleurisy  from    . . 

-  rigors    from    326,    333, 

369, 

-  septicemia  from 

-  tender  liver  with      333, 

-  in  typhoid  lever 

-  urooUin  with     . . 
Cholecystitis,  duodenal  ul- 
cer simulated  by 

-  exploration  in  diagnosing 

-  indigestion  simulated  by 

-  pain  in  hypochondrium 

from    . . 
shoulder  from 

-  phantom  tumour  simu- 

lating   

-  pleurisy  simulating 

-  pyrexia  from     . . 

-  rigors  from        . .     450, 

-  suppurative   from    gall- 

stones 

rigors  from    . . 

Cholelithiasis     (see     Gall- 
stones) 

(Cholera,  albuminuria  in  . . 

-  anuria  in 

-  blood  inspissated  in 

-  CTheyne-Stokes     breath- 

ing in  . . 

-  coma  in  . . 

-  comma  bacilli  in 

-  cramps  after 

-  cyanosis  in 

-  gangrene  from  . . 

-  general  wasting  from    . . 

-  haamatemesis  in        205, 

-  hyperpyrexia  in 

-  indicanuria  from 

-  leuoocytosis  in  . . 

-  maligna,  cyanosis  from 

-  menorrhatria  from 

-  nephritis  from   . . 
Cholera  nostras 

-  pain  in  the  limbs  in 

-  polycythemia  in 

-  purpura  in 

-  pus  in  stools  from 

-  rice-water  stools  in    273, 

-  rigor  rare  in 

-  severe  diarrhcea  in 

-  simulated  by  trichinosis 

-  tenesmus  in 

-  thyroid  gland  enlarged  in 

-  uridrosis  in 

-  vibrio  in  motions  in 
Cholesterin   crystals   {Fig. 

124) 

in  hydrocele  . . 

mucocele 

Cholesterol  in  ascitic  fluid 
Choline,    in    cerebrospinal 

fluid    . . 

-  periodide 

-  platinochloride    crystals 
Choluria 

-  from  flstula  between  bile- 

duct  and  urinary  tract 

-  (and  see  Jaundice) 
Chondroma,  of  breast 

-  hand 

-  ilium,  pain  in  iliac  fossa 

from    . .  . .      454, 

-  pain  in    . . 

-  of  pelvic  bones  . . 

-  ulceration  over  . . 
Chorda  tympanl.  paralysis 

of    (see    I'aralysis    of 
Chorda  Tvmpani) 

CHORDEE 

-  from  fracture  of  penis. . 

-  gonorrhoea         . .      108, 


324 
290 
324 
324 

332 
16 
662 
100 
333 
597 
369 
360 
369 
710 
106 

597 
637 
369 
333 
101 

450 
450 
316 

450 
475 

659 
432 
450 
595 

597 
597 


13 

42 

161 

108 
117 
717 
152 
161 
255 
59 
273 
309 
314 
360 
157 
386 
9 
717 
403 
533 
553 
557 
717 
595 
533 
404 
717 
722 
055 
273 

254 

095 

254 

50 

305 
305 
305 
743 

744 

080 
071 

460 

071 
07S 
671 


108 

lOS 
617 


CLUBBED  FINGERS    —    COLITIS,   MUCOMEMBRANOUS 


801 


WW  tittyfrs^  cuHtd. 

-splenic  anaemia         ..   Ill 

-  s^enomegjiUc  cirrhosis 

332,  033 
bbiQs;  of  toes,  with  con- 
feaitai    heart   disease  157 
in  polmonarj  stenosis    91 
ihmien,    Dapujtren's 
cxxitracture  in  . .  142 

nlability  of  blood,  defi- 
sient,  menorrhat^ 
Erom     ..  ..      386,  387 

olation,  spontaneous, 
af  ascitic  floid  . .     48 

a  pleoritic  effusion  . .  1<)2 
i<  arine  . .  108 

mlnerv,  anthracosis  in  288 
sarcinoma  of  scrotum 

in 621 

photophobia  in  . .  524 
irBitB  in  . .  240 

Kly    granular   eodno- 
>ldLe    oelLs    (and    see 
Bosinophilia  and    Eo- 
dnophile  Cells) 
ine,  aBthma  relieved  bj  555 
examining  larynx     . .'  199 
urethra  ..  183 

bit,  Magnan's  sign  in  611 
■enae  of  creeping  worms 

in     . .  ..  611 

—  floe   sand   under 

skin  in  . .  Gil 

Jpitation  from       481,  486 
fck  marks  in  diaj^nosing  486 
ppositorj,  in  diagnos- 
ing cause  of  anal  spasm  128 
MBor  from  724,  726 

Udjnia,  rectal  examin- 
ation in  diagnosing   . .   587 
gfx,  bedsore  over       . .   257 
»mination  of,  per  rec- 
tum    . .  . .      584,  587 
itoa,     auditory     nerve 
ending  in        . .         . .   163 
ileate  uterus,  dysmen- 
ORhoea  with  . .         . .  192 
eCPoszi,  sterility  from  645 
m,  caffeine  in  . .         . .  534 
camte  from  . .  424 
itynria  from    . .         . .  534 
•llT«r    oil,    foul    taste 
from    . .  . .  705 
iae  axis  artery,  aneur- 
ysm of  . .  331 

lwdliMn.tlie         ..  171 

■e,  caffeine  in  ..         ..  534 
Im  angina  pectoris 
flmn  . .  434 

Mtritis  from  . .  . .  267 
■art  irregular  from  . .  486 
•oowia  from  . .  320,  322 
KBlatefrom  ..  424 

ilpitatjon  from  484,  486 
alyaria  from  . .  . .  534 
iM-ground  vomit  268,  269 
b-lid  CTjrstals  . .  . .  524 
I  impacted  in  ocsopha- 

pis 195 

land,     with     pneumo- 
thorax 168.  530 
over  subdiaphragmatic 

..451 


BB,  excessive,   menor- 
rhagiafrom    ..         ..  386 
lotnre  of  penis  from  . .  108 
MBatoma  of  penis  from  473 
armptos,     menorrha- 
lla  from                     . .  388 
raCnl  Cwe  Dyspareunia) 
lit    Fox,    vacciniform 
■ythema  of  infants. .  401 
,  amenorrhoea  from  . .     18 
lohlal     neuralgia    in- 
xeased  by     . .         . .  442 
Qm  from                   . .     96 
t^ing,  in  rickets       . .  145 
llblain  from    . .         . .   737 
nmon,  anosmia  in    . .  612 
menic  effects  simulat- 
ing   178 

bnmiism  simulating..  178 
laooes  inflamed  in  . .  615 
lodtem  simulating  ..  178 
measles      simulating, 

178,  228  1 
catarrh  in        . .  612 


Co/J,  common  conld. 

cpdema  from  . .      413,  415 

palate  inflamed  in    . .  615 

taste  loss  from  . .    705 

uvula  inflamed  in     . .   615 

dead  fingers  from  . .   162 

effect  on  functional  albu- 
minuria . .  . .     15 
erytliema  from  . .     222,  224 
erythromelalgia  relieved 

by        441 

excessive,  coma  from  118, 119 

febrile 178 

feverish,  rigor  in  . .  594 

fibrillar  contractions  from  134 


475 
255 

281 

441 


..  178 
. .  467 
..  475 
. .  178 
10,  42 
. .  474 

441 
395 

497 


58 

97 

609 
149 
647 
447 
725 

645 

212 


-  fibrositis  from    . . 

-  gangrene  from  . . 

-  hsamoglobinuria  from  . . 

-  intermittent  claudication 
increased  by  . . 

-  micrococcus    catarrh  alls 
causing 

-  myalgia  ^om 

-  myositis  from    . . 

-  nasal  discharge  in 

-  nephritis  from   . . 

-  pain  in  shoulder  from 

-  Raynaud's    disease    in 

creased  by 

-  retention  of  urine  from . , 

-  sense  lost,  iti  IJrown-S6 

quard  paralysis 
from  cerebellar  ar- 
tery lesions 

in  syringomyelia  62, 

f63, 

-  sensation  as  of,  in  syrin- 

gomyelia 

-  sheets,  cough  from 

-  stiff  neck  from  . . 

-  tic  douloureux  and 

-  tremor  from      . .      724, 

-  whooping-cough      simu- 

lated by 

Ck)Idness,  feeling  of,  with 
fatty  heart     . . 

Ck>li    bocilluria   (and    sec 
Bacteriuria) 

albuminuria  iti       455, 

apparently    healthy 

urine  with  . . 

appendicitis  simulated 

by 

causing  obscure  fever 

in  infants   . . 

chills  from 

culture  of  catheter  spe- 
cimen in  diagnosing  455 

cystitis  sinmlatcd  by     569 

diagnosis  of    . . 

frequent  micturition 

from 

hematuria  from 

leucocytes  in  urine  in 

operation  in  oiises  of . . 

pain  in  iliac  fossa  from  462, 

454,  455 

pneumaturia  from    . . 

in  pr^nanoy. .        12, 

pyelitis  simulated  by 

pyrexia  in  455,  {Fig. 

193)  456. 

relapse  in 

right-sided  as  a  rule  . . 

strangury  from 

sweatin(?  from 

ureteritis  from 

COLIC        

-  abdomen  retracted  with 

-  abdominal  fullness  with 
tenderness  absent  with 

-  acute  onset  of    . . 

-  aneurysm  simulating    . . 

-  appendicitis  simulating 

Colic,  appendicular 

simulated    by    spinal 

lesions 

-  from  arsenic 

-  biliary,  acute  abdominal 

pain  from 

collapse  with  . . 

constipation  with 

from  gall-stones    116, 

130,   252,   272.  326, 

Colic,  biliary,  general  ac- 
count of 

jaundice  with        116, 


Co/ic,  biliary,  contd. 
movable  kidney  simu- 
lating . .      450,  451 

night  attacks  of        . .  451 

pain  in  back  from     , .  450 

.in  epigastrium  from  436 

hypochoudrium  from 

116,  450 

shoulder  from    116, 

from  pancreatitis  328, 

pelvic  lesion  simulated 

bv 

recurrent 

rolling  about  with    . . 

shivering  with 

simulated    by    renal 

colic 

simulating  dysmenor- 

rbcBa 

sweating  with 

Colic,  biliary,  tymptoms  of 

tenderness     in     right 

shoulder  from 

urates  after    . . 

vomiting    from     116, 

765, 

-  borborygmi  with 

-  carcinoma   of  bowel 

mulating 

-  from  carcinoma  coli 

-  colitis 

-  colitis  simulating 

-  collapse  with     . . 

-  constipation  with 
cramps  related  to 


si- 


1 1, 


114, 
115, 


450 
329 

468 
328 
592 
116 

450 

193 
116 
327 

709 
451 

767 
593 

115 
126 
126 
115 
593 
122 
150 


530 
573 

455 


569 
569 


218 

394 
275 
455 
455 


530 
452 
569 

569 

456 
452 
649 
569 
455 

114 

115 
115 
115 
593 
115 
115 
116 

461 
64 

193 
116 
131 


327  - 


116 

131 


Colic  diaonosis  from  thinot 
slmulatlno     ..        ..115 

-  facies  in  . .         . .         . .  114 

-  with  gall-bladder  enlarge- 

ment . . 
Colic,  OMoral  account  of 

-  in  Henoch's  purpura    . . 

-  infants    . . 

-  intestinal,  abdomen  rigid 

with    . . 

from  alcoholic  excess 

borborygmi  with 

in  children 

ectopic  testis  simulat- 
ing   

eructations  with 

from  food 

general  abdominal  pain 

from  . .      193, 

Colic,  intestinal,  general  ac- 
count of 

in  Henoch's  purpura 

from  indigestible  food 

legs  drawn  up  in 

nausea  with  . . 

from  obstruction 

pain  relieved  by  pres- 
sure in 

paroxysmal   character 

pelvic  lesion  simulated 

by 

Colic,  Intestinal,  perltonttis 
distinfluished  from    . . 

pulse-rate  in  . . 

pyrexia  with  . . 

rolling  about  with    . . 

simulating   dysmcnor- 

rhoca 
visible  peristalsis  with 

-  intestinal  neuralgia  simu- 

lating . . 
obstruction  simulating 

-  from  intussusception    . . 

-  intussusception  simulat- 

ing 

-  jaundice  after    . . 

-  laparotomy  and 

-  from  lead  84,  115,  117, 

126,  131,  425,  593 

-  no  leucocytosis  with  . .  593 
Colic,  mucous  ..116 
membranous       colitis 

and 

Colic  pancreatic   . . 

-  pancreatitis  simulating 
Colic,  peritonitis  simulated 

by       ..  115, 

pulse  with 

from  purgatives 

pyloric  obstruction  simu- 
lating   


353 

593 

76 
321 

425 
117 
425 
425 

681 
425 
425 

425 

425 

556 
117 
425 
425 
425 

425 

425 

46K 

425 

425 
425 
592 

193 
425 

115 
115 
127 

115 
326 
593 


114 
116 

115 

593 

114 
124 

115 


D 


Co/iV,  conld. 

-  pyrexia  with      . .  . .  593 

-  relief  by  pressure  . ,  114 
passage  of  flatus  ..  123 

Colic  renal  117 

acute  abdominal  pain 

from  . .  . .   193 

appendicitis  sinmlatcd 

by    . .  . .  . .  451 

biliary  colic  simulated 

by    ..  ..      450.  451 

from    blood-clot    276, 

391,  473 

calculus  278,  279,  394, 

473,  577,  742,  767 

caseous  material       . ,  473 

constipation  with     . .   131 

Colic  renal,  due  to  clots 
from  new  growth     . .  278 

frequent     micturition 

with  . .  . .   394 

gravel  in  urine  with. .  451 

hffimaturia  witli     131,  451 

from  hypernephroma     356 

lead  colic  simulated  by  451 

from  movable  kidney 

394,  451 

pahi  in  groin  with     . .   707 

loin  with     . .  . .    767 

penis  from  . .  . .   473 

testis  with..  ..   767 

pelvic  lesion  simulated  468 

preceditiK  stone  in 

bladder       . .  . .   282 

pyrexia  in      . .  . .  451 

from  renal  growth     . .   355 

rolling  about  witli    . .   592 

simulating   d3'smenor- 

rha?a  . .  . .   193 

torsion  of  ovarian  i)e- 

dicle  simulating    . .   353 
from  tuberculous  kid- 
ney ..         117,  279,  577 
vomiting  in  451,  765,  767 

-  rigidity  of  abdomen  with  593 

-  spasmodic  pain  from    . .   593 

-  spinal  caries  simulating  115 

-  from  stenosis  of  bowel. .   125 

-  sweating  with    ..  ..114 

-  from  tabes         . .  . .   593 

-  tabes  dorsalis  .simulating  115 

-  ureteral,  appendicitis  si- 

mulated by    . .  . .  454 

hasmaturiu  after        . .  455 

local  rigidity  with     . .   454 

-  varieties  of        . .         . .   114 

-  vomiting  with    114,  115,  593 
Oolitis,  abdominal  tcnder- 

uoss  with       . .  . .   1 15 

-  acute,  blood  and  mucus 

from    ..  ..171 

indicauuria  from       . .   314 

pain  and  straining  with  171 

pus  in  stools  from    . .   557 

-  antemia  with     . .  . .     34 

-  blood  and  mucus  stools 

from 66;; 

-  catarrhal  . .  . .   124 

-  chronic,    diverticula    of 

colon  from     . .  . .  453 
pus  in  stools  from  . .   557 

-  colic  from  . .         . .   126 
simulated  by..  ..116 

-  colon  thickened  from  . .   663 

-  constipation  froni         . .   124 

-  diiirrhcea  from  ..  ..115 

-  loss  of  weight  from       . .    769 

-  malignant  disease  simu- 

lating . .  . .  . .   717 

-  membranous,  indicanuria 

from    . .         . .         . .   314 

intestinal  sand  with..  599 

mucous  colic  and     . .   114 

-  mucomembranous,    an- 

aemia with  . .     34 

cast  from  {Fuj.  172). .   398 

constipation  with  {Fig. 

52) 124 

mucous  stools  from  . .   125 

pus  in  stools  from     . .   557 

shreds  iji  stools  from  125 

spasm  of  colon  in  {Fig. 

52) 124 

spastic       constipation 

with  ..  ..125 

tapeworm  simulated  by  519 

tenesmus  from  . .  717 

51 
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COLITIS,    MUCOUS    —    CONGENITAL    HEART    DISEASE 


Colitis^  conid 

-  mucous,  abdominal  pain 

with  ..    115.  IIG 

casts  from         ..   115,  llfi 

constipation  with     . .   116 

mucus  shreds  from  . .  115 

pus  in  stools  from    . .  557 

scjbala  with  . .   115 

tapeworm  simulated  by  115 

-  pain  in  right  iliac  fossa 

from    . .  . .  . .   116 

-  sigmoidoscope     in     dia- 

gnosing ..  ..717 

-  simple,     anaBsthetic     in 

diagnosing      . .  . .     78 

blood  and  mucus  stool 

from  . .         . .     78 

collapse  from  . .     78 

diarrhoea  from  . .     78 

green  motions  from..     78 

pyrexia  in       . .  . .     78 

rectal  examination  in     78 

simulating  intussuacep* 

tion  . .  . .     78 

vomiting  from  . .     78 

Colltit,    simple   acute.    In 

Inftnts  . .  78 

-  tenderness    over    colon 

from    . .  . .  . .  603 

-  tetany  from       . .  . .       3 

-  tuberculous    indicanuria 

from    . .  . .  . .   314 

-  ulceration  of  rectum  due 

to         . .  . .  . .   585 

-  ulcerative,    albumosuria 

with     . .  . .  . .     10 

auffimia  with . .  . .     34 

bacteria  in     . .  . .     77 

blood  per  anum  from 

77,  172 

'  and  mucus  from    . .  469 

diarrhoea  from  76,  77, 

172,  459,  663 

due  to  bacilli . .         ..     76 

dysenteric    symptoms 

in 172 

emaciation  from       . .  663 

-  -  frequent      defsBcation 

from  . .  . .     76 
general  abdominal  pa  iu 

from  . .  . .   459 

wasting  from         . .     59 

haemorrhage  from  bowel 

from  . .  . .  663 

indictinnria  from       . .  314 

mucus  from  ..        77,  172 

pain  from       . .  . .     77 

in  iliac   fossa  from 

452,  454,  459 

pus  in  stools  from    . .  557 

pyrexia  with  78,  063 

shreds  from    . .  . .   172 

sigmoid  colon  palpable 

from  . .  . .  676 
sigmoidoscope  in  dia- 
gnosing         70.  78,  172 

simulating  tvphoid  . .     70 

stools  with  ' ..  ..172 

tenderness  nlong  colon 

in     . .  . .  . .      78 

tenesmus  from  . .   717 

a  variety  of  dysentery     76 

vomiting  from  . .  603 

wasting  from . .  . .     76 

Widal's  test  negative 

in     . .  . .  . .     70 

Collapse,   from   abdominal 


Co'lapse,  contd. 

-  loss  of  fluid 

-  in  malaria 

-  from  movable  kidney 

-  myocarditis 

-  pancreatitis 


311 
30 
115 
212 
264 


Colour  indcz^  contd. 

low,  in  aplastic  anaemia 


24,  55 


injury 


50.1 


-  acute  pancreatitis     436,  661 

-  in  angina  pectoris         . .   433 

-  anuria  from        . .  10,  42 

-  from  arsenic      ..        78,  717 

-  from  biliary  colic         ,.   110 

-  bnidrpncea  in    . .  84.  S.'» 

-  with* colic  ..      Hi,  50.1 

-  from  corrosives. .  . .   208 

-  diarrhoea  . .      171,  311 

-  embolism  of  pancreas   . .      70 

-  extra-uterine  gestation      30.1 

-  u'all-stones  . .  . .   327 

-  gangrenous  appendix   . .   430 

-  hjpmorrhage       ..  ..311 
into  pancreas           70,  20 1 

-  hypothermia  in. .  ..311 

-  with   intestinal  obstruc- 

tion     . .  . .  ..131 

-  from  intu5wusooption   . .     78 


-  perforated  duodenal  ulcer  436 
gastric  ulcer  . .      436,  658 

-  peritonitis  . .         . .  311 

-  phosphorus  poisoning  . .  336 

-  ruptured  aneurysm       . .  434 

-  simple  colitis     . .  . .     78 

-  specific  gravity  of  blood  534 

-  from  tubal  abortion     . .  690 

-  vomiting  . .  . .  311 
(dollar,  shrugging  tic  from  136 
Collargol,    in   pyelography 

354.  (Fig.  166)  356 
Collier  on  albuminuria  of 

athletes  . .  . .      15 

C-olliers  (««ee  Coal-miners) 
Colloid  carcinoma. .        49,  670 

-  milium    . .  . .  . .   733 

Coloboma  of  choroid       . .  415 

-  -  (Plate  XIX)  ..  ..   410 

-  iris  . .  . .  . .  415 

-  lens  . .  . .  . .  415 

-  macular,  nystagmus  from  759 

-  of  optic  disc  . .  . .  415 
Colocynth,  tenesmus  from  718 
Colon,  accumulated  fseces  in  657 

-  ascending,  palpable  nor- 

mal     . .  . .  . .  663 

visible  peristalsis  in . .  663 

whip- worms    in  (Fig. 

218)  520 

-  atony  of  . .  (Fig.  60)  123 

-  bacillus  (see  Bacillus  Coli) 

-  bullous  dermatoses  aCFect^ 

ing       . .         . .         . .     99 

-  carcinoma  of  (see  Car- 

cinoma of  Colon) 

-  congenital   dilatation    of 

(see    Hirschsprung's 
Disease) 

-  dermatitis  herpetiformis 

affecting         . .  . .     74 

-  dilatation  of  (see  Dilata- 

tion of  Ck>lon) 

-  diverticulum  of,  inflamed  600 

-  dropped  . .       (Fig.  183)  420 

-  erythema  buUnsum  affect- 

ing      . .  . .  . .     74 

-  gas  in,  simulating  gas  iu 

stomach         ..         ..215 

-  greedy 12.1 

-  idiopathic   dilatation   of 

(see    Hirsclisprung's 
Disease) 

-  inflamed  (see  Colitis) 
normal    . .         (Fig.  182)  420 

-  pemphigus  affecting     . .     74 

-  sacculation  of    . .  . .  453 

-  scvbala  felt  in  . .  . .  657 

-  spasm  of  (Fig.  52)       . .   124 

-  succussion  in     . .      652,  654 

-  tenderness  along,  in  ulcer- 

ative colitis      . .  . .   78 

-  thickened,  in  colitis     . .  603 

-  time    relations    of    foot! 

in  . .  (Fifi.  49)  123 

-  transverse,    hyperplastic 

tubercle  of     . .          . .  601 

situation  of    . .          . .  600 

visible  in  rickets       . .  060 

thin  persons          . .  660 

-  tumour  of,  ascites  from  46 

portal  obstruction  from  40 

spieen  simulated  by..  661 

Colour     blindness,     from 

alcohol  . .      769,  760 
congenital      . .  . .   762 

Colour   blindness,   o^neral 
account  of     . .     762,  763 

in  hysteria     . .  . .   759 

nystagmus  from        . .   407 

from  optic  atrophy  . .   702 

from  tobacco  750,  700,  702 

-  index,  in  chlorosis     30.  274 
Colour  Index,  definition   20,  21 
high,     in     ankylosto- 
miasis . .  . .   521 

with    parasitic    an- 

tiiiuias      . .  . .     20 

in  pernicious  anaemia 

24,  55,  04,  317.  509 
in  leuksemia  . .  . .     20 


317 


in  gastric  carchioma 

271, 

with    parasitic    an- 
aemias    . .         . .     26 

in  morbus  cceruleus..  533 

pernicious  anaamia  t3rpe   21 

in  polycythemia       . .  533 

variations  iu  pernicious 

anaemia 
Colour  vision,  normal 

COMA 

-  from  alcoholism 
simulating  diabetes  . . 

-  in  acute  yellow  atrophy 

-  aortic  valve  rupture   . . 

-  in  apoplexy       . .      144, 

-  from  asphyxia  . . 

-  Hnbinski's  sign  in 

-  bradypncea  with 

-  from  carbon  monoxide 

-  carcinoma  of  liver 

-  cerebral  embolism 

119, 

hemorrhage  119, 

syphilis 

-  cholaemia 

-  chronic  alcoholism 

-  cirrhosis . . 

-  from  congenital  heart 
Coma,  convulsions  associ- 
ated wKli       . .     143, 

-  in  diabetes  84,  86,  264, 
from  drugs 


304, 
264, 


332, 


24 
758 
117 

310 

85 

333 

210 

147 

144 

69 

84 

119 

373 

640 
303 
144 
324 
144 
371 
144 

144 

764 
144 


300 
204 
118 
144 
310 
144 
144 

313 

590 
144 
147 
610 
144 
75? 


752 


-  in  epilepsy  68,  136,  144,  145 

-  from  excessive  cold       ..   119 

-  with  fatty  heart  ..  212 

-  from  fevers        . .  . .   144 

-  in  general  paralysis  120, 

144, 

-  from  head  injury 

-  head  injury  arising  from 

-  with  heart  disease 

-  from  heat-stroke       119, 

-  hysteria  . .         . .      120, 

-  idiocy 

-  incontinence     of     fsBces 

during 

-  from     increased     intra- 

cranial pressure 

-  intracranial  new  growth 

-  in  Jacksonian  epilepsy. . 

-  Kirkland's  disease 

-  from  large  thymus 

-  laryngeal  spasm 
Coma,  list  of  causes  of  117,  M 8 

-  in  malaria  . .  . .     3() 

-  from  malingering  ..   144 

-  in  M^ni^re's  disease     . . 

-  meningitis         144,  147, 

Coma,  method  of  investi- 
gating a  case  of 

-  in  myxoedema  . . 

-  at  onset  of  fevers 

-  from  opium  poisoning. . 

-  in  pellagra 

-  petit  mal 

-  in  phosphorus  poisoning 

-  from  poisoning.. 

-  pontine  hsamorrhage  . . 

-  in  pregnancy     . . 

Coma,  relation  of  acidosis  to 

-  from  rickets 

-  in  saturnine  encephalo- 

pathy . .         . .      119, 

-  from  severe  hiemorrhage 

-  snake  bite 

-  stertor  in  . .      117, 

-  in  Stokes-Adam«  disease 

83, 

-  from  syphilis     . . 

-  in  uncmia  11,  40,  42.  83, 

144,  146, 

-  after  urinary  operations 
Combined  scleroses  of  tlie 

cord,  ataxy  with      57, 
extensor  plantar  re- 
flexes from 

hyperaosthesia  from 

increased        tendon 

jerks  in  . . 

lesions  of    . . 

paraisthesia  in 

paraplegia  from  414,  514 

sypliilis  and  . .   517 


500     - 


118 

119 
504 
310 
225 
145 
.1.10 
119 
310 
144 
3 
144 

144 
120 
037 
64  7 

114 
114 

417 
42 

251 

444 
010 

444 
517 
444 
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Combustion,  slow,  car 
monoxide  )*otsoii 
from    . . 

Comedones 

-  absent  in  drug  rashe 

-  in  acne    . .  24 1,  559. 

-  iu   lupus  er}themat4 
Comes  ncrvi  median  ar 

l^itenUly   enlartrrd 
Comma  bacilli,  in  chok 
Complexion,  earthy,  in  t 

genital  syphilis 

-  florid,  in  MongoliAm 

-  mottled,  in  Morit^oliH 

-  rubicund,  from  alcut 

-  sallow,  in  tabes.. 

-  (and  see  Fa*«i€a«) 
Compositcw's  cramp 
Concert,  insomnia  from 
Concretioits,  calcareous, 

sputum 
Concretions,  rectal 

concussion        of        bn 
liabinski's    sten 

-  -  coma  from     . . 

from  head  injury 

headache  from 

hyperacusis   aft«- 

jaundice  from        3 

tenderness     of     k 

from  i 

vomiting  due  to 

Conductivity,  auricukwi 
tricular 

Condyloma,  fonerml  aon 

-  in  congenital  sypliilli 

-  cure  by  mercury 
salvarsan 

-  in  ear     . . 

-  on  lips    . . 

-  in  perineum       . .     4 

-  soft  sore  simulating 

-  vulval  swelling  fnna 

-  wart  distinguished  ft 
Cones,  in  retina    . . 

-  retinaU  hemeralopta  i 
Confectioners,  nafl  ehaa 

in 
Congenit-al  abnormalitae 
urinary  opening 

-  absence  of  canalicoU 
of     levator    palpci 

superimis   . . 

olfactory  nerves 

vagina 

Conoenital  alitaptMMrtf 

-  anomalies  of  the  tmi 

-  anophdiohnos    .. 

-  aortic  disease 

-  atelectas^  bronchioci 

from    . . 
baldness 

-  cataract,  nyMagmoB  I 

-  cerebral     diplegia    i 

Diplegia) 

-  cervical  rib 

-  cleft  palate 

-  closure  of  cervix 
Iiymen 

-  cochleate  uterus 

Congenital  celebeiM 

-  colour  blindncm 
Congenital  creseeats 

-  cryptomenoniMPa 
Congenital  cyaaesis 

-  cystic  hygroma. . 

-  defect  of  spine  . . 

-  deficiency  in  oretlin 

-  diapluagmatic  liemii 

-  dilatation  of  colon 

-  dislocation  of  hip 

-  enophthalnKw    . . 

-  fibroma  of  media^tii 

-  harelip    . . 

-  heart  disease,  aortic 

blood-count  in 

bruits  with 

without  bruits  j 

clubbed  flntfcn  ; 

toeii  with  II L 
J 

conui  from.. 

convubiooff  froi 

cvanoais  with  11 

i«i,  157, ;: 

dyspncra  with  . 


CONGENITAL    HEART    DISEASE    —    CONVALESCENCE 
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/  hrar{  ducasr^  contd. 

il    heart    ditsase, 
[  large  from     91,  215 
J    heart   disease, 
I  on 

Ipltation  from  . . 
lent  septum  ven- 
trioulorum       111,  533 
thisis  and  . .  288 

Ijcytbasmia   with 

215,  533 
Imoaarj   stenosis 
ht>in        . . 
ngnosis  in 
:tjr  types  of 

il    heart   disease, 
(toms  of  •  • 

}tollc  apical  bruit 

from 

rilLs  wlUi         157, 

■ays  in    . . 

J  hernia.. 

■ophy    of    cervix 


720 

484 


533 
157 
111 

2i5 

89 
720 

91 
682 


539 
123 
400 


>sia  of  bowel 

eis 

.ngioma     circum- 

tam         . .  . .  75G 

heilia  . .  G98 

lossia  . .  698 

aatioi),  hemipl^iu 

304 

rigocele  from     ..  510 
ilvic  orjjans.  dys- 
nrrboea  from      . .  192 
I   mafformations, 

etum  {Figs.  249- 

.  bifida  from     . .  510 
eras,  detection  of  192 


omyelocele 

094 

(in 

388 

nem  of  anal  canal 

129 

1   ehllteration  of 

lucts 

329 

tion  of  duodenum 

130 

130 

jrmal  ducts 

220 

410 

srre  blindness  . . 

511 

tion  of  palate  . . 

588 

nee  of  pupillary 

t>rane 

551 

542 

liry  regun?itatiou 

93 

sis  (see  I'ulmon- 

'  Stenosis) 

1  pyloric  stenosis  884 

paraplegia,    ky- 

s  in 

155 

1     mphllls     (^ 
lb.  Congenitai) 

1  systolic  bruits  90,  91 

1  talipes.  o«neral 
int  of    . .        . . 

112 

■   •                    ••             4^*l« 

725 

test  for  free  UCl 

320 

ra,     bright,     in 

»'8  dise^ 

23G 

( in,  in  Gauchcr's 

16                    •  • 

G34 

>f 

754 

,  in  glaucoma  . . 

233 

s'8      of      {Plate 

lit) 

746  1 

cioos  anaamia  . . 

324  , 

ed,  in  ochronosis 

746 

rf 

734 

from  picric  acid 

529 

rltis,  acute  {Plate 

230 

•  •                  ■  • 

231 

tic  from 

136  j 

•itic       231,  558, 

734  ! 

cJHus  of 

231 

I  in 

220  ; 

18  of  grit  in  ere 

231 

r  iPlate  XI)  230, 

231 

Itfe,  general  ac- 

of 

231  1 

sal         ..      231, 

734  ; 

itis,    IrHls,    and 

1 
1 

iflM  compared  . . 

232  ' 

ation  from 

231 

noo8 

231 

ed       lachrymal 

nistaken  for    . . 

220 

I  ConiunctfvUiSf  contd. 

-  pain  from  231,  445,  446 
:  -  phlyctenular  {Plate  XI) 

230,  231 
ulcer  with      . .         . .  734 

-  photophobia  from     231,  524 

-  ptosis  from        . .         . .  541 

-  rainbow  vision  from    . .  762 

-  staphylococci  causing..  231 
}  -  ulcer  of  cornea  with  231,  733 
I  -  xerosis    of,     nyctalopia 

from    . .  . .  . .   763 

Connective  tissue,  undi- 
gested,  la   fxDces  101, 

170,  172 
Consciousness,  double,  hys- 
terical . .         . .     20 

-  loss  of  (see  Coma) 

-  vague  dreamy  state  of, 

with  cerebral  tumour    68 
CONSTIPATION    ..         ..121 

-  abdominal  swelling  from 

655,  656 

Constipation,  acute,  causes 
of       ..       129.  130.  131 

Constipation,  acute,  distinc- 
tion from  intestinal 
olistruction  ..129 

from  embolism  of  pan- 
creas   . .  . .  . .     76 

fseces  in  rectum  in    . .  129 

from  hflBmorrhage  into 

pancreas         . .         . .     76 

rectal  examination  in  129 

-  from  acute  congestion  of 

liver    . .         . .  . .  334 

pancreatitis  131,  661 

peritonitis      . .  . .  131 

yellow  atrophy  . .  333 

-  adhesions            . .  . .   126 

-  ajjar-agar  f or     . .  . .  123 

-  nntcmia  from     . .  . .     32 

-  in  aunmic  girls  ..  123,  412 

-  from  anal  ulcer. .  . .   128 

-  with  anorexia  nervosa. .     43 

-  from  aperients  . .  . .   124 

-  appendicitis      124,  126, 

131,  665,  677 

-  with  ascites       . .         . .  127 

-  from  asthma      . .         . .  128 

-  belladonna  relieving    . .  124 

-  with  biliary  colic  . .  131 

-  in  cachectic  states        . .  123 

-  from  carcinoma    77,  78, 

126,  330,  585,  630 

-  in  catarrhal  jaundice  . .   329 

-  charcoal  test  for  . .   121 

-  in  chlorosis        . .        37,  123 

-  in  chronic  peritonitis  . .     47 

-  colic  with  ..      115,  122 

-  from  colitis        . .  . .   1 24 

-  colonic  succussion  from  654 

-  from  congenital  oblitera- 

tion of  bile-ducts     . .   329 

-  cumulative        . .         . .   121 

-  dating  from  infancy    . .   123 
Constipation,  from  deficient 

Intestinal  motor  activity  123 

-  from  deficient  sensibility 

of  mucosa      . .  . .  124 

-  ilotinition  of       . .  . .   121 

-  from  disease  of  duodenum  124 

-  -  gall-bladder    . .  . .   124 

genital  organs  . .   124  ' 

stomach  . .  . .   124  ! 

-  disregard     of     call  to 

defaKrate        ..  ..128 

-  distention  of  colon  from  056  ' 

-  diverticula  from  125,  453 

-  from  diverticulitis  . .  453  , 

-  emphysema        . .  . .   128  I 

-  with  enterospasni  . .  438 

-  enuresis  from    . .  . .   218  i 

-  familial   . .         . .  ..123 

-  from  fatty  bowel  . .   123 

-  in  fevers. .         . .  . .   123  I 

-  ilatulence  causing  ..    123  ' 

-  llatus  from         . .  . .   240 

-  foul  breath  from  . .     87  ' 

-  fragmentarj'      . .  . .   121 

-  from  gastritis    . .  . .   207  I 

-  from  greedv  colon  . .   123  j 

-  habitual  (Pig.  47)  .  .    122  , 

-  from    haemorrhage  into 

pancreas         . .  . .   26 1 

-  from  hardness  of  f trees    128 

-  hsadsiche  from  . .  . .   296 


76 


766 
124 

123 
128 
457 

130 
314 
128 
128 

124 
124 
321 

122 
122 

121 


I  Const  if  tat  ion,  contd. 

!  -  in  Uenoch's  purjjura  . 

-  Uirschsprung's  disea.se 

133,  390 
I  -  with  hypertrophic  sten- 
osis of  pylorus 
I  -  in  hypochondriasis 
I  -  from  hypoplasia  of  bowel 
'  mu.scle 

-  from  hysteria    . . 

-  from  ileocecal  kink 

-  increasing,     from     car- 

cinoma 

-  indicanuria  from 

-  in  infants 

-  from  inflamed  piles     . . 

-  inhibitory,  x-rays  in  dia- 

gnosing 

-  from  insanity    . . 

-  insomnia  from  . . 

-  intestinal,    aperients    in 

relieving 
diet  in  relieving 

-  dyschezia    distinguished 

from 
Constipation,    intestinal, 

general  account  of  122-127 

palpable  scybala  in  . .   121 

-  from  intestinal  fermenta- 

tion     . .  . .  . .   241 

-  -  obstruction    241,310,388, 

522,  592,  593 

-  Intussusception  127,  678 

-  invagination    of  rectum  129 

-  kink  of  colon     . .  . .  126 

-  large  abdominal  tumour  127 

-  with  lead  colic  . .  . .  131 

-  from  lead  poisoning  (Fig. 

51)       ..  34,  124 

-  after    leaking    duodenal 

ulcer    . . 
gastric  ulcer  . . 

-  lessening  effect  of  pur- 

gatives in 

-  in  Malta  fever   . . 

-  meningitis 

-  mcnorrhagia  from     580,  387 

-  with  mesenteric  embolus  131 
thrombosis     . .         . .   131 

-  mncomembranous       co-  I  - 

itis  (Fig.  52)  . .   124 

-  mucous  colitis  . .         . .   116 

-  mucus  in  stools  from  . .  398 

-  in  myelitis         . .         . .   128 

-  from  nervous  depression  124 

-  in  neurasthenia. .  . .   li^4 

-  noises  in  the  head  from  406 

-  with  obesity      . .         . .  127 

-  from  oesophageal  obstruc- 


iti 


tion 

-  in  old  age 

-  opium  relieving . . 

-  overcome   by    linger 

rectum 

-  from  pain  in  abdomen . . 

-  pancreatitis       261,  594, 

-  pericolic  abscess 

-  with  peritonitis 

-  petroleum  for    . . 

-  photophobia  from 

-  pigmentation  from 

-  Jifter  pregnancy 

-  pseudo-diarrhoea  with. 

-  from  purgatives 


123 
123 
124 


128 
124 
707 

..  003 
120,  692 

..  123 
52 

'.'.   528 

..  127 
121 
709 


-  from  pyloric  obstruction  123  .  - 

-  with  renal  colic. .  . .   131 

-  in  rickets  . .      123,  145 

-  from  shock  . .  124 

-  soap  in  overcomuig      . .   128 

-  from  splanchnic   inhibi- 

tion    . .         . .         . .   1 24 

-  spasm  of  sphincter  ani. .   128 

-  spastic,  abdominal  pain 

from    . .  . .  . .   245 

distended  cajcum  with  124 

Constipation,  spastic,  general 

account  of  . .  124 

-  mncomembranous  colitis 

with     ..  ..  ..125 

-  pain    in   left  iliac   fossa 

from  . .  . .   452 

-  sense  of  fullness  from..   245 

-  simulating  appendicitis. .  124 

bowel  tumour  . .   1 24 

carcinoma  coli  . .  453 

T-ravs  in  diagnosing 

121,  245 


Constipation,  contd. 

-  scybala  palpable  in 

-  with  spinal  cord  lesions 

-  from  strangulated  hernia 
Constipation,  symptomatic 

-  in  tabes  dorsalis 

-  from  tea-drinking 

-  from  too  high  w.o. 

-  too  little  food    . . 

-  toxsBmia  from   . . 

-  with  tropical  liver 

-  from    tuberculous    peri- 
tonitis 

-  with  twisted  ovarian  cyst 

-  types  of  . . 

-  in  typhoid  fever        501, 

-  with    undue    abdominal 
aortic  pulsation 

-  vertical  headache  from 

-  with  visceroptosis 

-  with        vomiting,        in 
Henoch's  purpura    . . 

-  from  worry 
Constipation,    x-rays    and 

barium  in  diagnosing 

-  in  yellow  fever  . . 
Con  tori  ion  ists,  hamstrings 

elongated  in  . . 

-  lordosis  in 

CONTRACTIONS,     ATHE- 
TOTIC, etc    . . 

-  carpo-pedal,  in  teta,ny  . . 
Contractions,  choreiform . . 

-  contractures         distinct 
from    . . 

-  cramps  distinguished  . . 
Contractions,  fibrillar 
Contractions,  spasmodic  . . 
Contractions,     spasmodic, 

causes  of 
Contractions,  tetanic 
Contracture,    Volkmann's, 

114, 
nerve  paralysis  simu- 
lated bv     . . 
CONTRACTURES.. 
Contractures,  active 

-  arthritis  and 
-  simulated  by . . 
in  brachial  nmnoplogiii 
after  a  burn  (Fiy.  00) 

142 

-  contnictions  distinct  from  131 

-  cramps  simulating       . .   139 

-  in  diplegia         . .  . .    139 

Contractures,  from  disuse    141 

-  after  en terica  ..114 

-  facial  UOiFigs.  108-200), 

492.  494 

-  in  Friedreich's  disease. .   140 

-  from  hajmatomyrlia     . .    140 
Contractures,  hysterical  134, 141 

-  from  laterol  sclerosis  . ,    140 

Contractures,  list  of  causes 

of  ..  ..       138.130 

-  from  lower  neuron  lesions  351 

-  massage  in  prevent iiiir. .    141 

-  movement  in  provoiiting  141 

-  from  muscle  injury     . .   143 
6  ,  -  nerve  injury      , .  . .    141 

neiu-itLs  . .         . .  . .    140 

occupation  and . .  ..   142 

of  palmar  fascia  . .  142 
from  [>oliomyelitis  1 10,  .'>oi) 
from  prolonged  rest     . .    114 

-  scars       . .  . .  . .   143 

Contractures,  spastic       . .  139 

-  from  tendon  injury      ..   11." 
Contusion    of    lung,    gan- 
grene of  lung  trom   . .   200 

-  spinal     cord,     priapism 
from    . .  . .  . .   53S 

Convalescence,  a;upniia  in     32 

-  arrhythmia  in    ..  ,.   515 

-  cough  during  ..149 

-  cramps  in  . ,  . .    152 

-  hyperacusis  during   . .  ."lOK 

-  hj'pothermia  in..    ..311 


126 
126 

122 
466 
128 


124 
313 
682 
131 

128 
124 
128 
123 
400 
309 

057 
131 
121 
595 

543 
294 
127 

70 
124 

122 

336 

150 
156 

131 

730 
133 

131 
131 
134 
136 

144 
137 

500 

500 
138 
139 

142 
.351 
502 

143 


knee-jerks  exagsreratod  iti  358 

414,  415 

535,  530 

. .   538 

in  . . 


(jcdema  of  legs  iii 
polyuria  in 
priapism  in 
shortness  of  breath 
slow  pulse  in 
tachycardia  in  . . 
tremor  in 
vertigo  from 


88 
548 
704 


2  4, 


<52 


804 


CONVULSIONS    —    CRAMPS 


CONVULSIONS      ..         .143 

-  in  acute  yellow  atrophy  333 

-  albuminuria  from         . .   144 

-  from  alcohol      144,  145,  14C 

-  aphasia  after     . .  . .   G26 

-  in  apoplexy      144,  147,  148 

-  from  araclinoid  hiemor- 

rhagc  . .  . .  . .  14C 

-  asphyxia  . .  . .   144 

Convulsions,  associated  with 
coma  . .  .  •  144 

-  from  atropine    . .  . .   144 

-  bloody  saliva  in. .  . .   143 

-  from  brain  lesions  . .     85 

-  cerebellar  abscess  . .   146 

-  cerebral  abscess  14G,  147 
aneurysm        . .  . .   14G 

-  -  disease . .         . .  . .   295 

syphilis            . .  144,  14G 

tumour            . .  14G,  147 

-  cerebritis. .         . .  . .   14G 

-  cholaemia            . .  . .   324 

-  congenital  heart  . .   144 

-  cyanosis  in        . .  . .   143 

-  in  disseminated  sclerosis 

144,  148 

-  from  drujjs         . .  144,  145 

-  ear  disease         . .  . .   144 

-  in  eclampsia      . .  . .   14G 

-  from  emotion     . .  . .   144 

-  encephalitis       120,  502,  511 

-  enlarged  thymus  144,  146 

-  in  epilepsy 

68,   i37,   144,  14G,  148 

Convulsions,  epileptic      ..  143 

-  epileptiform,  in  eclampsia  694 

from  cerebral  tumour    68 

Convulsions,    epileptiform, 

conditions  causinp    •  •  i-^c 

-  -  in  general  paralysis  120,  305 

rigors  simulated  by  . .  694 

in  saturnine  encephalo- 
pathy . .  . .  119 

Stokes-Adams  disease     83 

uraamia  . .  . .  594 

-  with  fatty  heart  . .   212 

-  from  fevers       . .  . .  144 

-  fright      . .  . .  . .   144 

-  f ungating  endocarditis. .     34 

-  generalparalysisl44, 146, 243 

-  heart  block        . .  . .  486 

disease  . .      144, 146 

-hydrocephalus    ..      145,146 

-  hydrophobia      . .  . .   730 

-  hyperpj'rexia  after    309,  310 

-  hypothermia  after       . .  573 
Convulsions  in  hysteria  144, 

147.   310.  417.  729 

-  due  to   increased   intra- 

cranial pressure        . .  590 

-  idiocy      . .  . .     144,  146 
Convulsions,  infantile      ..  144 

-  injury  during    . .  . .   143 

-  from     intracranial    new 

growth  . .  . .   144 

-  irritating  food  . .  . .   144 

-  Jacksonian  epilepsy  137,  14  7 

-  jaw  clenching  in  . .    143 

Convulsions,  localized,  causes 
of        144 

-  loss  of  consciousness  in     133 

-  in  lung  disease  . .  . .   146 
Convulsions  In  malinoerers 

137,  144,    147,   599 

-  from  measles     . .  . .   144 

-  meningeal     haemorrhage  146 

-  meningitis  120,  138,  144, 

145,146,147,307,  511,  515 

-  morphia  . ,         . .  . .    144 

-  mouth  foaming  in        ..    143 

-  from  nasal  disease       . .   144 

-  nephritis..  ..        42,  144 

-  at  onset  of  fevers        . .   594 

-  optic  neuritis  and        . .   146 

-  from  otitis  media         . .   202 

-  oxygen  in  checking     . .   146 

-  from  phimosis    . .  . .    144 

-  phosfiliorus  poisoning  . .   336 

-  plumbism  34,  119,   146,  147 


I! 


-  pneumoiua 

-  poliomyelitis 

-  porencophalus 

-  in  pregnancy 

-  pyrexia  in 

-  from  renal  calculus      . .   144 

-  rickets     ..         114,  145,  420 

-  '■iffors  and     '     . .         . .  143 


144 

. .       110,  509 

..146 

137,  144,  146 

114,  574 


CoiiviiUiotui,  contcl. 

-  from  santonin    . . 

-  in  saturnine  encephalo- 

pathy . .       119, 

-  scarlet  fever 

-  after  severe  hemorrhage 

-  from  sinus  thrombosis 

120, 

-  status  lymphaticus 

-  stertor  in . . 

-  in  Stokes-Adams  disetisc 

144,  146, 

-  from     strychnine      138, 

144,  729, 

-  subdural  ha)morrhage  . . 

-  syijhilis  . . 

-  teething  . .         . .      144, 

-  in  tetanus  . .      138, 

-  tuberculous  meningitis. . 
Convulsions,        unilateral, 

general  account  of   . . 

-  from  uraimia  40,  85, 137, 

144,  146, 

-  after  urinary  operations 

-  from  vesical  calculus  . . 

-  whooping-cough         144, 

-  worms     . . 

Co-ordination,   mechanism 

Of  •  •  «  •  «  • 

Copaiba,    erythema    from 

-  resin,  polyuria  from     . . 

-  purpura  from     . . 

-  nu'h,  small-pox  simulated 

bv 
syphilis  simulating  . . 

-  urticaria  from    . . 

-  white  ring  in  urine  from 
Copper,  foul  taste  from  . . 

-  green  sweat  from 

-  salts,  ptyalism  from     . . 
reduction  by  glucase 

-  sulphate  in  biuret  test. . 

in  estimating  sugar  . . 

Fehling's  test. . 

I'avy's  test    . . 

Coraco-brachialia,  nerve 
supply  of 

-  root  innervation  of 
Cor  bovinum 

Cord,  spermatic  (see  Sper- 
matic Cord) 

-  spinal  (see  Spinnl  Cord) 
Corns,  limping  from 

-  pain  in  foot  from 

-  perforating   ulcer  under 

-  suppuration  under 
Cornea,  antesthctic,  in  glau- 
coma . .  . .      233, 

-  injected     vessels  round, 

in  glaucoma  . . 

-  opacity      of.      defective 

vision  from    . . 

from  iritis 

from  keratitis  72, 

ophthalmia     . . 

neonatorum 

-  -  after  ulcer 

-  perforation  of,  from  oph- 

thalmia neonatorum 

from  ulcer 

Cornea,  rodent  ulcer  of  . . 

-  steamy,  in  glaucoma  232, 

-  tuberculous  ulcer  of    . . 

-  ulceration  of  (see  Ulcera- 

tion of  the  CJornea) 

Corneal  reflex  in  facial 
paralysis 

Cornet  player's  cramp     . . 

Cornwall,  ankylostomum  in 

Corona  veneris 

Coronary  artery  (see  Artery-, 
Coronary) 

Corpora  quadrigemina,  le- 
sion of,  tremor  from . . 

tumour  of,  pupil  re- 
acting to  light  but 
not  to  accommoda- 
tion in 

Corpus  luteum,  hsemor- 
rliage  from  (see  Haj- 
morrhage  from  Corpus 
Luteum) 

cyst,     haBmorrhapIc, 

pain  in  pelvis  from 

-  striatum,  lesions  of,  py- 

rexia from 


144 

144 
144 
120 

511 
144 
143 

486 

730 
146 
144 
145 
729 
566 

147 

417 
42 
144 
145 
144 

55 

384 
535 
553 

563 
384 
771 
5 
705 
655 
542 
261 
16 
263 
261 
261 

504 
509 
207 


3G2 
362 
736 
736 

761 

761 

761 

72 

733 

761 

733 

759 
733 
734 
762 
734 


442 
151 
52U 
490 


720 


551 


468 
311  [ 


Corpuscles,  basophile  (see 
Basophilc  Cells) 

-  eosinophile  (see  Eoeino- 

phile  Cells) 

-  hyaline  (see  Lymphocytes, 

Large) 

-  red  (see  Red  Corpuscles) 

-  white  (see  Ixjucocytes) 
Corrosive    sublimate    test 

for  bile  . .         . .   1 70 

urobilin       ..  ..170 

Corrosives,  abdominal  pain 

from 208 

-  acute  gastritis  from     . .  267 

-  albuminuria  from         . .  268 

-  collapse  from     . .  . .  268 

-  dysphagia  from  j  . .  268 

-  hinmatemesLs  from       . .  265 

-  haomaturia  from  . .   268 

-  oesophageal  stenosis  from  194 

-  pain  in  epigastrium  from  766 
month  from    . .  . .   267 

-  ptyalism  after  . .  . .  542 

-  rapid  feeble  pulse  from     268 

-  sore  throat  from  . .  613 

-  taste  loss  from  . .         . .   705 

-  tongue  swollen  from    . .  698 

-  vomiting  from   267,  765,  760 
Corsets,     liver     furrowuig 

from    . .         . .         . .  367 

Corti,   organ   of,   deafness 

from  changes  iji       . .   1C6 
Ck>ryza.  acute,  in  inOucnzi  465 

pain  in  the  limbs  in 

463,  464 

-  from  arsenic      . .         . .     64 
Coryza,  causes  of  (and  sec 

Discbarige,  Nasal)     . .    178 

-  from  congenital  syphilis  400 
Coryza    e    feno   (see   Hay 

Fever) 

-  from  iodides      . .         . .     73 

-  irritant  gases     . .  . .   178 

-  in  measles         178,  384,  446 

-  rickets     . .         . .         . .   145 

-  taste  impairment  from..   706 
Costermongers,     chronic 

pharyngitis  in        613,  616 
Cotton,  actinomycosis  from 

74,  645 

-  sporotrichosis  from      . .  290 
Cotton-wool  in  ear,  deafness 

from    . .         . .         . .  165 

-  forgotten  in  ear  . .  422 

-  in  testuig  ansBstlicsia  . .  605 
Coud«^  catlieter,  for  enlarged 

prostate          . .          , .  396 
COUGH I4S 

-  age  incidence  of . .  . .   149 

-  alteration  of  voice  and . .   150 

-  from  aneurysm  . .     149,  150 

-  aural  causes  of  . .         . .  148 

-  on  going  to  bed . .  ..   150 

-  bovine,    with    laryngeal 

paralysis         . .     494,  495 

-  brassy,  from  aneurysm    158 
laryngejil  paralysis  . .  494 

-  bronchial  catarrh         . .   150 

-  bronchitis  149,  150,  289 

-  bronchopneumonia       . .  149 

-  caseous  bronchial  glands  149 

-  cold  bedroom    . .         . .  149 
sheets 149 

-  during  convalescence   . .   149 

-  from  debility     . .         . .   148 

-  diphtheria  . .  . .   149 

-  dust         . .  . .  . .   148 

-  dyspepsia  . .  . .    148 

-  emphysema        . .  . .  289 

-  examination  for  tubercle 

bacilli  with    . .         . .   149 

-  on  exertion        . .         . .  150 
Cough  with  expectoration 

149.  ISO 

-  without  expectoration 

148,  149 

-  from  fibroid  lung        ..  210 

-  food        . .         . .         . .  148 

-  foreign   body  in  larynx  149 

-  frontal    pain    on,    from 

frontal    sinus    empy- 
ema      180 

-  from  gangrene  of  lung  . .  259 

-  on  getting  up     . .         . .  150 

-  haemoptysis  and       286,  288 

-  from  heart  disease    149,  150 
failure  ..         ..   118 


Cough,  confd. 

-  hernia  of  luii;^'  Irom    .. 

-  from  hysteria    . . 

-  after  intluenz.i  . .     Us. 

-  in  intluenza 

-  from     laryugtal    irrita- 

bility . . 

-  laryngitis 

-  long  uvula         . .     l4a, 

-  in  measles 

-  mitral  regiir^'itation    .. 

-  new  growtlj  14y, 

-  pain  in  the  du'^t  frum.. 

-  from   p:ir:il3?Lr  of  \ociI 

cord     . . 

-  paroxysni.'il  ;    in  wiino}- 

ing-coiu.'h 

-  pharyngeal  cmst's  of   . . 

-  in  phthisi^f 

88,  14y.  Vak  I'A  ^'"^ 

-  pleurisy  . . 

-  ])nenmon ia         . .     U*.*. 

-  relation      of      hryiut^l 

nerves  to 

-  shortness  of  breatli  anJ 

-  from  stomach  dts<jnlcT.. 

-  tobacco  smoke . . 

-  treatment  of 

-  useful  and  ui^lpss 

-  vagus  nerve  in  rebt <on  to 

-  violent ;         hajmoi-t}  ^js 

from    . .         . .     *r?if., 
in  whooping-i'ouq^li  .. 

-  vomiting  and    150,  i'^\ 

-  waking  patient  at  r.iirijt 

-  after  whooping-cougti  . . 

-  winter,  from  emphybomi 
Coughing,  epistxLxis  from. . 

-  impulse    on,    in    bcrnii 

482,     483,    674,    €7^. 

hydrocele  of  cord 

lipoma  of  cwd 

psoas  abscess  674,  075, 

bursa 

saphena  varix  671.C7'), 

varico«?ele 

-  oedema  from     ..     413, 

-  pain   on,  from  liver  4b- 

in  epigastrium  frooi.. 

-  regurgitation     of     food 

t^irough  nose  from  .. 

-  subcutaneous  empbjsem 

from    . . 

-  violctit,  fraenum  lir^inue 

abraded  by    . . 
Cousins,  marriage  of,  rc:i.i- 

itis  resulting  from    .. 
Cow-pox  in  man  .. 
Crab,  pruritus  from 

-  ptomaine  poisomng  ixxm 

-  urticaria  from  . . 
Oacked-pot    sound.  ot<t 

fibroid  luniT    .- 
Cracking  noke  in  c:xt 

-  in  head  . . 
Crackling,  sga-shell 

from  aneurysm 

artliritis 

craniotobes 

hydrocephalus 

in  osteosarcoma    IdU, 

with  pulsation 

from  sarcoma 

subcutaneous  empb.r- 

sema 
tenosynovitis 

-  rales  (see  lUles,  Cnck- 

ling) 
Cramp,     abdominal,    in 

Henoch's  purpura   .. 

in  plumbisoi  . . 

(and  see  Colic) 

-  definition  of 

-  typist's 

-  writer's 

CRAMPS 

-  in  ballet-dancers 

-  after  cholera 

-  in  chronic  alcolioltsni  il, 

-  cirrhosis 

-  convalescence    .. 

-  from  debility 

-  distinguished  from  coti- 

tractions 

-  in  fevers ^ 


f 


CRAMPS 


CYST    OF    KIDNEY 


w  - 

h 


'  Cramps,  coma. 

^  -  fpuaes 150 

'-  iroolotuiders  . .  150 

.-»  the  Ics^a,  from  peripheral 

r.earit's  ..        66,  485 

-  at  lu^tit 150 

-  from  OTCT-excrtion       . .   150 

-  paiu  with  . .      13J,  150 

—  professional  . .   151 

—  r^a,tion  to  colic . .  ..  150 

—  in  rowing  men  ..         . .  150 
:^  siinulAtiE^    coutractures  139 

—  an  s^tokers  . .   150 

—  swimmers  . .  150 

—  srringromjclla    . .         . .  609 
"  in  tetany  . .      139,  151 

—  in  typhoid  fever  . .  152 
Granifid  bones,  new  growth 

in,  secondary  to  thy- 
roid       721 

—  —  toznours  of    . .         . .  711 
CStsniotahes,    from    con- 
genital syphilis        . .  205 

-?—  e«C5-aheU  crackling  from  150 
rarefaction  of  skitli  bones 

from 152 

from  rickets  . .  205 

itinine,  coloration  with 
nitroprusside  . .       3 

Fehllnj?*s     solution     re- 
doced  by       . .         . .  261 
.^•oxalate  from  ..  424 

picric  acid  test  and     . .  262 
%  nerve  supply  of  499 
>te.  foul  taste  from . .   705 
repitations,  mediastinal     435 
in  pneumonia    . .      160,  642 
L.—  reiul,  from  calculus    . .  357 

'CIEPITUS 152 

"  from  fracture    . .      152,  707 

-  osteosarcoma  . .  152 
'-  silken      . .                    . .  152 

-  from  subcutaneous  em- 
physema . .   153 

^*  from  synovitis  . .         . .  152 
'Ctavent,  congenital  optic 

iPlaie  XIX)  ..         . .  416 

-  form  of  malaria  parasite    31 


myopte 


F.    Oetinism  {Fig.  S8) 

-  amenorrhoea  in  . . 

-  coarse  ears  in  . . 

Cnttoisin,  faclM  of 

-  frog-belly    in  {Fig. 


<-  hair  scanty  in  . 

-  hypothermia  in . . 
<-  idiocy  simulating 

-  lanje  head  in     . . 

-  mental  defect  in 
•>  pads  above  clavicles 

-  paraplegia  from 

-  itunted  growth  in 
•  nibnormail    temperature  234 

-  thyroid  gland  defect  and  190 

-  treatment  in  diagnos- 

ing . . 

in     distinguishing 

from  monsrolism 

-  tongue  protruded  in    . . 

-  T  swollen  in 

-  yellow  skin  in  . . 
<nck  in  tiie  neck  . . 
Qricketocs,        subacromial 

bursitis  in 
Cricoid  cartilage,  perichon- 
dritis of,  sore  throat 
due  to 
Criminology,  epilepsy  and 
Crises,  cardiac,  in  tabes 


Dtotl's 


-  appendicitis  simulated 
by    . . 

-  -  from  movable  kidney 

665,  765 

-  -  vomiting  from 
>  gasMc,      blood-pressure 

rais^  in 

colic  simulated  by    . . 

general  abdominal  pain 

from  . .  . .  425 

Criwt,  oastrlc.  In  tabes  115, 

116.    173,     315,    425, 
437.     484,    487,    615, 

60U,  708 


416 


■  Ostaceous  mass  in  sputum  420 


189 

..  18 

..  234 

..  234 

103, 

233),  234 


234 
311 
511 
234 
234 
in  234 
510 
234 


511 

238 
234 
698 
234 
429 

476 


613 

20 

487 


115,  280 


.  665 


765 

437 
115 


Crises^  gastrtc,  eontd. 

vomiting  due  to       . .   765 

-  -  without  absent  knee- 

jerk.  .  . .         . .  437 

-  intestinal,  in  tabes  115, 

116,  416,  487,  609 
colic  simulated  by    ..   115 

-  larvngeul,  in  tabes 

159,  418,  420,  487 

-  in  pneumonia    . .      100,  574 

-  -  (Fig.  272)       . .  . .  042 

-  pyrexial,  in  meninsrococ- 

cal  meningitis  310,  566,  590 
Criws,  rtctal,  from  tabes  173, 

515,  519,  650,  719 

-  renal,  in  tabes    . .         . .  515 

-  sweating,  in  tabes        . .   654 

-  in     tabes,    spontaneous 

cessntion  of   . .  . .  719 

-  in  tvplius  fever  335  (Fig. 

269)  639 

-  uretliral  . .         . .         . .  615 

Crises,  various,  in  tabes  . .  515 
Crises,  vesical.  In  tabes  649, 650 
Cross-legged     gait,     from 

cerebral  diplegia  . .  729 
in  Little's  disease     . .  139 

Crossed  amblyopia  •■  759 

Crotin,       hemoglobinuria 

from    . .  . .  . .   284 

Croton  oil,  bullse  from     96,  97 

dermatitis  from       . .  755 

erythema  from         . .  222 

Crura  cerebri,  ataxy  from 

lesions  of  . .  . .  58 
Crurltis,  anterior  . .  439,  477 
Cms  penis,  gumma  of  . .  698 
Crushing,  gangrene  from . .  255 
Crusts  (and  see  Scabs) 

-  in  cheiropompholyx     . .  600 

-  in  eczema,  558,  600,  602, 

753,  754 

-  in  favus  . .  247,  600 

-  in  herpes  . .      600,  763 

-  honey-like,  in   impetigo 

contagiosa      . .  . .     98 

-  in  impetigo       558,  562,  755 

-  in  keratosis  foUicularis. .  733 

-  leprosy    . .         . .         . .  601 

-  lupus      ..         ..      601,  735 

-  in  mycosis  fungoides    . .  731 

-  in  nose,    from   atrophic 

rhinitis  . .  . .   179 

-  in  Paget's  disease        . .   730 

-  pemphigus         . .  . .  601 

-  pityriasis  rubra  pilaris 

488,  604 

-  prurigo    . .  . .         . .  489 

-  from  pustules    . .         . .  558 

-  in  scrofulodcrmia         . .  559 

-  seborrhcpa  . .  . .  602 

-  sycosis     . .  . .      559,  600 

-  on  syphilides  . .  . .  560 
Crusts,  In  syphilis  ..        ..601 

-  from  vesicles     . .         . .   753 
Crutch,  musculospiral  par- 
alysis from     . .        65,  504 

Crying   in   children,   from 

colic    . .         . .  . .   425 

-  oedema  from  . .  413.  416 
Cryoscopy  of  cerebrospinal 

fluid 304 

CryptomenorrhfBa  17 

Ciypto''<^hism   (see   Testis, 

PJctopic) 
Crystals,  ammonio-magne- 

sic        . .  . .  . .   524 

-  calcium  oxalate  (fiV.  181)  423 

in  urine      . .  9,  218,  268 

CRYSTALS.     CHARCOT- 

LEYDEN  102,  153 

-  cUoIesterin        (Fig.  124)  254 

-  choline  periodide  . .  305 
platino-chloride         . .  305 

-  coffin-lid  . .  . .   524 

-  cvstin       . .         (Fig.  72)  IGl 

-  dumb-bell  ..      423.  741 

-  envelope. .  . .  . .   423 

-  fatty,  in  stools  lOl,  170,  172 

-  hedwljopT  . .  . .    740 

-  knife-rester        . .  . .   524 

-  leiicjn       ..       (Fig.  117)  333 

-  i»henyl  elucosazoue  (Fig. 

127)  202 

melting  point  of    . .   202 

lactosazone,   melting 

point  of      . .  . .   262 


Crystals^  pitenijl,  contd. 

pentosazone,    melting 

point  of      . .  . .   262 

-  rosette    . .         . .         . .  741 

-  on  skill,  in  uridrosis     . .  655 

-  thorn-apple        . .  . .   740 

-  triple    phosphate    (Fig. 

221)  521 


(Fig.  148) 


:<  3 
740 
344 
741 
9 


580 
741 
222 


301 

416 

390 

390 
.392 
192 
192 
646 


532 

707 


597 
650 
660 

292 

158 
157 


-  tyrosHi    . . 

-  urate 
of  sodium 

-  uric  acid  , .       (Fig.  302) 
in    Bri^ht's   disease 

-  in  urine,  from  vesical  cal- 

culus  . . 

-  whetstone 

Cubebs,  erythema  from  . . 
Cud  chewinp:  (see  Merycism) 
Cuneus,    lesion    of,    hemi- 
anopsia from 

Cup,    physiological    (Platf 

Curettage,  anaasthesia  need- 
ed for  . . 

-  in  diagnosing  carcinoma 

uteri    . . 
senile  vaginitis 

-  dysmenorrhoea  cured  by 

-  endometritis  cured  by . . 

-  sterility  curable  by 
Currants,     in     diagnosing 

stagnation  in  stomach  317 

-  testing  gastric  motility  320 
CURSCHMANN'S  SPIRALS  153 
CURVATURE,        SPINAL 

(see  Spine,  Curvature 
of) 
Cut,  pneumothorax  from 

-  tenderness  from 
Cuts,     excessive    bleeding 

from,  from  haemophilia  273 

-  septicaamia  from  . . 
Cut-throut,  stenosis  after . . 

-  stridor  after 

-  ulceration  of  larynx  after 

287, 
Cyanosis,    from    abductor 
paralysis 

-  acetanilide 

-  acute,    from    aneurysm 

opening    into    pulmo- 
nary artery    . .  . .     92 

superior  vena  cava  92 

pneumothorax 

-~  —  tAoes  .  •  . .  . . 

-  from  aneurysm..      159, 

-  angina  ludovici . . 

-  arteriosclerosis  . . 

-  asthma   . . 

-  blood-chaniEres    . . 

-  Bright's  disease 

-  bronchiectasis    . . 

-  bronchitis  . .      161, 
and  emphysema 

-  bronchopneumonia    160, 

-  cholera    . . 
maligna 

-  chronic  mediastinitis    . . 
Cyanosis,  congenital 

-  in  congenital   heart  di- 

sease       91,  111,  144, 

156,    157,     215,    217, 

533, 

-  in  convulsions    . . 

-  from  diphtheria 

-  druu:s 

-  in  dysentery 

-  from  emphysema 

-  enterocenous     . . 
CYANOSIS.  EXTREME  .. 

-  of  face 

in  splenomegalic  poly- 
cythemia . . 

-  from  ilbroid  lung 

-  foreign  body  in  larynx . . 

-  poitre 

-  pranular  kidney 

-  srrowth  of  lung  . . 

-  hajmorrhage  into  intra- 

thoracic sarcoma 

mediastinum 

thymus 

thyroid 

-  of  hands,  from  cervical 

rib 
Cyanosis,  from  heart  failure 
157,  161, 


805 

Ctfanosis,  could. 

-  high  biood-prcssure      . .   161 

-  hydropneumothorux     . .  652 

-  inspLssation  of  the  blood  161 

-  iodism     . .  . .  . .   15i» 

-  irruption  of  cnseou.s  pland 
ifito  traclioii  . .  . .   420 

-  laryngciU  obstruction  . .    \'u 

-  larvngisnni.s    stridulus 

157,  420 

-  laryngitis            . .      157,  100 

-  ligneous  thyroiditis       . .  158 

-  loss  of  lhii<i        . .          . .  157 

-  lung  I«?sions        . .          . .  157 

-  mediii-stinal  lil»ro>is    l.">i»,  l."5 

-  methaamoirlobinjcniia 

157,  101 

-  in  myxcpdonia    ..  ..231 

-  with  niitniog  livor         . .  334 

-  from  ledema  of  larynx. .  159 

-  in  pancreatitis   ..          ..  157 

-  parovysinal  tachycardia  548 

-  parts  affected  by           . .  150 

-  from  patent  septum  ven- 
triculorum      111,  150.  215 

-  phthisis  . .  . .  . .    159 

-  pneumonia         . .  . .    100 

-  pneumothorax   . .      432,  531 
I  -  polycytha^nia  with       . .   533 

-  from  postpharyngeal  ab- 
scess   . .  . .  . .   157 

-  pulmonary  embolism  159,  289 
stenosis    91,  150  (Fig. 

07),  157,  217 

-  Raynaud's  di.soase     102, 

441,  699 

I  -  Riedel's  dlneasc  . .   158 

-  in  rigor  . .  . .  . .   594 

'  -  splenomegalic  polycvth- 

ffimia       157,  101,  534,  633 

-  in  Stokes- Adams  disease     83 

-  from    sulphhaamoglobin- 
I  a)nna    , .  . .      157,  161 
,  -  sulphonal            . .  . .   157 

-  tabes       . .  . .  . .   169 

-  tracheal  obstruction     . .   157 

-  trional     . .  . .  . .   157 

-  in  typhus  . ,  . .   161 

-  from  ulceration  of  larynx  158 
I  -  vena  cava  superior  ob- 
struction        . .      157,  208 

-  veronal    . .  . .  . .   157 

-  in  yellow  fever  . .  . .   161 

159  r  Cyclic  albuminuria         . .     15 

159  '  -  vomiting,  acctonuria  with     4 
208  '  Cyclical  vomiting  of  cliii- 

158  dren  . .  384,  765 

161  I  Cycling,  menorrhajjia  from  386 

160  I  Cyclitis,  photophobia  from  524 
157  I  C^rtometric     tracings     of 

159  i  chests  . .  . .   167 

161  i  Cyst,  abdominal,  simulat- 
420  ing  ascites      . .  . .     44 

160  '  -  abdominal  swelling  from  655 
420     -  blood-,  in  sarcoma        . .   673 

161  I  -  Baker's 692 

157  ;  -  Bartholirnan      . .  . .   701 

435     -  of  brain,  headache  from  294 

156  '  -  of      breast,      carcinoma 
simulated  by  . .  . .   686 

fibro-adenoma  and    . .   687 

I from  mastitis  181,  086 

720  I pain  in  . .  . .   429 

143      -  calcilioil   retrofteritoneal, 

157  '  (iilatation  of  stomach 

157  I  from  . .  . .    174 
101  I  -  corpus   luteuin,    hasmor- 
161              rhagic,  pain  in  pelvis 

101  '  from 408 

156  I  -  dermoid,  bacillus  coli  in  530 
156  ' on  ear  . .  . .   203 

I fibroma  simn luting  . .   732 

534 of  mediastinum         . .   751 

101 orbit 230 

157 ovarian,  rotopic  tro>ta- 

158  tion  simulating     . .   090 

101 skin 732 

159 suppnration  in  ..   530 

vulval  swellintr  from. .    700 

169  ,  Cyst  of  tiie  epididymis      ..  481 

159  -  in  fibroid  of  uterus       . .   090 
159      -  hydatid  (see  Hydatid) 
158     -  from  hydatid  of -Moriragni  481 

I  -  imi)lantation,  vulval 

444  j  swelling  from  . .    7<X") 

I  -  of  kidney  . .   357 

694 kidney  enhirgtHl  from  352 


DEFINITIONS     -    DIARRHCEA 
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.  oontd. 
plegia 
atoria 
u 

s  . . 
n. . 
%  . . 


510 

540 
542 
552 
475 
C47 
C49 
C50 
702 
702 
716 
606 


166 


135 

727 

385 
169 


iry 

■   •  •  •  •  • 

6r6brale  . . 

xrdia 

us 

^anossthesia 

U  . . 

IITY    OF    THE 

tioD,  reaction   of 
Reaction  of  De- 
ration) 
myopathy  of    . . 
onto       cerebellar 
phy  of     . . 
,  from  deep  caseous 
ds. . 

te  yellow  atrophy 

273,  333 
)nna  . .      169,  170 

nia  ..         ..324 

irrhosis    . .      323,  332 
,  eltsslfl0d  causes  of  169 
from  digitalis  . .  704 
ysterical  pyrexia    310 
kland*s  disease  . .  616 
s  varying  in  size  in  763 
>titis  media        . .   202 
isphorus  poisoning  336 
MIS  with  . .  . .   169 

ct^nges  in  . .   170 

rlet  fever..      169,  273 
3rphoid  fever     76,  169 
)mia  ..       40,  169 

IS,  from  alcohol  . .  170 
I  cirrhosis  . .  371 

erpyrexia  from  . .  309 
anodic  twitching  in  136 
nerve  supply  of  . .  505 
sis    of,    in    £rb*s 
y   . .  . .         . .  507 

^hypertrophy  of  . .  513 
inervation  of  . .  509 
ig  of,  in  phthisis  . .     61 

0  concerning  Christ  405 

. .  405 
«8  . .  . .  . .  405 

1,  prognosis  with  61.'{ 
jective  smells  and  6  i  3 
(  appetite  and  . .  43 
xoedema  ..  38,  119 
a,  catalepsy  and . .  598 
rerebral  ^philis  . .   146 

»ility  in     . .         . .  323 

I,  memory  defects 

19 

■,  mutism  in       . .  624 

zoMlema  . .         . .     38 
erection    absent 

r,     cerebrospinal 

1  sugar  reduced  in  304 
>atumine  encepbalo- 
t»y  ..         . .         . .   119 

s,  slobbering  in  «.  543 
c  ulcer  ..  734 

erythema  in 

222,  225, 

All      a    •  •    •  •    • 

general  account  of 

temesis  in 

che  in 

nza  similar  to     . . 

i  weight  after 

irism  in 

[n  joints  in 

imbs  in    . . 


ts  m 

scles  in 

rapid  in    . . 

1  stools  from 

ar  eruption  in 

hroat  in    . . 

r  fever  simulating  336 

caries  (see  Caries, 

itai) 


466 
466 
466 

265 

..  466 

..  466 

..  770 

..  389 

..  466 

463,  466 

..  466 

..  466 

..  466 

. .  557 

..  466 

..  466 


Deni<U^  eontd. 

-  diseases,  headache  from  291 

-  alcers      . .         . .         . .   739 

Dentition,      delayed,      in 

anosteoplasia  . .   187 

Depression,  from  arsenic . .  268 

-  constipation  from        . .   124 

-  with  fatty  heart  . .  212 

-  from  gastritis    ..         ..  267 

-  in  influenza       . .         . .  465 

-  myxoedema       . .         . .  119 

-  pyorrhoea  74 

-  with  toxic  diarrhcoa     ..   171 

-  with  tropical  liver       . .  369 
Dercum's  disease,  age  inci- 
dence of         . .  . .  431 

alcohol  and     . .     431,  732 

fat  deposits  in      431,  732 

Dercum's  disease,  osneral 
account  of  ..410 

obesity  in      . .  . .  408 

pain  in  the  chest  from  431 

sex  incidence  of       ..  4'{1 

Dermatitis,  acute  vesicular  765 

-  application         . .         . .  755 
itching  in       . .  . .  540 

-  from  caterpillars  . .  540 

-  exfoliative,  general  health 

impaired  by  . .  489 

pityriasis  rubra  pilaris 

distinguished  from     489 

Dermatitis,  eczema  dlstin- 
Buished  from  . .        . .  755 

-  gestationis,  itching  in  . .  540 

-  herpetiformis,   age  inci- 

dence of         . .         . .     99 

blebs  in        ^  .  . .  753 

bleeding  gums  with  . .     72 

-  -  bullae  in         . .  96,  98, 710 

colon  affected  by     . .     74 

Dermatitis    herpetiformis, 

eczema    dittinouished 
from  •  •  755 

eosinophilia  in  . .  219 

erythema  in  ..       98,  710 

lingers  affected  by    . .  239 

Dermatitis     herpetiformis, 
general  account  of   . .    98 

unpetigo  hen)etiformis 

and  . .  . .     98 

-  -  itching  in       98,  540,  710 
mucous    surfaces    af- 
fected by   . .  74 

pityriasis  rubra  after    604 

in  pregnancy . .         . .     96 

pyrexia  in  . .     75 

relation  to  diet        . .     99 

-  sex  incidence  of       . .     99 

-  tenderness     of     scalp 

from  . .         . .   710 

urticaria  in    . .         . .     98 

simulating  . .  771 

vagina  affected  by    . .     74 

-  vesicles  in      ..      710,  753 

-  occupation  . .   755 

-  from  primula  obconica. .  540 

-  pruriginosa  polymorpha 

recurrens    graviditatis    96 

-  from  rhus  toxicodendron  540 

-  from  satinwood  siiwdust  540 

-  septic,  simulating  small- 

pox {Fig.  239)  ..   562 

-  from  soaps    . .    . .  540 

-  sugar   . .    . .    . .  540 

Dermatitis,  various  causes  of  755 

-  vesicular,  from  occupa- 

tions   . .         . .  . .     97 

various  irritants  caus- 
ing   224 

-  from  ar-rays  . .  . .  223 
Dermatographia  . ,  . .  702 
Dermatomyositis  . .  .464 
Dermatoses,  bullous,  e()sirio- 

philia  in         . .  . .  219 

Dermoid   cyst    (sec    Cyst, 
I  Dermoid) 

I  Desquamation  from  cheiro- 

pompljolyx     , ,  . .     97 

I  -  after  erythema  scarlatini- 

forme  . .  . .  . .   227 

'  -  in  I'affet's  dlsciuse        . .   730 
I  -  pityriasis  rubra  »  .  004 

I  -  after  scarlet  fever        . .   227 
I  -  (and  see  Scales) 
Detached  retina  (sec  lictina, 

Detachetl) 
Deutero-albumose  in  urine     16 


Dextrose,  tests  for         . .  261 

-  in  urine  (see  Glycosuria) 
Dhobie's  itch  .250 

bathing  drawers  area 

affected  by  . .  401 

Diabetes,    azotic,  polyuria 

in        . .  . .      536,  537 

total  nitrogen  in  urine 

increased  in  . .  537 

-  bronzed,  cirrhosis  in  372,  528 

pigmentation  of  skin  in  528 

Prussian-blue  reaction 

in 24 

-  insipidus,  acromegaly  and  537 

from  cerebral  lesions    537 

colourless  urine  in  . .   743 

from  fractured  base. .  637 

-  -  fright  . .         ...         . .  537 

Diabetes  insipMus,  general 

account  of  . .  537 

-  myxGBdema  and       . .  637 
polyuria    in  533,  534, 

635,  636,  637,  719 

-  simulated  by  drinking 

habits         . .  . .  537 

-  specific    gravity     of 

blood  in  diagnosing  537 

thirst  in         . .  ..719 

urine  changes  in      . .  537 

-  mellitus,  abdominal  pain 

in         ..         ..        85,  389 

acetone  in      261,  264,  536 

acidosis  in      . .         . .       3 

age  incidence  of       . .   264 

Diabetes  mellitus,  air  hunger 
of  ..  84,  65,  86 

albuminuria  in         ..     13 

alcoholism  simulating    85 

alimentary  glycosuria 

and  . .         . .  . .   536 

alkalies  in     ..         ..118 

amenorrhcea  in  . .     18 

appetite    increased  in 

43.  264 

arteriosclerosis  with . .  255 

atheroma  and  . .   737 

balanitis  in    . .         . .  618 

-  -  boils  in  . .         . .   260 

brachial  neuralgia  and  442 

bradypncea  in  84,  85 

carbuncles  in . .         . .   260 

carcinoma    of    liver 

simulated  by        . .  367 
cataract  in  . .  261 

-  -  coma  in  84,  86,   117, 

264,  764 

first  sign  of  , .   118 

constipation  in  . .      . .  125 

-  delirium  in    . .         . .  169 

-  diacetic  acid  in 

261,  264,' 536 

-  dimness  of  vision  in. .  260 

drowsiness  in  85,  764 

eczema  in      . .  . .   260 

of  penis  in  . .         . .  401 

perineum  from     . .  474 

vulva  in     . .  . .  401 

face  flushed  in  . .   264 

gangrene  in  240,  255, 

258.  260,  737 
lung  in        . .      259,  644 

Diabetes  mellitus,  gBnerai 
account  of  • .  264 

general   wasting?  from     59 

-  -  hard  dry  faoces  in  . .   121 

headache  from  . .  296 

hunger  in        . .  . .   260 

hypothermia  in  . .  311 

intertrigo  in  . .  . .   260 

-  -  irritability  in  . .  323 
knee-jerks  lost  in 

63,  264,  359 

lassitude  in    . .  . .   260 

loss  of  weight  from  768,  770 

mctcorism  in . .  . .   389 

micturition  frequent  in 

260,  393 

neuritis     of     external 

popliteal  nerve  in..   499 
obesity  and    . .  . .   2G0 

Diabetes  mellitus,   obesity 
preceding  . .  408 

oxybutyric  acid  in    . .   264 

pain  in  limbs  in      iV.\,  466 

from  pancreatic  lesions  101 

penile  erection  absent 

from  . .  . .  313 


Diabetes  mellittiSy  conld. 
perforating    ulcer    of 

foot  in        ..      735,  737 
peripheral  neuritis  from 

59,  61,  63,  140,  255, 

360,  443,  466,  499 

pncumaturia  in        . .  530 

pneumonia  in  . .  264 

-  polyuria  in 

260,  633,  534,  536,  719 

prognosis  In  . .         . .  264 

pruritus  from  . .  540 

reaction    of  degenera- 
tion in        . .  . .     59 
retinitis  in     . .         . .  261 

-  senile  gangrene  and  . .  258 

shedding  of  nails  in. ,  400 

shortness    of     breath 

from  ..         87,  88 

-  specific    gravity    of 

urine  in      . .         . .  536 

-  stupor  in  . .     86 

-  -  su(7ar  in  cerebro««pit)al 

fluid  in       . .         . .  304 
tenderness  of  scalp  in     712 

-  -  thh^t  in         260,  264,  719 

tongue  in       . .         . .  264 

toruto  in  urine  in    . .  261 

tuberculosis  of  lungs  in  264 

Diabetes  mellitus,  urine  in  261 

colour  in    . .         . .  743 

iPiate    XXXI V)  74H 

Diabetes  mellitus,  varieties 
of       264 

vomiting    in . .  . .   76 1 

w^asting  in      . .  . .   264 

weakness  in  . .        43,  264 

xanthoma  hi . .         - .   732 

Diabetes,  Phosphatic    522,  523 

aching  in  back  in     . .  523 

emaciation  in  . .   522 

polyuria  in     523,  536,  537 

thirst  in         . .  . .   522 

Diacetic    acid    (see    Acid, 

Diacetic) 
DIACETURIA  .170 

Diamond  mines,  silicosis  in  288 
Diaphany,    in    diagnosing 

gastrectasis    . .  ..174 

Diaphragm       contraction. 

phantom  tumour  and  691 

-  immobilized,   by  empy- 

ema    . .  . .  . .'  658 

pleural  effusion        ..J658 

wiUi  pleurisy . .  . .   367 

with  pneumothorax..  432 

subphrenic  abscess  . .  658 

-  lesions  of,  tenderness  due 

to         . .  . .  . .    709 

-  nerve  supply  of  . .   709 

-  paralysis  of  (sec  Paralysis 

of  Diaphragm) 

-  pushed  up,  by  mctcorism  656 

-  rOle  in  vomiting  . .   764 

-  root  innervation  of      . .  509 

-  tenderness   along   inser- 

tion of,  from  neuralgia  431 

-  ar-rajrs     in    deterniinitig 

position  of     . .      432,  652 
Diaphragmatic   neuralgia     431 

-  pleurisy    (see    Pleurisy, 

Diapliragmatic) 
DIARRHIEA  .170 

-  from  achy lia  ..172 
Diarrhcsa,  acute  infective  717 

-  in  Addison's  disease     ..    172 
Diarrhcea  in  adults        ..'171 

-  angioneurotic  fpdcina  . .   226 
-appendicitis  ..172 

-  arsenic  64,  73,  78.   171, 

268,   717 

-  bradypncea  from  . .     84 

-  from  carcinoma  coli  126, 

172,  31.^.  6.10 

-  -  recti     ..  7M,  172,  585 

-  in  children         . .  . .       3 
Diarrhcsa,  chronic          . .   172 

-  from  the  ca^lino  alTe<:'tion  171 

-  colitis       ..    77,  78,   lir>,  663 

-  collapse  from  , .    171 
severe. .          . .          . .   311 

-  with  constipation         ..   121 

-  depression  from  . .   171 

-  from  distoma  hepaticum  328 
I  -  diverticulitis      . .  . .  453 

-  dysentery    76,  171,  716,  717 

-  dyspeptic  . .         . .   171 
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Diarrhoea,  cuntd. 

-  epidemic . . 

knee-jerks  diminisiied 

in     . . 

-  in  exophthalmic  goitre. . 

-  explosive  172,  313, 

-  fatty,    from    pancreas 

lesions 

-  fatty  stools  from 

-  from  faical  iinpuetion  . . 

-  fontanelle  sunken  from 

-  from  foo«l 

-  gastric  juice  analyses  in 

-  from  fjnstritis    . .      267, 

-  j?astrogeiiic        . . 

-  in  Henoch's  purpura    . . 

-  hill  . .  . .      172, 

-  hypothermia  after  severe 

-  indicanuria  from 

-  from  indiscretions  in  diet 

-  in  infantile  diarrhoea    . . 

-  infantile,     fatty     stools 

with    . . 

-  in  intluenzu 

-  from   hitcstinal  fermen- 

tation . . 

-  with  intestinal  obstruc- 

tion 

-  in  lardaceous  disease 

8,  35,  172,  375, 

-  marasmus  from 

-  in  Meige's  disease 

-  morning  . .  . .      172, 

-  nervous  . . 

-  paradoxical 

-  in  pelliigra 

-  pernicious,  unnsmia 

-  ptomaine  poisoning 

171,  221, 

-  pulse  feeble  and  irregular 

with    . . 

-  from  pyaemia     . . 

-  with  pyonephrosis 

-  pyrexia  witli 

-  rectal  examination  in  . . 

-  in  rickets 

-  severe,  from  arsenic     . . 
in  cholera 

fluid  loss  fronj 

in  infants 

polycy thaamia   from . . 

in  ptomaine  poisoning 

-  sigmoidoscope  in 

-  skin  inelastic  from 

-  from  sprue         . .      172, 

-  summer,     hypothermia 

from    . . 

in  infants 

or  infective    , . 

-  from   suppurative   pyle- 

phlebitis        . .  . . 

-  in  tabes  . . 

-  test  meals  in      . .       170, 

-  tetany  from 

-  thirst  from 

-  in  tropics 

-  from  tuberculous  bowel 

-158. 

-  in  tvphoid  fever  76,  171, 

239, 

-  ulcerative  coUtis  76,  172, 

-  unripe  fniit        . .      171, 

-  urat€  deposit  due  to    . . 

-  and    vomiting,    general 

wasting  from 

infantile,  aoetonuria  in 

tetany  from   . . 

-  zymotic,      micro-organ- 

isms causing  . . 
Diuhtolic  bruit  (see  limit, 
diastolic) 

-  collapse    of   veins,   with 

adherent    pericardium 

90, 

-  >ljock,     with     adlierent 

pericardium    . .        90, 
DIAZO-REACTION 
Diet,  before  stool  analyses 

-  bori-beri  and        63,  226, 

-  colic  from  indiscretions  in 

-  deliciciit,       constipation 

from 

-  tlerniatiti-i  lierpetiformis 

and 

-  in  diaL'n(»>i<  of  »NCurvy . . 

-  diurrlKKi  fmni  .  .       '  . . 
;jnd  vomitinir  from 


171 

358 
172 
585 

137 
239 
172 
171 
99 
170 
766 
172 
343 
173 
311 
314 
171 
239 

239 
405 

241 

241 

636 
384 
226 
173 
173 
172 
225 
172 

717 

171 
596 
357 
171 
170 
145 
533 
533 
533 
533 
533 
533 
170 
171 
239 

573 
717 
171 

696 
719 
172 
3 
720 
172 

657 

564 
459 
717 
740 

59 

4 

151 

384 


213 

213 
173 

170 
411 
117 

1 23 

99 

39 

171 

99 


Diet,  <xntd. 

-  dyspepsia  from  unsiutable319 

-  effect  on  chyluria        . .  109 

-  errors  in,  acute  gastritis 

from    . .          . .          . .  267 

vomiting  from           . .  384 

-  gall-stone  pain  aiid      . .  137 

-  glaucoma  and    . .          . .  232 

-  glycosuria  and"!. .          . .  264 

-  indiscreet,       biliousness 

from    . .          . .          . .  526 

-  -  in'ghtmare  from        . .  402 

-  influence  on  gastritis  ..  317 

-  insomnia  from  improper  321 

-  intestinal  colic  and      . .  425 
constipation  and       . .  122 

-  night    terrors   from   im- 

proper            . .          . .  321 

Diet,  oxaluria  and       281,  424 

-  pelliigra  and      . .          . .  226 

-  i>ruritus  and      . .          . .  540 

-  relationship  of  gout  to. .  344 
Diet,  riclcets  and   . .        . .  145 


-  scurv}-  and 


273,  556 


-  scurvy-rickets  and        . .   670 

-  in  testing  for  occult  blood  171 

-  trichinosis  and  . .  . .   729 

-  urticaria  and      ..      673,  771 

-  vomiting  and     . .  . .    765 
Dietary,  ergotism  and  224,  259 

Dietl '8  crises  115,280 

appendicitis  simulated  665 

from  movable  kidney 

665,  765 

-  -  simulating  calculus  ..   117 

vomiting  from  . .   765 

Differential  leucocyte  count 

in   diagnosing  eosino- 

philia 218 

leukaemia  . .  632 

Differential  leucocyte  count, 
normal  . .    23 

in    pernicious   anaj- 

mia  . .     24 
(and    see    Lympho- 
cytes: Myelocytes;  Poly- 
morphonuclear Cell":  etc.) 
Digitalis,  bradycardia  from 

84,  704 

-  delirium  cordis  from    . .  704 

-  effect  with  adherent  peri- 

cardium . .  . .   214 
nu'tral  regurgitntion  214 

-  headache  relieved  by  . .  296 

-  heart  affection  beneflted  485 

-  in  mitral  stenosis        . .     53 

-  palpitation  from       484,  486 

-  j)olyuria  from    . .  . .  535 

-  tachycardia  from      703,  701 
Dilatation  of  bladder  (see 

liladder.  Distended) 

-  cajcum     (see     Csecum, 

Distention  ©0 

-  colon,  from  constipation  656 

-  -  idiopathic  (see  Ilirsch- 

Rprung's  Disease) 
from  obstruction  657,  663 

-  -  sjuccussion  in . .  . .   654 

-  -  .r-rays  in  diagnosing. .   054 

-  duodeimm,    from    carci- 

noma of  duodenum..   062 

-  heart  (see  Heart,  Dilata- 

tion  of) 

-  si;;moid    colon,    succus- 

sion  in  . .  . .   652 

DILATATION  OF 

STOMACH      ..  .173 

-  -  abdomen    distended 

from  . .  . .    173 

acetonuria  from         . .       4 

after    abdominal     in- 
jury ..  ..173 
Dilatation  of  stomacii,  acute 

173,  174 

in  acute  fevers  ..    173 

from  adhesions         . .    174 

with      ;L<itheiuc     dys- 

jiepsia  . .  . .    319 

from  atony    174.  244, 

317,  653 

-  -  from  calcified  cyst    ..   174 

-  -  canMnoma      174,  271, 

316,  678,  767 

of  duodenum      174, 

061,  662 

gall-blad«ler  ..   174 

pancreas     . .  . .   174 


Jfilatatton  of  slomach^  contJ. 

-  -  chronic  . .  . .   174 

copious  vomit  from  . .   173 

diaphany   in  diagnos- 
ing .,  ..         ..  174 

dilatation     of     colon 

simulating  . .         . .  654 

dipping  in  diagnosing  115 

from  duodenal  ulcer. .   174 

eructations  from      ..  173 

by  excess  of  food  or 

drink  . .  . .    174 

from  fermentation    . .  241 

from  gall-stones        ..  174 

by  gas  . .  . .   174 

Dilatation  of  stomach,  gas- 
tric contents  with    . .  766 

juice     analyses     in 

diagnosing         ..   174 

from  gastric  paralysis  173 

ulcer  . .         . .  174 

Dilatation  of  the  stomach, 
general  account  of  . .  317 

m  heart  failure        . .   173 

hiccough  from       173,  307 

hour-glass    stomach 

simulating  . .  . .   766 

from  hydatid  cyst    . .   174 

lavage  in  diagnosing..  174 

idiopathic    (Fig.  276)  t>64 

indicanuria  from      . .  314 

-  -  indigestion  from       ..317 
inflation^  in  diagnosing 

174,  317 

in  mitral  stenosis      . .   173 

after  operations        ..   173 

paradoxical    . .         . .  318 

Dilatation  of  the  stomach, 

physical  siont  of  521,  522 

in  pneumonia  ..  173 

ptyaltsm  from  . .  543 

from  pyloric  obstnic- 

tion   317,  65^  660, 

720,  766 

renal  tumour  ..   174 

sarcinse  with  ..      115,  653 

signs  of  . .  . .   317 

from  spasm  of  pylorus  660 

splashing    with     115, 

174,  522,  652,  653 

not  proof  of  . .  317 

tetany  from  . .  3,  151 

thirst  from     . .         . .  720 

-  torulaa  with    . .         . .   115 

-  visible  peristalsis  with 

174,053,660 

-  vomiting  with       115, 

173,  522,  663,  765 

T-rnys    in    diagnosing 

115,317,653,678 
Dilatator  t^ibae,  clicking  in 

ear  due  to     . .  . .   723 

Dinitrobenzene,  acute  yel- 
low atrophy  from     . .  334 

-  in  bellite  . .  . .   334 

-  jaundice  from  325,  334,  337 

-  in  roburite         . .         . .  334 
Diphtheria,     accommoda- 
tion affected  by        . .     64 

-  acute  nephritis  from    . .     10 

-  albuminuria  in  . .  13,  14 

-  arthritis  with    . .  . .  340 

-  ataxy  from        . .  . .     56 

-  bacillus  of  (see  Bacillus, 

Diphtheria) 
Diphtheria  (Plate  XXVll)  612 
Diphtheria,   bacteriolovical 

recoqnition  of       419,  614 

-  bronchial  ca«ts  in         . .   644 

-  Cheyne-Stokes  breathing 

in         ..  ..  ..   108 

-  coma  in  . .         . .  , .   117 

-  conjunctivitis  from       . .  231 

-  cough  from        . .  . .   149 

-  cultures  in  diagnosing..     64 

Diphtheria,  cutaneous     ..  558 

-  cj'anosis  from    . .  . .  157 

-  diagnosis  from  other  sore 

throats  ..  ..     14 

-  diazo-reaction  in  ..   173 

-  difllcult  swallowing  after  643 

-  digital 240 

-  dilatation  of  heart  in  ..   214 

-  dysphagia  after  61,  196 

-  dyspnoea  from  ..  ..157 

-  of  ear     . .  . .         . .  422 

-  epistaxis  from    . .         . .  220 


Dipb/heria,  rmtd. 
Diphtheria,  follicular  ton- 
sillitis and     ..  61 

-  foot-drop  from  . .  i  ] 

-  foreign  bo*ly  siutiUatii!.'  Ij 

-  gangrene  from  . . 

-  gantritk,  from 

-  heart-block  from 

-  infective  arthntjs  after 

-  influenza  smiulateii  hr.. 

-  KirkUnd's  diseas*  simu- 

lating  . .  ..  flf 

-  Klebs-I^ieffler  bn^iHi  i;i 

I*' I.  IW.  5?S 

-  knee-jerk5  lo>it  ia 
Diphtheria,  laryngeil 
obstnictiou  in»tn   !•'» 


41! 


41' 


St.* 

K; 

IS-, 
41; 
41! 


-  leucocytosis  in  . . 

-  limping  after 

-  measles  with 

-  membrane  on  [haryM 
uvula  . . 

-  menintritLs  in 
simulateil  by  . . 

-  menorrhagia  from 
Diphtheria,  mild  cases  ot 

paralysis  after        . .  St 

-  mistaken    for    laryr.c:>- 

mos  stridulib.  ..  1? 

-  nasal        . .  . .         . .  ITl 

bacterial  dia;mosts  ..  IT; 

voice  after     61,  151.  il: 

589,  62 

-  neuritis  after     . .     140,  3?: 

-  ophthalmoplodi  interna 

from    . .         . .        . .  55; 

-  orthopncea  from       41 S,  111 

-  otorrhn*a  from  . .        . .  4 S 

-  paralysis    of    abdominal 

muscles  from..        ..  15 

of  ciliary  muscle  after 

64,  197.  5«! 

the    diaphragm   fmn   6i 

palate  after    64,  154, 

196,  512,  588,  627,  76^ 
pharynx  alter  ..  W! 

-  pcriph«Til  neuritis  after 

56,    61,    64,    65.    113. 
153,164,  197.  465.51i,5«; 

-  prognosis  of  purpuric  . .  5V 

-  ptyalism  after  ..         ..54 

-  pupil    not    reacting   to 

convergence  in         ..  55 
reflexes  after  . .        . .    fr 

-  purpura  in         . .     555.  54 

-  regurgitation     of     fooJ 

through  noee  after  r>l. 
154,  196,  512.  58S.  :« 

-  retracted  head  from    . .  5S' 

-  rigor  in  . .         . .        . .  5* 

-  scoliosis  from    . .     155.  15 

-  simulated     by     raseou> 

bronchial  gland        ..  1^' 

-  sore  throat  in   . .       61.  61! 

-  spleen  enlarged  in    631  <i3i 

-  stomatitis  from  ..  '^i- 

-  stridor  from      . .        . .  ^'•* 

-  submaxillary  gland-  in- 

flamed from  . .        .275 

-  tachycardia  after  65, 7".«?.,Tui 

-  throat  swabbings  in    ..  4l! 

-  and    tonsillitis,    rebitit«  ^_ 

pyrexias  of    . .        ..  j'i 

-  toxaemia  in        ..        ..  ^'l- 

-  typhoid  fever  simuUteil 

by        |;3 

-  ulcer  of  cornea  from   ..  '»* 

-  tilceration  of  larvnx  from 

387, 

-  vagal  neiiritb  after 

paralvsis  after 

Diphtheria,   VhicMt*s  •■• 

gina  simulatiiis 

-  weak  first  soand  in 

-  of  wound 
Diphtheria.  wrist-«r«p  trsei 

(Fig.  22) 
Diphtheritic  antitoxin,  pur- 

]>ura  from 
Diplegia,     from     hilattrjl 

cerebral  softening    . . 

-  cerebral,  athetosis  from 

13:\  :.' 

eml»oli>m        ..         •  I^ 

dysartiiria  in  •■  f'- 

facial  paralysb  in    . .  <? 


;5: 

:•> 

61 

::l 
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■  ititention     tremor    iu 

724,  729 

■  ment-al    backwardness 

with  ..       132,  729 

optic  atrophy  with  132, 729 

■  pupils  unequal  with..  729 
'  scissor  gait  with   132,  729 

•  sphincter  trouble  with  729 
lifMu  oongenitil  csrehral, 

iwiial  account  of  . .  132 
ontracturcs  in . .  . .  139 
rom  porencephalus  . .  139 
pastic  infantile  132,  139 
renoor  from  . .  727 

»loba(illi     of     Morax- 
.Vxenfeld,     conjuncti- 
vitis from      . .         . .   231 
>lococcus  intrucellularis 
(sec  Meninifococci) 

-  meningitidis  (see  Mcn- 

injfoooct'i) 
>Deumoni2B    {Plate 

XXVIII)  614 

PLOPIA 174 

from  abscess  of  orbit  . .  177 
plopia,  binocular,  oonoral 

account  of  1^,  176,  177 
CTOSse<l  (Fig.  82)  . .   176 

cured  by  glaiises  . .  175 

iu  disseminated  sclerosis  496 
from    hsemorrhagc    into 

orbit    ..  ..177 

liomonymous  (Fig.  81)     176 
from  low  error  of  refrac- 
tion    . .  . .  . .   175 

piopia,  monocular,  gonoral 

account  of  . .  175 

from  orbital  f^owth  . .  177 
ploiiia  from  paralysis  of 

•yo  musciss  (Fig.  83)  i77 
phjsiolofirical  ..  ..175 
from  strabismus  177,  649 
rtnigo  from      . .  . .   752 

(and  see  Strabismus) 
ipping      . .  44,  371 

irt,  marasmus  from  . .  385 
typhus  fever  und         . .  335 

nting 43 

disease    . .  . .     99 

Isc,  chok^  (see  Neuritis, 

OpUc) 
ischarge  from  the  car  (see 

OtorrhcBa) 
eye,  from  ophthalmia  . .   7G1 
SCHAR6E,  NASAL     ..   178 

-  from     antral     disease 

179,  180,  462,  658 

-  bacillus  leprsB  in      . .  383 

-  bacterial  examination  178 

nasal,   various 
cautos  of  178,  179,  180 

•  in  glanders  . .  1 79,  559 
ICHARGE  FROM  THE 

NIPPLE  ..181 

•  blood-stained,     from 

duct  carcinoma     . .  687 
bloody  ..   181 

milk,  at  puberty      . .   (;86 
-  soon  after  birth    . .  686 
milky  . .         . .         . .  685 

in  Paget's  disease    . .  730 
purulent        ..      181,  685 

tCHARQE,  URETHRAL  181 
bacteria  in  . ,  . .  67 
bacterial  diagno-«is  . .  181 
due  to  carcinoma  . .  184 
from  chancre  . .   184 

diaroo.  urothral,  ondo- 
tcopo  In  Invostigatino  183 

-  due  to  foreign  bodv. .  184 
.  in  gleet  ..  182,  183 
diarga,    urethral,    in 

oonorrhosa    182,  381,  460 

-  from  gout  . .   181 

-  due  to  herpes  . .  181 

-  inguinal    glands     en- 

larged from  . .   381 

idiarae,  urethral,  method 

of  investlgatino        . .  183 

-  non-gonococcal  . .  184 

-  due  to  papillomnta  . .  184 

-  from  polypus . .         . .  183 

-  prostatic  abscess  . .  620 
-rheumatism    ..         ..181 

-  due  to  soft  sores      . .  184 

-  from  stricture  . .  183 


Discharge,  urethral,  contd. 

due  to  syphilis 

with  testicular  abscess 

due  to  tubercle 

without  micro-organ- 
isms . .         . . 

DISCHARGE,  VAGINAL.. 

blood-stAined,     from 

carcinoma  . . 

from  endometritis. . 

fibroid 

hydatidiform  mole 

polypi 

-  -  cervical  erosions 
endocervicitis 

endometritis  ..     18.'), 

foul,  from  carcinoma 

185.   \M\. 

chorion  eiptlielioma 

fibroid 

pessaries     . .      185, 

pyometra    . .     186, 

Discharge,  vaginaS,  gonor- 
'        rhoal  . . 

in  puerperal  fever    . . 

pyosalpinx  with 

salpingo-oophoritis  and 

ulceration  of  perineum 

white  . . 

yellow 

Discomyces,  madiu-a  foot 
from    . . 

Dislocation  of  hip,  con- 
genital 

abdomen  prominent 

from 

lordosis  in  . . 

waddling  gait  from 

-  of  jaw,  ptyalism  from . . 

-  lens  

ophthalmoscope  in  dijv- 

gnosing 

pupil  irregular  from . . 

shallow  anterior  cham- 
ber from 

tremor  of  iris  from  . . 

-  of  spleen..        629,  630, 
Diseases,      proper     names 

associated     with   (see 
end  of  Index) 

Disorientation  iu  alcoholism 

Disparateness 

Disparation 

Disposition,  change  of,  in 
general  paralysis 

Dissecting-room  sore,  epi- 
trochlear  gland  en- 
larged from   . . 

finger  affected  by    . . 

Disseminated  sclerosis, 
abdominal  reflex 
absent  in    . . 

allocheiria  in 

amblyopia  in 

ankle-clonus  i?)       307, 

aphasia  in 

astereognosis  in 

ataxy  in  57,  251,  307, 

Babinski's  sign  in 

68,  118,  307, 

black  spots  before  eyes 

from 

central  scotoma  in  517, 

cerebellar  tumour  simu- 
lating 

coma  from     . .       117, 

contracted  visual  fields 

in     . .  ..      ."in, 

convulsions  in        144, 

diplopia  in 

djrsarthria  in  . , 

erythromelalgia  with 

-  -  extensor  plantar  rcllex 

in     . .  . .      r»n2, 

facies  of 

fatigability  in 

gait  in 

Disseminated    sclerosis, 
general  account  of   . . 

girdle  pain  in  . . 

serisatioii  in 

Iioadacho  in    . .       294, 

-1  -  hemiaii«v?thesiu  in    . . 

heniipleeia  in         303, 

hippus  in 

-  -  hysteria  simulated  by 
simulatint;  . . 


181 
622 
184 

181 
185 

186 

185 
186 
186 
186 
185 
185 
391 

391 
391 
185 
186 
392 

185 

596 
678 
690 
620 
185 
185 

736 

156 

251 
251 
251 
542 
17.-» 

17.-» 
551 

175 
175 
641 


20 
175 
175 

120 


381 
240 


502 
17 
728 
517 
148 
609 
517 

728 

72 
760 

.-)17 
144 

728 
148 
4'ir, 
627 
441 

517 
234 
148 
728 

728 

260 
609 
295 
609 
307 
552 
727 
728 


Dinneminatcd  sclerosis,  could. 
impaired    articulation 

in     . .         . .  . .   1 18 

intention  tremor  in  148, 

307,  496.  517,  724,  728 

-  -  knee-ierk  increased  in 

307,  517 
mercury         iK)isoning 

simulating  . .         . .   726 

monopl^ia  in  . .  502 

neuralgia  in  . .  . .  609 

neurasthenia  simuUicd 

by    . .  . .  313 

-  neurosis  simulated  by 

517,  518 
numbness  in  . .  . .  609 

-  -  nystagmus     in,      148, 

408,  496,  502,  517, 

728,  760 
ocular  paralysis  in   . .   760 

-  -  optic   atrophy   in    1 18, 

496,  502,  517,  760 
neuritis  rare  in     ..517 

-  -  optimism  in  . .  . .   148 
pallor  of  optic  disc  in 

728,  760 

paraasthesia  in  ..517 

paralysis  of  accommo- 
dation in    . .  . .   760 

one  leg  in  . .  . .  496 

paraplegia  from    502,  514 

penile  erection  absent  313 

-  -  precipitate  defecation 

in     . .         ..  ..314 

pseudo  -  nystagmus 

with  . .         . .  407 

Disseminated  sclerosis,  sen- 
sory changes  In        . .  609 

Disseminated  sclerosis,  signs 
of  148 

-  -  spasticity  in  . .      307,  502 
speech  in       307,  517, 

627,  728 

sphincter    trouble    in 

148,  496,  502,  517,  728 

Disseminated  sclerosis,  sym- 
ptoms of  . .  307 

tremor  in       . .  . .  724 

-  vtu-iationsinJsymptomsSn 

-  -  voice  hesitant  in      ..517 

vomiting  in    . .  . .   295 

writers'   cramp   simu- 
lated by     . .  . .   151 

Dissolution,  sense  of  im- 
pending, in  angina 
pectoris  . .  . .  433 

Distention,  abdominal  (see 
Abdominal  Distention) 

Distoma    hcpaticum    325,  328 

-  pulmonale  287,  292,  615 
Disuse,  contractures  from 

139.  141 

-  muscle  wasting  from    . .     59 
Diuretics     . .         . .         . .  535 

Diuretin,  polyuria  from  . .  535 

-  relief  of  angina  by    316,  438 
Divarication  of  recti,  test 

for       . .  . .  . .   521 

visible  perL«!talsis  from  521 

Divers,noises  in  the  head  in  406 
Diverticula  of  colon,   age 

incidence  of   . .      125,  130 
carcinoma   coli   simu- 
lated by     ..  ..125 

obstruction  from      . .   125 

pericolitis  from        ..   125 

sigmoidoscope  in  dia- 
gnosing      ..  ..125 

simulating    carcinoma  130 

vesicocolic  fistula  from  125 

Diverticulitis,  abscess  from 

238,  453 
Diverticuiltli,  acute,  general 

account  of  453.  666 

-  carcinoma  simulated  by 

130,  453,  676 

-  tumour  with      . .  . .    130 
Divcrti<'uluni,        Mcckol's, 

intestinal    obstruction 
from     ..  ..  ..130 

-  of  fPhophatrurs,  vomiting 

due  to  . .  . .    763 

Diving,  cpistaxis  from     ..   221 

-  fracture  oi  s|>ino  from  . .   212 
Dizziness  (and  see  Vertigo) 

-  before  a|)Oploxy  ..    147 

-  from  aortic  regurgitation  207 


Dog-bite,  hydrophobia  from 

138,  197,  730 
Dogs,  effect  of   toluyleiie- 

diamine  on    . .  . .   337 

-  jaundice  iu        . .  . .   337 

-  tsenia  echinococcus  in  . .  658 
Dome-shaped         dullness, 

from  hepatic  abscess     291 
Dorsalis  petlis  artery,  ces- 
sation of  )>ulsation  in     34 
Double  consciousncfs,  hys- 
terical.. ..  ..     2i» 

-  vision  (see  DipIo[>ia) 
Douches,  astringent,  steril- 
ity froui         . .  . .   040 

-  menorrhagia  from        . .    386 
Douglas's  pouch,  malignant 

deposits  In  ..587 

hydatid  in     . .         . .     4l» 

swelling  iu  (see  Pelvic 

Tumour  ;    Swellintr, 
Pelvic;   atul    .Swell- 
ing     in     Douglas's 
Pouch) 
Dragging,    in    chest,  from 

chronic  mediiustinitis     435 

-  loin,  from  hydrocele    . .   481 

-  sensation,  from  hepato- 

ptosls  . .         . .  368 

iu         hypochondrium 

from    carcitjoma   of 
liver..         ..  ..   373 

Draught,  myalgia  Irom  . .   467 

-  stiti  neck  from  . .  . .   429 
Drawing    up    of    legs    (soo 

l^egs.  Drawing  up  of) 
Dreamy  state,  from  ceiebrjl 

tumour  . .  . .     6.S 

Dribbling     of     saliva,     in 

babies  . .  . .   51  '2 

bulbar  paralysis     512,  5Sl» 

facial   paralysis         . .   4'.>3 

(and  see  Ptyalism) 

-  of     urine     (see      Urine, 

Dribbling) 
Drinking,  diabetes  insipidus 
simulated  by..  ..   537 

-  polyuria  from    534,  535,  536 

-  secret      . .  . .  . .   555 

neuritis  from . .  . .     66 

Drop-foot  (see  Foot-drop) 
Drop -wrist  (see  Wrist-ilrop) 
Drowning,  from  cramp    . .    150 
Drowsiness,  in  acute  yellow 

atrophy  . .  . .   27."1 

-  from  cerebral  disease  . .  29.'» 

-  cirrhosis  . .  . .  332 

-  diabetes  . .  . .        85,  76 1 

-  meningitis  . .  . .   56(i 

-  phosphorus  poisoiiiiitr  . .   33(i 

-  urwmia   ..         ..       4«»,  290 
Drug  rash       96,  553,  r.M, 

602,  755,   757,  771 

from  lU'CtJinilidc        . .     96 

from  arsenic  . .  . .   224 

-  -  aspirin  222,   M:'.,  771 

-  -  atoxvl..  ..       22J,  224 

atropine  . .       222,  602 

belladoiuia      . .  . .  602 

-  -  bromide   96,    98,    222, 

559,   560,   .'>63,    757,    771 

-  -  butylchloral      livdrato 

222,  .'»53 
cat-odvlato  of  <o<la  222,  224 

-  -  chloral..         ..       222.  .55:{ 
ohloralaniido  .  .   222 

-  -  chlorate  of  potasli      .  .   553 

-  -  copaiba  222,  3S1,  .-,:)3, 

5(»3,  771 

-  -  cubebs  . .  . .   222 

-  -  eucalvptu.**,  sore  fin-jer? 

froin  ..  ..1.30 

-  iodide  98,     559,  r><;i>, 

.•/»«»    —  -. " 
•.>().>,  t>i 

nodules  due  to       . .  98 

purpura  from         .  .  r53 

pu.<;tnles  Iroin       98, 

.'■)»W),  563 

-  -  -  -  acnp  siinulatod  l»y  559 

-  -  -  -  nooonitMloiio<  witli559 
sniall-po\      sinuila- 

ted  l.y     . .  . .   5G3 

syphilide  sinnilating  560 

urticaria  from        . .    771 

-  -   -  veNichts  due  to       . .    7.'»7 

iodoform  . .  .  .   222 

purpur.i  from         . .   ri5.". 
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212, 


Dnig  raah^  contd. 

mercury 

neosalvarsan  . . 

pityriasis   rubra  after 

from  quinine. . 

rhubarb 

rbus  toxicodendron  . . 

saJvarsan 

sandalwood  oil 

santonin 

scales  in 

serum  injections 

sulphonal        222.  553, 

syphilis  simulating  . . 

trional . . 

urticarial,  caiL^es  of.. 

-  -  from  vanilla  . . 
Drups,    acute    oedema    of 

tongue  from  . . 

-  amblyopia  from 

-  anaemia  from     . . 
Orugs,  anuria  from 

-  aphrodisiac 

-  black  urine  from       745, 

-  bradycardia  from 

-  bulIiB  from 

-  carboluria  from 

-  Olieync-Stokes  breathing 
Orugt  causino  wheals  . . 
Druos,  coma  from       118, 

-  convulsions  from      144, 

-  cyanosis  from    . . 

-  deafness  from    . . 

-  delirium  from    . . 

-  dermatitis  from 

-  diazo-reaction  from 

-  discoloration    of    skin.. 

-  eruptions  due  to 

pityriasis  rubra  after 

-  erythema  from  . . 
Drugs,   FehllngU  solution 

reduced  after        157, 

-  foul  breath  from 
taste  from 

-  for  gall-stones  . . 
Drugs,  glycuronic  acid  in 

urine  after 

-  headache  from  . . 

-  haematuria  from        275, 

-  hsBmoglobinuria  from  . . 

-  hypothermia  from 

-  jaundice  due  to . . 

-  leucocytosis  from 

-  leucopenia  from 

-  racths«moglobina)mia 

from 

-  mcthsBmoglobinuria  from 

157, 

-  noises  in  the  head  from 

-  (Bdema  from     410,  413, 

-  palpitation  from       484, 

-  photophobia  from 

-  pink  urine  from 

-  polycythaamia  from 

-  polyiu-ia  from    . . 

-  pnapism  from    . . 

-  ptyalism  from    . . 

-  purpura  from     . .      553, 

-  rectal  concretion  from . . 

-  scaly  eruptions  from.. 

-  sore  fingers  from 
Drugs,  strangury  from  C49, 

-  sulphhaBmoglobinsemia 

from    . . 

-  in  sweat . . 

-  tachycardia  from       703, 

-  tenesmus  from  . . 

-  thirst  from 

-  tinnitus  from     . . 

-  transmitte<l  by  suckling 

-  tremor  from 

-  uruMjual  pupils  from     . . 

-  urine  coloration  from  . , 
Drugs,  urticaria  from 

-  vesicant  . . 

-  voinirinL,'  from    ..      701, 

-  woi<.'ht  reducing 

-  xanthopsia  from 

-  j'ellow  urine  from 
Drug-taker,  sliifty  eyes  of 
Drummers'  cramp 
Drums  floating  in  head    . . 
Drumstick  bruMlli 
Duchenne's  palsy  . . 
Ductus    artoriohus,    patent 

(see      Patent      Ductus 
-Irferiosiis) 


,  Diihring,  on  scrofulodermia  559 
553  Diihring's  disease..  ..  99 
224 eosinophilia  in  . .  219 

604    Dullness,  abdominal,  wtth 
602  !         ascites 44 

222     -  -  all  over  . .  . .     47 

22 1 from  ovarian  cyst    . .  689 

2-.'l in  tuberculous  perito- 

222  nitis  ..  ..48 

771     -  over  aneurysm  . .  . .  208 

6i)2     -  cardiac,     increased     to 
22*»  left  in  chronic  nephritis   11 

771 in  mitral  regurgita- 

381  tion  . .        89,  210 

222 increased  to  right,  in 

771  congenital  heart  dis- 

775  ease..         ..  ..91 

-  over   distended   bladder    45 
098     -  dome  -  shaped,       from 
759  j  hepatic  abscess         . .   291 

33     -  over    enlarged     thymus 
40  glnnd  ..  . .   419 

538     -  fibroid  lung       . .  . .   206 

747     -  in    flanks,    with    acute 
84  peritonitis      . .         . .  592 

90     -  -  ascites  44,  689 

740 in  general  peritonitis    388 

108     -  hepatic,     deficient    (see 
771  Liver  Dullness) 

144  -  over  hydrops  amnii      . .     45 

145  -  with  ovarian  cyst        . .     45 
157     -  over  pleiu"itic  effusion 

166  108,  200 

169     -  in  pneumonia    . .         . .  042 
755     -  to  right  of  sternum,  from 
173  aneurysm        ..         92,  93 

529 with  tricuspid  regur- 

757  gitation  . .  . .     92 

601     Dumb-bell  crystals       423,  741 
222     Duodenal    bleeding,   coma 

from    . .  . .  . .  118 

261 noises  in  head  after  . .  406 

86     -  lesions,        subcutaneous 
705  emphysema  from      . .  203 

650  '  -  obstruction  visible  pcri- 

I  stalsis  from    . .  . .  521 

261     -  ulcer,  abdominal  tender- 
295  ness  from       . .  . .   271 

650  ■ acute  ascites  from    . .     47 

284 peritonitis  from    . .  592 

311 adliesions  from         ..  174 

325 albumosuria  with     . .     16 

360 anaamia  from       33,  .36,  271 

301 appendicitis  simulating  450 

blanching  due  to      . .   120 

161 blood  peranum  from  33,  75 

cholecystitis  simulating  450 

533 cicatricial  fibrosis  of. .  174 

406 dilatation  of  stomach 

698  I  from  ..  ..174 

486  I distinction   from   gas- 

525  trie  . .  . .  . .     75 

745 empyema  from 

533 exploration     in 

535  gnosing 

538 gall-stones   simulating  272 

542     -  -  gastric  HCl  with      . .  451 
554 ulcer  simulating   . .   271 

718  I  Duodenal    ulcer,    general 
6<>2  account  of    ..        ..271 

239 general  peritonitis  from  388 

650  1 hajmatcmesis  from  75, 

265,  271 

161 heartburn  from         . .   297 

055 hunger  pain  with     30,  75 

704     Duodenal    ulcer,     hunger 

718  pain  of  271,437,450 

720 hyrteracidity  with     . .     75 

723  ' indicanuria  from       . .   101 

145  , indigestion  from       . .   317 

720 ititernal     hemorrhage 

552  ;  from  118,  120,  720 

744 interscapular  pain  from 

771  j  401,  402 

765  ' leakacje     from,      con- 

765  stipation  after 

770 local   peritonitis   from 

702 rigiility  over 

744 spot    of    tenderness 

234  from        ..         ..317 

151 loss  of  weight  from  . .   709 

400 melaena  from  30,  75,  271, 

730  451 

507 nocturfial  pain  from . .  450 

occult  l)!oo<.l  in   fmces 

with  ..      101,  120 

oedema  of  legs  after  . ,  4 1 1 


104,  106 
dia- 
..  450 


120 
174 
592 


Duodenal  tdcer,  eotud. 

pain  in  the  abdomen 

from  ..         ..  271  | 

back  from  . .         . .  428  i 

epigastrium  from  . .  462 

pain  after  food  witli . .     75 

in     hypochondria  n 

with        ..         ..460 

hypogastrium   from  463  i 

shoulder  from        . .  474  \ 

pancreatitis  from  100,  101 

perforation  of  . .     47  i 

collapse  from         . .  436 

laparotomy  fwr     . .  436 

pain  in  epigastriam 

from        . .         . .  436 

pneumoperitoneum 

from        . .         . .  652 

shock  from  . .  430 

pleurisy  from . .         ..  100 

ptyalism  from  . .  543 

rapid     emptying    of 

stomach  and  . .  272 

sex  incidence  of        75,  451 

simulating       enlarged 

gall-bladder  ..  368 

gall-stones  . .         . .     30 

gastric  ulcer  . .     36 

subdiaphragmatic  ab- 
scess from  451,  662,  668 

suppurative  peritonitis 

from  . .         . .     47 

vomiting  from        76,  271 

x-rays  in  diagnosing. .  272 

Duodenum,  ankylostomiasis 
of         . .         . .         . .  521 

-  carcinoma  of  (see   Car- 

cinoma of  Duodenum) 

-  catarrh  of,  jaundice  from 

325,  47 i 

pain  in  shoulder  from  474 

pancreatitis  from     . .  10«> 

-  congenital  obstruction  of  130 

-  dilatation  of       . .         . .  662 

-  gall-stone  ulcerating  into 

265,  272 

-  kinking  of,  with  movable 

kidney  ..         ..331 

-  movable  kidney  dragging 

on    . .         . .         . .  280 

-  obstruction    of,    no    ab- 

dominal distention  withlSO 

-  tumour  of,  ascites  from  46 
portal  obstruction  from    46 

-  ulcer  of  (see   Duodenal 

Ulcer) 
Dupuytren's     contraction, 

fin(;er  pads  with        . .  347 

-  -  (^Fig.  59)         . .  . .  142 

from  gout       . .         . .  142 

occupation  and         ..  142 

-  fracture,  talipes  from  . .  Ill 
Durham,  trichophyton  rosa- 

ceum  in  . .  . .  217 

Duroziez's  sign  . .  . .  93 
Dust,  cough  from  . .  1 18 

-  sore  throat  from  . .  615 
Dwarf,  dachshund  type  ..  187 

-  penguin-like       . .         . .  188 

-  seal-like 188 

DWARFISM  ..186 

Dwarf  elder,  polyuria  from  535 
Dyers,  stained  nails  in  . .  399 
Dynamometer,  in  Dercum's 

disease  . .  . .  410 

-  testing  hand-grips         . .  303 
Dysarthria,  aphasia  distin- 
guished from  302,  626,  627 

-  from     bilateral     facial 

piu-alysis         . .  . .  627 

-  bulbar  palsy       . .  . .   627 

-  cerebrnl  diplegia  . .  627 

-  disseminated  sclerosis  . .  627 
Dysarthria,  general  account 

of  . •  626 

-  in  general  paralysis     . .  627 

-  uummatoiLS  meningitis. .  627 

-  hemipleffia  and . .      302,  626 

-  from     internal     capsule 

lesions  . .  . .   302 

-  myasthenia  gravis        . .  627 

-  myopathy  . .  . .   628 

-  p?riplieral  neuritis  and  627 
Dvschozia  from  carcinoma  129 

-  diarrhcva  with   ..  ..    122 

-  from  distended  tubes  . .   129 

-  pneniata  in  relieving    ..   132 


1*: 


Djfsrfurzfa,  contd. 

-  isa-xA  needing  to  be  ditf 

out  in. .          . .  ..  iTt 

-  from  fibroids  ..  Vii 

-  fibrous       stricture  ot 

rectum            . .  ..  12i 

-  {Fig.  48)              ..  ..  IM 

Dyccliezia.  gMieral  accent 
of        127 

-  intestinal     constipation  . 

distinguisbe  1  from  ..  i:i 

-  from      invagination     <rf 

rectum  . .  1  J> 

-  ovarian  tumour..  ..  139 

-  pressure  on  r  ^tmn  . .  I J9 

-  rectal     examiaation  in 

dia^osing      . .      121,  1?? 

-  insensitive  r^'tum  with  121 

-  sigmoidoscope     in    dia- 

gnosing . .         . .  131 

-  suppositories  in  relievii^  \tt 

-  in  women  . .  1S9 

-  x-rays  in  diat^nosing    . .  IJS 
Dysentery,  abscess  of  liver 

after    . .  . .     332,  5»7 

-  acute  ascites  in . .        . .    47 

-  agglutination  test  in    . .  W: 

-  albuminuria  in  . .        . .    U 

-  albumosuria  witli        . .    IC 

-  omopiba  causing  77,  17i,  TK. 

-  ansemia  with  ..    U 

-  arthritis  wijf»    . .        . .  3lf> 

-  asylum    . .         . .        ..717 

-  atony     of    colon    after 

(Fig.  50)        ..        ..    _ 

-  bacillary  . .         . .    77 

-  b.'»cteri6logy  in  diagnoh-  _ 

ing       ..         ..        ..  il' 

-  bladder  opened  by       . .  5^'.' 

-  blood  inspissated  in    ..  161 
and  mucus  stoob  in 

76,  1T2,  W1 

-  chronic    . .         . .        . .  717 

-  colon  thickened  in      ..  OC 

-  com.'i  in  . .         ..  ..11* 

-  cyanosis  in         . .  . .  1' I 

-  diarrhfBa  with   ..  ..171 

-  general  abdominal  pain 

from    . .         . .  . .  45? 

wasting  from . .  . .    S* 

-  hematuria  from  275,  t^ 

-  hyperpyrexia  in  ..  S* 

-  indicaruu-ia  from  ..  314 

-  liver  abscess  after  253. 

291,  5(;? 

-  loss  of  weight  after     ..  77o 

-  meteorisra  in     . .        . .  S^'-' 

-  mucus  due  to    . .        •  •  ,'* 

-  pain  in  iliac  fossa  from  iit. 

451.  449 
limbs  In  . .        . .  4^ 

-  purpura  in  •  ^ 

-  pus  in  stools  from        . .  ^' 

-  pyuria  from       . .        •  •  ^'^ 

-  rigor  rare  in  •5** 

-  Shiga's  bncillu!!  in    172.  71* 

-  stenosis  of  Iwwel  after. .  1!^ 

-  suppurative     peritonitis 

from    ..  ..        ..47 

-  tenderness     over    colon 

from    . .         . .        ••  'f^. 

-  tenesmus  in  76,  172,  '1*.  '^l 

-  ulceration  of  Ijowel  from  2^^ 

opening  into  bladder  ip 

of  retnum  due  to    ..  '^ 

-  ulcerative        colitis      a 

v.irir'ty  of      . .  . .    •'" 
Dysidrosis,  cheiropompfao- 

lyx  and            . .  ••    •'' 

-  finffojs  afTccted  by  • .  ;3i 

-  miliaria  and       ..  ..7* 
DYSMENORRHOEA  .•  I« 

-  acute     abdominal  pain 

from    . .  . .        . .  15*' 

-  from    appendicular   ad- 

hesions . .        . .  45 

-  blue  brain  and  - .        . .  1* 
Dysmenorrliaa,  coMHieM 

simulatinB  ••  I' 

DysmeiiMTliaMi,     Rsl     ef 

eausas  of  .19 

DysmMorrhoMU  mtiaknasM 

192.  II 

DysmMiorrhsa,  types  ef 
pain  ia  •  •  ^^ 

Dysostosis,  cl«do-cranial 
dvmrfi^m  from         .  •  l** 
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inia 

193 

DYSPHAGIA 

194 

inia,  cauMi  of  193.  194 

-  from  aneurysm . .      105, 

434 

»31S  vulvsB  103, 1U4, 

701 

-  from     Liiateral     faciiU 

iy  from 

646 

paralysis 

543 

ia  (and  see  Indiges- 

-  in  bulbar  paralysis   135, 

> 

107,  589,  543, 

627 

kchylia 

318 

-  from  carcinoma  105,  lO'J, 

iiU  acM     . . 

310 

266,  435, 

461 

abdominal  pain . . 

103 

-  cervical  adenitis 

617 

aJism  irom 

543 

-  cicatricial  stenosis 

435 

Ucohol 

310 

-  cleft  palate 

108 

'7 

337 

-  corrosives 

268 

dicular      . .      207, 

3IG 

-  dermatitis  herpetiformis 

74 

ia,  asthonic 

319 

-  after  diphtheria        106, 

543  1 

ktony 

310 

-  erythema  buUo^um     74, 

lOM  , 

ng  ^ms  from     . . 

72 

-  general  paralysis 

luV  ' 

lesions  simulating 

315 

-  hydrophobia      . .      138, 

543  1 

loma    of    stomach 

-  hysterical           . .      106, 

107 

ulating 

270 

-  from    idiopatli  c    dilata- 

la, from  carcinoma 

tion  of  (BBophagus    . . 

108  i 

rtomach    . .     316, 

760 

-  after  irritants    . . 

108 

■hal  jaundice  after 

328 

-  larynx  lesions    . .      108, 

100  ' 

la,  cbanoos  in  stools 

-  lead  poisoning  . . 

107  1 

li 

171 

Dysphagia  lusoria . . 

196 

ic,     from     gastric 

-  from  mercury    . . 

73 ; 

jr 

658 

-  mumps   . .         . .      108, 

617 

cirrhosis    . . 

371 

-  myasthenia  gravis     107, 

543  i 

.  from 

148 

Dysphagia   due   to    nerve 

defective  teeth    . . 

310 

causes 

196  I 

snt  exercise 

310 

Dysphagia  from  cesophageal 

i 

usa  from  . . 

171 

obstruction    194,  195, 

196  ' 

emotion  , .. 

337 

Dysphagia  from  pain  on 

310 

swallowing 

198 

rtbom  from 

297 

-  paralysis  agitans 

543 

reath  from 

87 

of  hypoglossal  nerve. . 

543 

la,  functional,  gene- 

-  pemphigus          . .        74, 

108 

account  of      318, 

319 

-  pharyngeal  stenosis 

108 

gall-stones        207, 

310 

-  post-pharyngeal   abscess 

108 

Jgia 

310 

-  pouch  of  OBSophagus  106, 

763 

tis  simulateJ  by . . 

317 

-  ptyalism  from  . . 

543 

..      310, 

753 

-  from  quinsy 

108 

^ef 

337 

-  sore  throat        . .     108, 

615 

meals 

310 

-  spasm  of  (esophagus    . . 

435 

che  from  . . 

206 

-  spasmodic,     in     hydro- 

disease simulated 

phobia  « 

107 

433,  435, 

700 

-  from  stomatitis           74, 

198 

hjrpenusthesia    of 

-  syphilis  ..         ..      107, 

-  thyroid    gland    enlarge- 

100 

nach 

310 

chlorhydria 

318 

ment   

722 

la,  hyiMrtthenlc  .. 

319 

-  tongue  lesions   . . 

108 

ia  simulating 

315 

-  tubercle  of  larynx 

100 

nia  from  . . 

321 

OYSPNIEA 

199 

songestion  with  . . 

360 

-  from  abductor  paralysis 

158 

(  appetit«  from  . . 

43 

-  acute,    from    aneurysm 

i^ht  from  . . 

760 

opening      into      pul- 

trdial       alTections 

monary  artery 

02 

485 

superior  vena  cava 

02 

i»,  oxaluria  and . . 

424 

aortic  valve  rupture. . 

210 

neurasthenia 

466 

bronchitis 

420 

nutmeg  liver 

368 

bronchopneumonia  . . 

420 

310 

luemorrhage  into  thy- 

IL organ  ic,  differ- 
lal  dbignotis  of 

roid 
irruption    of    caseous 

721 

316,  317, 

318 

gland  into  trachea 

•120 

OTerfatigue 

310 

laryngeal  paralysis  . . 

405 

irork 

310 

pneumothorax 

150 

ria  and     ..      281, 

424 

—  —  tabes  . . 

150 

in  the  bock  from . . 

428 

tooth-plate  in  larynx 

105 

8t  from 

700 

-  from  alkalies     . . 

00 

nd  heart  from 

435 

-  from  aneurysm . .        92, 

150 

ation  from      435, 

485 

-  angina  Ludovici 

158 

t    lesion   simulated 

-  aortic  regurgitation 

207 

468 

-  asthma    . . 

322  1 

phobia  from 

525 

-  athletes*  heart  . . 

214 

rdial  pain  from    . . 

433 

-  witli  anuria 

42 

ancy  simulating  . . 

315 

-  from  bronchitis 

322  1 

pyloric  spasm 

319 

-  bronchopneumonia 

500  1 

hoea 

74 

-  capillary  bronchitis 

500 

ia  from 

241 

-  cardiac,  asthma  sinmlate<j 

I          1 

310 

by       

535 

shock 

310 

-  in  chlorosis 

274 

la,    simulated    by 

-  chronic  mediastiniti-t   . . 

435  ' 

y  heart 

485 

-  chronic  nephritis 

722  1 

Siting  dysmenorriiGcalOS 

-  from  congenital  heart 

1 

simulating 

315 

2l.>,  217, 

720  ' 

tea            ..     310, 

321 

-  diphtheria 

157 

mess  in  chest  frcm 

700 

-  emphysema 

322  1 

tetrachlorethane . . 

334 

-  with  fatty  heart        212, 

213 

us  from    . . 

723 

-  fibroid  heart 

213 

tobacco    . . 

310 

lunijr    . . 

216 

e  swollen  in 

608 

-  goitre      . .         . .       15H, 

722 

tL-fndented  from . . 

608 

-  Graves's  disease 

722  1 

of  tongue  from 

-  hajmorrhage  into   intra- 

1 

738, 

740 

thoracic  sarconiii 

150  1 

anmiitable  food  . . 

310 

mediastinum  . . 

159 

•o  from 

753 

thymus 

159  , 

worry 

310 

thyroid 

158  1 

Dyspnoea^  eontd. 

-  heart  disease 

-  with  hepatoptosis 

-  hydrophobia 

-  hydropneumothorax     . . 

-  insomnia  from  . . 

-  from  laryngeal  obstruc- 

tion 

-  ligneous  thyroiditis 

-  mediastinal  new  growth 

-  mitral  regurgitation     . . 

-  myocardiaj  changes     . . 

-  myocarditis 

-  osteitis  deformans 

-  overstrain  of  heart 

-  phthisis  . . 

-  pneumothorax  . . 

-  polycythflomia  and 

-  from  post-pharyngeal  ab- 

scess   . .  . .      108, 

-  pulmonary  embolism  150, 

-  Riedel's  disease. . 

-  renal,  asthma  simulated 

-  retracted  head  from     . . 

-  spasmodic,  from  asthma 

-  from  thyroid  gland  en- 

largement 

-  from  unamia     . .       40, 

-  (and  see  Breath,  Short- 

ness of ;    and   Ortho- 
pncea) 
DYSTOCIA 

-  from  cystic  kidneys     . . 
Dystocia,  list  of  causes  of 
Dystrophy,  muscular  (see 

Myopathy) 
Dystrophia  adiposogenitalis 
(Fig.  176)  . . 


322 
368 
138 
652 

300 

500 
158 
434 
210 
300 

670 
214 
322 
432 
533 

616 
280 
158 

535 
500 
420 

722 
206 


199 

12 
200 
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EAR,  Arnold's  nerve  of 
the 148 

-  boils  affecting    . .         . .  203 
Ear,    cerebrospinal   fluid 

from    ..  110,  421 

-  chilblains  affecting       . .  203 

-  component  parts  of  the  163 

-  condylomata  in . .         . .  422 

-  dermoid  cyst  of . .         . .  203 

-  diphtheria  of     . .  . .  422 

-  discharge  from  (see  Otor- 

rhcea) 

-  eczema  of  . .      203,  422 
cough  from    . .         . .   148 

-  epithelioma  of  378,  422 

-  erysipelas  affecting       . .  203 

-  foreign    body    in,    (see 

Foreign  Body  in  Ear) 

-  furuncle  in        . .  . .  422 

-  hfemorrhage    from    (see 

Hsemorrhage  from  Ear) 

-  into  middle    . .         . .   166 

-  herpes  afifecting  . .  203 

with  facial  palsy       . .  403 

Ear  lesions,  noises  in  the 

head  from  . .  406 

nystagmus  from        . .  408 

vertigo  from  . .  . .  408 

-  liquor  Cotunnii  escaping 

from    . .         . .         . .  421  i 

-  lobules,  absent,  in  p)0- 

goria    . .         . .  . .   191  ' 

-  lupiLs  affecting  . .  . ,   422  | 

-  polypi  in  (see  Polypus  of 

Ear)  i 

-  pulsation     detected     by  , 

2U8,  693 

-  rodent  ulcer  affecting  . .  422 

-  sebaceous  cyst  of         . .   203 
glands  in        . .  ..422 

-  swelling  of,  from  furuncle  422 
Ear,  syohllis  of  internal  . .  752 

-  telephone  . .         . .  203 

-  urate  of  sodium  in        . .   344 

-  wax  in,  cough  from     . .   148 

deiifness  from        164,  165 

Ear     of     corn,      inhaled, 

gangrene  of  lung  from  260  , 
EARACHE  .202 

Earache,  various  causes  of 

202,  203 
Ears,  atrophy  of.  from  lupus        i 

erj'thematosus  . .  603 

-  blue,  blue  brain  antl     . .   163 

-  coarse,  in  cretinism      . .   234 

-  cyanosis  of         ..  ..156 


Ears,  contd. 

-  hfflmatomata  of,  in  gen- 

eral paralysis 

-  large,  in  mongolism 

-  pitcher-shaped,   in   mon- 

golism 

-  Raynaud's  disease  affect- 

ing      . .         203,  256, 

-  singing    in,    in    arterio- 

sclerosis 

-  thick,  in  m^xQ8dema    . . 
Eason's  reaction,  in  hajmo- 

globinuria 
Eating  of  dirt 

-  excessive,  uric  acid  an«l 

-  rapid,  sense  of  fullness 

after    . . 

Eberth's  bacillus  (sec  J  ba- 
cillus Typhosus) 

Ecchondroses,  from  arthri- 

Lis  ■  •  •  •  •  • 

Ecchymoses 

EchinocoGCUS  (see  Hydatid) 

bclampsia,  general  account 

-  convulsions  in    . .     137, 

-  rigors  simulated  by 
Ecthyma    . . 

-  impetigo  and     . .      557, 

-  pustules  in 

Ectopic  gestation,  felt  per 

rectum 
Ectopic  gestation,  notes  on 

abdominal  pain  from 

acute  abdominal  pain 

from  . .       193, 

blanching  due  to 

bimanual  cvamination 

in  detecting 
blood     per     vaginani 

with 

collapse  from 

coma  from 

faintness  from 

internal  bleeding  from 

393,  593, 

leucocytosls  from 

metrostaxis  from 

pain      in     liypochon- 

drium  from 

the  pelvis  from  408, 

pallor  from     . . 

pelvic    swelling    with 

393, 

rigidity  from 

ruptured         . .      1  -O, 

simulating   dys:inenor- 

rhoea 

peritonitis  . . 

swelling   in    Douglas's 

pouch  from 
tenesmus  from 

-  tubal  mole  from 

uterine  bleeding  due  to 

vomiting  from 

Ectothrix   . . 
Ectromelus 

Ectropion 

Eczema,  anidrosis  with    . . 

-  baldness  from    . . 

-  bathing-drawers     roL'ion 

affected  by     . .      401. 

-  burning  in 

-  cheiropompholyx    simu- 

lating . . 

-  crxists  in  558,  600,  OO'j, 
Eczema,  dermatitis  distin- 
guished from 

-  ear  affected  by  148,  202, 

20,-}, 

-  eczema  marginatum  dis- 

tinguished from 

-  eosinophilia  rare  in 

-  erythema  from  .  .     2-2. 

-  erythrasma  sininl;itiMu 

-  favus  distinguished  from 

-  fingers  affected  by     2:>9. 

-  folliculitis  from  , . 

-  folliculorum 

papules  in 

Eczema,  general  account  of 

754, 

-  from  glycosuria . . 

-  granulosis  rubra  nasi  dis- 

tinguished from 

-  impetiginous,  outaiioous 

diphtlieria    simulating 


243 

238 

238 

699 

11 
234 

285 

43 

742 

243 


552 


146 

MC 
594 
600 
558 
557 


5S7 
690 
393 


593 

120 

408 

593 
393 

lis 

393 

720 
593 
392 

451 
688 
593 

688 
593 

19:; 

193 
593 

587 
718 
393 
.393 
765 
218 
188 

220 

05  1 

71 

000 
558 

750 

755 

422 

250 
210 
r.02 
251 
247 
240 
24  It 
002 
487 

755 

260 

051 
558 
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nphywma,  physical  signs 

•f        217 

pneumothorax  from  . .  531 
poljcytbasmia  from  532,  533 
resouance  increaeed  in. .  167 
ribs  evertetl  from  . .  366 
ri^c  ventricle  enlan^ed 

fiom  ..  215,  217,  299 
rupture  of  blcb  in  . .  531 
shortness  of  breath  from 

85,  89 
8ho<ilders     square     and 

hi^h  in  ..  ..   167 

anall  respiratory  expan- 
sion in  . .  160 
[■ipliyfema,  subcutantsus, 

various  causes  off  . .  203 
■  -  crepitus  from  150,  153 
LMPHYSEMA,  SURGICAL  203 

-  -  of  abdomen    . .      655,  656 

•  -  from  fractured  rib    . .  532 

•  -  gas  -  producing       mi- 

crobes        . .         . .  6.'»6 

-  wounijs  . .  . .   656 

-  qrstolic  bruit  with       ..   217 

-  telancriectiises         roand 

waist  from     . .  . .   750 

-  tenderness  of  chest  in  . .   708 

-  tiglitness  in  chest  from    432 

-  tricQspid      regurgltatioti 

from    . .  . .  . .  217 

-  vesicular  murmur  dimin- 

i5he<l  in  . .  . .   167 

-  Tiolcnt    couching    bouts 

from    ..  ..  ..289 

-  winter  broncliitls  with. .   160 

-  -  cough  from  . .  ..11 
Emprosthotonus,  ui  tetanus  138 
EMPYEMA  ..103 
Empyama,  abnormal  sitas 

off       . .         86,  103,  643 

-  absence  of  breath  sounds 

with 103 

-  -  voice  sounds  with    . .   103 

-  adhesions  round  . .  532 

-  albuminuria  with         . .     13 

-  albumosuria  witli  10 

-  an»mia  with      . .         32,  34 

iMpyama   off   antrum    of 
HiOhmore  ISO,  462 

• subjective    smcUs 

from        . .  . .  612 

from  api>endicitis    103, 

104,  106 

ascending  nephritis      . .   106 

axillary  abscess  from  . .  666 

bacillus    coll    communis 

causing  . .  . .   104 

-  pjocyaneus  causing. .  104 
bronchial  brcatliing  over  103 
bronchiectAsus  after  . .  292 
from  bronchopneumonia 

103,  160 

bursting  through  lung..  287 

URpyama,  causes  off       . .  103 

cbeet  bulged  on  one  side 

by  . .  168 

-  shrunken  from     153, 

154,  168 
from  cholangitis  . .   106 

clubbing  of  fingers  from 

86,  111 
crackling  rales  over  . .  1 03 
diaphra^n  depressed  by  658 

;«p«ama,    difllcultles    In 

locatino  ..643 

from  duodenal  ulcer  104,  106 
elastic  fibres  in  spuutm 

due  to  . .  260 

with  few  signs    . .  . .   291 

fibroid  lung  after         . .  292 
foetid    bronchitis    simu- 
lated by         . .         . .  643 
foul  breath  from  . .     86 

-  8'>utum  from..      260,  643 

-  taste  from  . .  . .  705 
from  fractured  rib       . .   1 04 

Immmn*  off  ffrontal  ilnus    ISO 

(and  see  Sinus,  Frontal) 

gall-bladder,  albumosuria 

with  1<» 

-  from  carcinoma         . .  326 

-  cholantritis  from        . .  33^ 

-  from  cholangitis       . .  326 

-  from  gall-bladder  infec- 

tion    ..       ..      101,  1^J6 


Empyema  of  gaU-blaJiUr,  contd. 

gall-blad<ler     enlarged 

by  . .  . .  253 

from  gall-stones        . .  326 

leuooojrtosis  from  251,  360 

operation  for  . .  254 

-  from  typhoid  fever 

254,  333 

-  gangrene  of  lung  simu- 

lated by        260,  290,  643 

-  from  gastric  ulcer   103, 

104,  106 

-  gumma  of  liver. .  . .  106 
I  -  haimoptysis  from  287,  291 
I       from  hepatic  abscess  104, 

i  106,  370 

I  -  hydatid  cyst  of  liver  ..   106 
I  -  indicanuria  from        315,  745 
I  -  from  infarction  of  lung    106 
I  -  injury     . .         . .         . .  104 

I  -  lardaceous  disease  from 

8,  635 

I  -  latent 103 

'  "  leuoocytosis  witli    35, 
I  360,  361 

•>  lobar  pnetunonia  . .  103 
I  -  after  measles  . .  . .  597 
\  -  needling  in  diagnosing  35, 

103,  160 

-  nephritis  from  . .  . .  9 
'  -  from  new  growth  of  liver  106 
I  -  after  operations  . .  106 
I  -  osteo-arthropathy  from  352 
I  -  from  otitis  media        . .   106 

-  pain  in  the  chest  from 

430,  431,  432 
'  -  paths  of  infection  in    . .  104 

-  from  pelvic  peritonitis. .  106 
i  -  perinephric  abscess      . .  104 

-  perinephritis      . .         . .  106 

-  periodic  pus  expectora- 

tion from       . .  . .   291 

-  from  peritonitis  . .   106 

-  phthisis  . .  . .  . .   104 

Empyema,  without  physical 

signs   . .  86,  643 

-  after  pleurisy    . .  . .  597 

-  pneumococcal     103,  104,  105 

-  after  pneumonia    35,  104, 

{Fig,  71)  160,  291, 

574,  597,  643 
pneumothorax  from     . .  531 

-  poinUng  . .         168,  169,  222 

-  polymorphonuclear  cells 

and  35,  361 

-  prolonged  pyrexia  from 

563,  567 

-  from  pylephlebitis       . .   106 

-  pyosalpinx  . .  106 

-  pyrexia  of  . .  574 
I  -  rarity  of  peritonitis  from  106 

-  from  renal  calculus  . .  106 
'  -  retraction  of  chest  after  169 
I  -  rib-resection  in  . .         . .  103 

-  rigor  from  . .      595,  597 
Empyema,    ruptured    Into 

'  lung  66,  168,  291,  531, 

532.  643,  705 

-  after  scarlet  fever        . .  697 

-  scoliosis  from    . .         . .  153 

-  septicepmia  from         567,  637 

-  simulated  by  abscess  in 

the  liver         . .  . .   103 

lung  abscess  . .  . .   103 

subdiaphntgmatic  ab- 
scess . .  . .  103 

-  simulating  bronchiectasis    86 

-  sinus  from         . .  . .  635 

-  staphylococci  causing  . .   104 

-  stench  from       . .  . .  290 

-  streptococci  causing     . .   104 

-  from    subdiaphragmatic 

abscess    103,  104,  370,  658 

-  sudden  abundant  expec- 

toration of     . ,  . .     86 

-  tenderness  of  spine  from  713 

-  from  tuberotilous  kidney  106 

-  typhoid  bacilli  causing. .   104 
Encephalitis,  age  incidence 

of  ..      120,  132 

-  ataxy  from        . .  . .     58 

-  athetosis  after   ..  ..132 

-  brachial  monoplegia  from  502 

-  coma  from         ..      117,  591 

-  convulsions     with     120, 

146,  502,  511 
r  -  heada(.'he  with  120,  502,  525 


304 


Encephalitis^  coiUd. 

-  hemipl^a  from       303, 

-  lumbar  puncture  in  dia- 

gnosing . .  525 

-  meningitis  simulated  by  511 

-  optic  neuritis  from  120,  525 

-  paraplegia  from         132,  510 

-  photophobia  from        . .  525 

-  post-mortem      diagnosis  120 

-  prognosis  in       . .  . .   120 

-  pupil  small  with  . .  552 

-  pyrexia  from     . .      502,  511 

-  retracted  head  from     . .  589 

-  relation  to  poliomyelitis  132 

-  simulating       meningitis 

120,  591 
sinus  thrombosis   120,  511 

-  vomiting  with  120,  502, 

511,  525 
Eucephalocele,  exophthal- 
mos from       . .         . .  229 
Encephalopathy,  saturnine    34 
Enchondroma     of     meta- 
carpal {Fig.  282)  ^  . .   671 

-  sarcoma    simulated    by 

{Fig.  282)      ..  ..671 

simulating      . .         . .  672 

Endarteritis,  cerebral,  hemi- 
plegia from    . .      303,  304 

-  -  from  syphilis..  ..  304 
thrombosis  from       . .  304 

-  cerebral  softening   from  515 

-  gangrene  from  . .      255,  258 

-  hemiplegia  from  . .  517 

-  syphilitic  . .  . .  515 

headache  from  . .   294 

spinal,  allocheiria  from    17 

Endocarditis,    absence    of 

pyrexia  with . .         . .     89 

-  acute,  from  acute  rheu- 

matism,  90,   96,   105, 
209,  211,  283,  464,  614 

Endocarditis,  acute,  bruits 
from  .  •  209 

cardiac    impulse    dis- 

plated  from  . .  21 1 

in  children     . .         . .  211 

aortic  disease  after  . .  209 

regurgitation  from       03 

systolic  bniit  from      92 

Endocarditis,     acute,     off 
aortic  valve  • .        .  ■  209 

apical   diastolic   bruit 

from  . .  . .     93 

systolic  bruit  from  2, 

89,  90,  211 

calcification  of  valves 

after  ..         ..211 
in  children     . .  . .     54 

-  acute,  from  chorea  90,200,21 1 
from  erysipelas        . .     90 

Endocarditis,  acute,  ganeral 
account  off  ..211 

mid  -  diastolic      bruit 

from  . .  2.  06,  587 

mitral     regurgitation 

from  ..  ..211 

stenosis  after        ..  211 

myocarditis  with      . .   212 

palpitation  from       ..   211 

from  pneumonia       . .     90 

precordial  pain  from     211 

from  puerperal  fever      90 

reduplication    of   first 

sound  from]  . .  211 

from  scarlet  fever 

90    209.  211 

sclerosis  ol  valves  after  21 1 

from  septicaamia      . .     oo 

\\\  tonsillitis  ..  ..211 

-  age  incidence  of  . .     93 

-  aortic  disease  from      . .  209 

-  cerebral  embolism  from  147 

-  fungating,  acute  abdom- 

inal pniu  in   . .  . .      76 

Endocarditis,     fungatlno, 
acute  aneurysms  In  . .  640 

nephritis  from       . .       8 

ace  incidence  of       ..   301 

albuminuria  in  . .        7 

alternative  names  for  555 

amemia  fro-n  7,  21,  31,  640 

aneurysm  from         . .     34 

of     hepatic     artery 

front         . .        51,  331 

aortic       re^ureiitation 

from  . .        93,  209 


Endocnrdilijt.  fuihjtitimj,  contd. 

apictl  systolic  bruit  in     89 

ascitc:<  ill         . .  7,  51 

axillary  aneurysm  from  667 

blood  cultures  in    34, 

200,  566 

bruits  in  . .  . .   566 

without  bruit  8,  566,  640 

-  -  a  case  of         . .  . .        7 

cerebriil  ab<  -cs^  from  502 

hannorrhai'e  from . .  640 

Cheync-stokes  breath- 

itiL'  in  . .  . .   108 

Endocarditis,       fungating, 
chleff  signs  of..        •.    34 

coma  i[i  ..      117,  640 

convulsions  from       . .     34 

disappearance  of  pulse 

in     . .  . .  . .   551 

embolism  in  . .  8,  51 

of  spleen  ill  . .     oi 

of  brain  in  34,  110, 

303,  301 

cord  in        . .  . .   517 

intestine  in  34,  380 

kidney  in    7,  8,  34,  283 

lung  in  . .        50,  200 

pancreas  in  . .      7«"» 

nulial  artery  in     . .   551 

retina  in     . .  . .     34 

spleen  in     . .         34,  632 

fincrers       clubbed      in 

(Fig.  270)  ..   640 
gangrene  from  . .     34 

Endocarditis,       fungating, 
general  notes  on       . .  640 

gono<'occal    ..         217,  574 

hajmatoniosis  in         . .   265 

lucmutnria  from   7,  8,  34, 

283 

hicmoptysis  from      . .   288 

hajmorrliages  with    ..     34 

haimorrha^io    erosions 

in 260 

heart  hUnrk  from       . .   546 

hemiplcKMu  from  303,  304. 

640 

hyperpyrexia  ..  300 

inlluenza  simulatirii,'       564 

intestinal    obstruction 

simulated   in        70,  389 

jaundice  with  . .   334 

no  leucooytosis  with. .     34 

liver  enlarged  in  {Ftg. 

270)  . .  . .   640 

menintritis  from         ..   567 

sinmlatod  by         . .   567 

micrococcus  rheunwiti- 

cus  in  . .  . .   200 
mitral       regurgitation 

from  ..211 

of    months'    duration  567 

Endocarditis,      fungating, 
multiple  emboli  In    . .  640 

nephritis  froni  . .  283 

neuritis  in      . .         . .     64 

neuroretinitis  in        . .        7 

oedema  of  ankles  from       7 

face  from    . .  . .       7 

obscure  pyrexia  from     574 

optic  neuritis  witli  . .     34 

from  osteomyelitis   . .   283 

pain  in  the  back  from       8 

paralysi:!  from  34,  303, 

304,  640 

peripheral  neuritis  from  61 

peritonitic  rub  in      . .     34 

peritonitis  from        . .  380 

petechisB  in     .  .  . .   563 

pleurisy  in      . .  . .     34 

pneimio<'o<?cal         209,  667 

from  pneumonia       . .   283 

prolonged  pyrexia  from  503 

pulmonary,    incompe- 
tence from  . .  , .   217 

of  pulmonary  valve..   215 

purpura  with  31,  553, 

(Fig.  236),  555 

pyrexia  from      7,   34, 

331,  563 

without  pyrexia        ..   311 

renal  tube  casts  in   . .       7 

retinal  ha;morrhages  in       7 

rigors   in         34,   505,   506 

serum  treatment       . .     34 

shortness     of     breath 

from  . .         . .       7 


EPISTAXIS 


EXCITEMENT 


81.1 


EptstaxUy  eontd. 

-  in  cluxHiic  alcoholism  . .     51 

-  -  DepbritSs  11,  76,  231,  266 

-  in  cirrhosia  51,  220,  266,  635 

-  common    sito    of    ulcer  i 

cuiLsin:;  ..  ..221 

-  com*eAle*l  ..  ..221 

-  in  fantiiial  acliolurio  juun- 

dic'e 332 

~-  fuUrtes-s  in  head  relieved 

-  haunatcmeAis  from  265,  266 

-  in  h»mophJlia  . .      221,  273 

-  Henoch's  purpora        . .     76 

-  Hodgkin's  disease         . .  274 

-  internal  carotid  erosion  421 

-  in  leuk.'Bmia       . .        25,  221 

-  relapsine  fever  . .         . .  336 

-  scarlet  fever     220,  221,  273 

-  simulating  haematemeais  221 

-  hemoptysis    . .         . .  221 

-  in  sm:iU-pox      . .  . .  272 

-  qteculum  in  diagnosing 

cause  of  . .  . .  221 

-  In    sftlenomegalic    i>oly- 

c3'Uiaamia       . .         . .  633 

-  tinnitus  relieved  by      . .  221 

-  In  typhoid  fever  76,  221,  636 

-  vicarious     menstruation 

and 221 

Epithelial  casts    . .  6 

-  cells,  similarity  of  renal, 

ureteral,    and    vesical  575 

-  -  renal,  in  chy^luria      . .   109 

-  -  in  urine  . .  U,  10 

-  -  in  acute  nephritis     . .     14 

-  -  from  bacteriuria       . .     70 

-  -  from  calculus  . .  117 
l^ithelioma    (see    Carcin- 
oma) 

-  idenoides  cysticum      . .  733 

-  distinction  from  rodent 

ulcer    ..         ..         ..179 

EiWitlioma,  omeral  notes 

on  ■.     730,  731 

Epitrochleor    glands    (see 

Lymphatic  01and8,Kpi- 

irochlear) 
^iis,  bleeding  gums  from     72 
Epilta.  fibrous      . .     671.  684 

-  malignant  . .         . .  672 

-  microscope  in  diagnosing     74 

-  ptyalism  from  . .         . .  542 
Eijanftrium.  mechtnism  of 

malntonance  off        ..751 
Erb,  on  electrical  reactions 
in  tetany       . .  . .  584 

-  myopathy  of     . .  . .  135 

Erb's  palsy,   oMtrtl   ac- 
count  off  ..  507 

-  sign  in  tetany  . .         3,  152 
Erections,      painful      (see 

I*riapLsn))  <«jk 

Ersot ism,  dead  fingers  nr»  1G2 

-  eryttu^melalgia    simu- 

lated by         ..         ..  259 

-  gangrene  from  S55,  259 

-  purpura  from    ..         ..^53 

-  Raynaud's  disea.>fc  simu- 

lated  by        ..         ..  259 

-  from  rye  . .         . .  259 

-  tetany  from      ..         ..151 
Erosion  of  bone,  bv  aneur- 
ysm 431,  483,  516, 

69.1,  713,  770 

-  in  Kaposi's  disease  . .  732 
by  rodent  ulcer       . .  735 

-  cervical,  backache  from  468 
carcinoma  simulating    391 

-  character  of  discharge 

from  . .         . .  185 

-  metrorrhagia  from  . .  390 

-  metrostaxis  from      . .  392 

-  tubercle  simulating  . .  391 

-  hflsmorrUagic      263,  269,  272 
Erosions,      in      Jacquet's 

erythema       . .         . .  401 
BrnH'    of    refraction    (see 

Refraction,  Error  of) 
Enictatio  norveta..      240.316 
Enictations,     arid,     from 

dyspepsia       . .         . .  319 
>  from     acute    dilatation 

of  stomach    . .         . .  173 

-  explosive,    after     soda- 

water,  etc.     . .         . .  588 

-  from  gasta-itis    . .  . .  267 


Eructations^  contd. 

-  with  intestinal  colic     . .  425 

-  rapidly    repeated,   aero- 

phugy  indicated  by  ..215 
Erysipelas,  albuminuria  iti     13 

-  bacteriologieal  diagnosis  413 

-  baldness  from    . .         . .     71  ' 

-  bathitig  -  drawers      area 

affected  by    . .  . .  401  , 

-  bulIsB  in  . .  96,  98,  674  ' 

-  diazo-reuction  in  . .   173 

-  dilatation  of  heart  in    ..  214  ' 

-  of  ear 203 

-  endocarditis  with         . .     90 

-  erythema  in  . .  223 
simplex  simulating  . .  227 

-  of  face    . .  . .  . .   674 

-  gangrene  from  . .  . .  255 

-  hyperpyrexia  in  . .  309 

-  leucooytosLs  with  . .  360 

-  lupus        erythematosus 

simulating      ..  ..710 

-  meningitis  from  . .  590 

-  cedema  from     ..     413,  415, 

-  pyrexia  in  98,  567,  568 

-  rigor  in   . .         594,  595,  674 

-  from  a  scratch  . .  . .  568 

-  simulated    in    angioneu- 

rotic osdoma  . .         ..  220 
Mcige's  disease         . .  226 

-  sloughing  from  . .  . .  674 

-  spleen  enlarged  in    632,  637 

-  streptococci  in  . .         . .     98 

-  stridor  from      . .  . .  651 

-  temperature     chart     in 

(Fig.  245)       . .  . .   568 

-  tenderness  of  scalp  from  710 

-  toxiumia  in        . .  . .   214 

-  urticaria  sinmlating     . .   771 

-  weak  first  sound  in      . .  214 
ERYTHEMA  .222 

-  acute  febrile      . .  . .  562 

-  in  ncnte  rheumatism  . .  228 

-  in  angioneurotic  wdema  226 

-  from  arsenic      . .  . .  224 

-  urtefactum         . .  . .   222 

-  from  atoxyl       . .  . .   224 

-  bromiilcs  . .  . .     98 

-  bullosum,  acute  OHlema 

of  tongue  from         . .  698 
bleeding  gums  with  . .     72 

-  -  btillsB  ill  . .  96,  98 

colon  affected  by      . .     7  4 

dysphagia  from        . .   198 

cosinophilia  in        99,  219 

Erythoma  bullosum,  otnoral 

account  off              . .  08 

mouth  affected  by  . .  74 

pyrexia  in      . .         . .  75 

vagina  affected  by  . .  74 

-  in  cerebrospinal  menin- 

gitis    ..  ..      225,  591 

Erythoma,  classMod  causos 
off  ..222,223 

-  from  copaiba     . .         . .  384 

-  in  denerue  . .      225,  466 

-  dermatitis  herpetiformis 

98,  710,  755 

-  eczema     . .         602,  754,  755 

-  after  onemata    . . 

Erythoma    oxffollatlvum, 
goneral  account  off  223, 

-  of  feet,  from  cold 
in  erythromelalgia   . . 

-  from  IHariasis    . . 

-  fingers  affected  hv 

-  in  folliculitis  docalvans 

-  fourth  disease    . . 

-  a  frigorc 
Erythema  ffugax    . . 
Erythema,  goneral  account 

of 
[  -  in  <  Jerman  measles 

-  gestation  is 

-  in  liorpf^ 

-  from  licrpes  progenitalis 
I  -  Itydatiil  disease 
I  -  nb  iu'MC    . . 
I  -  in  impetitro 

-  induratum 
'  Erythema  Induratum  scro- 
I         fulosorum 


08 

..   756 


-  tuberculosis  and 

-  ulcer  of  lejj  from 
from  io<lides 

iris,  buUro  in 

-  cosinophilia  in 


96 


224 

227 

224 
441 
226 
239 
71 
220 

228 

08 

228 
96 
754 
618 
226 
222 
558 
223 

404 

738 

738 

98 

,  98 

219 


Krythana  iri»,  contd. 
Erythema  Iris,  general  ac< 

count  off 
vesicles  in 

-  intertrigo,  bathing-draw- 

ers area  affected  by  . .  401 

-  itcliiug  in  . .  . .  540 
Erythema,  Jacquot's  Inffan- 

tlle 400 

-  from  jelly  fish    . .         . .  224 
Erythema  koratodes     404,  405 

-  due  to  knot-grass         . .  224 

-  of    legs,    in   girls,    from 

standing         . .  . .   404 

Erythema  In  leprosy     225,  383 

-  in  malaria         . .  . .   225 

-  measles  . .         . .         . .  228 

-  Meige's  disease  . .         . .  226 

-  multiforme        . .         . .  223 

in  acute  rheumatism     105 

Erythema         multlfforme, 

general  account  off   . .  480 

lesions  of       . .  . .   489 

parts  affected  by   489,  562 

pityriasis  rubra  after    604 

prurigo  simplex  simu- 
lating . .  . .  489 

scabs  in  . .  . .  600 

small-pox  simulated      562 

strophulus  simulating  489 

urticaria  simulating..  489 

-  -  vesicles  in      . .      227,  756 

-  from  neosiilvarsan        . .  224 

-  nodosum  in  acute  rheu- 

matism 105,  228,  614 

age  and  sex  incidence  404 

Hazin's  disease  distin- 
guished from         . .   401 

bilateral  character    . .  404 

duration  of    . .  . .  404 

Erythema  nodosum,  goneral 

account  off  . .  404 

leprosy  sinmlating  403,  404 

limping  from..         ..  362 

multiple  swellings  with  668 

osteomyelitis  sinmlated 

by    . .  . .      404,  668 

pains  in  joints  in      . .  404 

j»yrexia  in      . .  . .  404 

shins  affected  by      . .  668  i 

successive  crops  of    . .  40't  i 

no  ulceration  with    . .  404  j 

-  papulatum         . .  . .  489 
from  parasites  . .  226 

-  with  peliosis  rheumatica  556 

-  in  pellagra         . .      162,  226 

-  -  (Plate  A)       ..  ..  228. 

-  from  polymyositis  . .  464 

-  ptomaine  poisoning  . .  224 

-  radium    . .          . .  . .   223 

-  in  ratbite  fever. .  . .  598 

-  rheumatic          . .  14,  337 

-  from  rhus  toxicodendron  224 

-  siilvarsan           . .  . .   224 

Erythema      scarlatlfforme, 

general  account  off  223, 227 
scales  in         . .  . .  602 

-  in  scarlet  fever  . .         . .  614 

-  from  seji-cats     . .  . .   224 

-  in  soborrhonic  dermatitis  401 

-  from  serum  injections  . .  223 

-  simplex 223 

erysipelas  sinmlating     227 

Erythema  simplex,  general 
account  off     . .     227,  228 

I leprosy  simulating    . .  383 

wales  in         . .  . .   602 

' scarlet  fever  simulated  227 

'  -  in  smnll-pox      . .  . .  561 

'  -  from  sodium  cacodylate  224 

I  -  solare 222 

,  -  from  strawberries  . .  225 
I  -  tiipc-worm  . .  . .  226 
'  -  toxiemia  . .  . .  226 

'  -  trade 224 

'  -  trypanos<miiasis  . .   226 

I  -  vjicciniform,  of  infants. .  401 

-  vesicular,   perleche  with  366 
'  -  vcsiculosum        . .  . .   766 

-  from  weevor-fish  . .   224 
I  -  T-ravs      . .          . .  . .   223 

Erythremia  ..534 

Erythrasma,bathinjr-tlraw- 
I  ers  area  affected  by  . .  401 

Erythrasma,    general  '  ac- 
count of  ..251 
Erythrocythamia  . .        . .  534 


Erythromeljilgia,  age  inci- 
dence of         . .  ..441 

-  in    apparently    healthy 

persons  ..         ..441 

-  cold  relieving    ..         ..441 

-  in  disseminiied  sclerosis  411 

-  ergotism  simulating     . .   'Jol' 

-  erytliema  in       . .  . .   22.". 

-  llusljing  of  feet  in        ..441 

-  gangrene  from  . .      255,  25i; 

rare  in  . .  ..ill 

Erythromelalgia,     general 

account  of  ..441 

-  influence  of  posture  on . .  441 
Erythromelalgia,   Intermit- 
tent claudication  dlfffer- 
entlated  from  ..441 

-  (pdema  of  feet  in         ..111 

-  pain  in  the  feet  in        ..   4  11 
the  limbs  from         . .   25(; 

Erythromelalgia.  Raynaud's 
disease    differentiated 
from  . .  441 

-  sex  incidence  of  . .  441 

-  in  syringomyelia  ..   411 

-  tabes  dorsal  is    ..  ..   441 

Erythropsia  . .  762 

Essence  of  vanilla,  derma- 
titis from       . .  . .   75  ■» 

Essential  albuminuria  15 

-  hsematuria         . ,  . .   2T."i 
Essential  hssmaturia,  general 

account  of  ..281 

-  leucocytosis  from         . .  360 
Esthiombne,  syphilis  and     701 

-  vulval  swfllinu'  from   . .  099 
Estimation  of  alkupton  by 

silver  nitnite..  ..  740 
Estimation  of  sugar  . .  263 
Estimation  of  total  acidity 

off  gastric  contents  ..  320 
Ether,  blood  pigment  dis- 
solved by       . .  . .     81 

-  hamioglobinuria  from..   284 

-  headache  from  . .         . .   295 

-  leucopenia  from  . .   361 

-  in  occult  blowl  test      ..   171 

-  peripheral  neuritis  from     61 

-  tiiuiitus  from     . .  . .   723 
Ethmoidal    nir    cells    (see 

Sinus,  Ethmoidal) 
Eucalyptus,    sore    lingers 

from 239 

Eunuchs,  obesity-  in         . .   408 
Eustachian  tube,  adenoi<is 

obstructed,      deafness 

from    . .  . .  ..105 

in  syphilis      . .  . .   100 

Exanthemata   (see  Fevers, 

Acute) 
Exercise,  anremia  and      . .  4S7 

-  deficient,  bilioasness  a?id  526 

obesity  from  . .      408,  485 

uric  acid  and..  ..   7*2 

-  effect  on  albuminuria  ..     15 
aortic  regurgitant 

bruit  ..  ..   485 

pulse-rate       . .  . .     88 

renal   calculus  . .   39 1 

-  h.'ematuria  after  . .   280 

-  intermittent  claudication 

and      . .  . .  . .   441 

-  irrejnilar      heart      made 

regular  by      . .  . .     8S 

-  palpitations  and  . .   487 

-  pulse-rate  ami  485,  486,  704 

-  pyrexia  from  . .  . .  571 
I  -  rheumatism  relieved  by  400 

-  urine  amount  and  . .  5.34 
I  -  violent,  epistaxis  from. .   220 

Excit4d)ility,    in    Graves's 

disease  . .      215,  722 

j  -  of  muscles,  increitsed  in 

tetany  . .  . .   152 

'  Excitation,     irascible,     in 

myxa'deina    ..  ..119 

'  Excitement,  arrhythmia  of 

I  heart  and       . .  . .   545 

-  diarrlaea  from  ..  ..  173 
'  -  after  epileptic  lit  . .  143 
I  -  insomnia  from  . .          . .   320 

-  nightmare  from  . .  402 
'  -  paroxysmal     ha^noglo- 

I  binuria  from  . .  285 

I  -  jirecordiid  puin  from    . .   43." 

-  pulse  rapid  from  549,  702,  704 
'  -  pyrexia  from      . .  . .   57.'> 
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EXCORIATION    OF   LIP    —    FACIES    OF   ACROMEGALY 


EscoriatiotJ  of  lip,  in  nasiil 

diphtheria      ..  ..179 

-  nose,  ii)  nasal  diphtheria  178 
Exertion,   angina   pectoris 

caused  by      310,  433,  434 

-  brachial     neuralgia     in- 

cretiiied  by      . .  . .   442 

-  excessive,     ha3moj?Iobin- 

iiria  after       . .  . .   284 

-  pain   in  cip;,'astrium   in- 

creased by     . .  . .  436 

-  precordial  jmin  on       . .  433 
Exhaustion,  with    hepato- 

ptosis  . .  . .  . .  368 

-  hypothermia  from     571,  573 

-  impotence  from  . .  313 

-  insomnia  from  . .      321,  322 

Exhaustion  during  iabour, 
slont  of 

-  in  malaria 

-  myastheiua 

-  nervous,    localized    con- 

vulsions from 
twitching  from  • 

-  from  polyorrhomenitia. . 
Exophthalmic   poitre   (see 

(inives's  Disease) 
EXOPHTHALiMOS 

-  from  aneurysm..      229,  230 

-  cavernous  sinus   throm- 

bose   . .  . .  . .   597 

-  distended  nasal  sinus  229,  230 

-  encephalocele     . .         . .  229 

-  epiphora  from    . .  . .  220 

-  from  exostosis  . .  . .  229 

-  in  Oraves's  disease,  215, 

220,  229,  2.30.  480,  703, 


201 

30 
235 

141 
136 
107 


229 


722,  726, 


734 
229 


Extfusor,  contd. 

-  plantar  retlex  (see  Plan- 

tar Ilellex) 

-  proprius  hallucis,  nerve 

supply  of       . .  . ,  498 

External  auditory  meatus, 
iesions  of  ..  422 

-  cutaneous  nerve,  pain  in  439 

-  plant^ir  ner\'e     . .         . .  498 

-  popliteal  iiervc  (see  Nerve, 

External   Popliteal) 

-  rectus,  paralysis  of   170, 

177,  493 
Extract,     pancreatic       . .   191 
Extrai^enital  chancre  (Fig. 
23)  73,  210,  379,  381, 

615,  739 
Extrjisystoles,   arrhythmia 

from    . .  . .  . .  545 

-  auricular,  in  mitral  sten- 

osis     ..         ..  ..  547 

-  auscultatory  phenomena 

with     . .  . .  . .  547 

-  from  coronary  sclerosis    547 

-  curve  showing  (Fig.  231)  541 

-  dropped  beat  from      . .   547 
Extrasystoles,  generai  ac- 
count of  ..  547 

-  heart- block  simulated  by 

546,  547 

-  irr^rular  pulse  from   ..  519 

-  Mackenzie  on     . .  . .   547 
Extrasystoies,     need     for 

grapliic  tracings  in  dia- 
gnosing . .  547 

-  from  nervousness         . .  547 

-  polygraph  tracing  of  (Fig. 


-  from  gumma 

-  intermittent,  from  vari- 

cose veins      . .  . .   230 

-  from  merungocele         . .   229 

-  myopathy  . .  . .   235 

-  new  growth       . .  . .   229 

-  orbital  cellulitis..         ..  229 

-  puLsiiting,  from  aneurysm  230 

-  from  thrombosed  cavern- 

ous sinus        . .  . .   229 

-  tubercle  in  orbit  . .   229 

-  tumour  of  orbit  . .   220 

-  ulcer  of  cornea  from    . .    734 

-  unilateral,  from  exostosis  071 
Exostoses,  from  arthritis . .  143 

-  bursa  over       . .  . .  670 

-  c^irtilage  cap  on  . .   070 

-  family  hist4)ry  of         , .  693 

-  of  femur  {Fig.  281)  070,  692 

-  ivorv,  exophthalmos  from  671 

of  frontal  bone     204,  230 

skull    . .  . .         . .  671 

-  multiple  hereditary      . .  671 

-  orbital,       exophthalmos 

from 229 

-  ar-rays  in  diagnosing  204,  671 
Expiration,   prolonged,   in 

emphysema    ..      167,  217 

phthisis  . .         . .  288 

Exploratory    needling    of  i  - 

chest  (see  Needling) 
Explosives,     high,     acute 

yellow  atrophy  from     334     - 
Exposure,    hypothermia 

from    . .         . .      311,  571     - 
Extensor  brevis  digitorum, 

nerve  supply  of        . .  498     - 

-  -  pollicis,  nerve  supply  505 

-  carpi     rtulialis    brevior,  - 

nerve  supply  of        . .  505     - 

longior,  nerve  supply  505 

ulnaris,  nerve  supply  of  505  '  - 

-  communis     digitorum, 

nerve  supply  of     499,  505     - 
role  in  claw-hand  ..109     - 

-  hallucis,  nerve  supply  of  499     - 

-  indiris,  nerve  supply  of     505 

-  lor)gus  digitorum,  nerve  - 

supply  of       . .  . .   498     - 

hallucis,  hypertrophled 

in   Friedreich's  dis- 
ease..        ..  ..   140     - 

pollicis,  nerve  supply  of  505 

•-  minimi      digiti,      nerve  - 

supply  of       . .  . .   505     - 

-  ossis  metacarpi  pollicis, 

escape      in      plumbic  - 
wrist-drop       . .          . .     65 
nerve  supi>ly  of..   505 


234) 
pulse  with 
pulsus    bigeminus 


547 
547 


from 
547,  550 

-  slow  pulse  from  . .  548 
Extra-uterine  gestation  (see 

Ectopic  Gestation) 
Extravasation,       urethral, 

scrotal  listula  from  . .  621 

-  of  urine,  after  injury  278,  470 
Extroversion  of  bladder  539, 540 
EYES,    ACUTE    INFLAM- 
MATION OF  .. 

of  (Plates  J/,  A'//) 

230, 

-  almond-shaped,  in  Mon- 
golism 

EYES,     BLACK    SPECKS 
BEFORE 

-  blue,  psoriasis  and 

-  burnirtg,   from   error  of 
refraction 

Eye,  choroid  coloboma  of 

-  closing  of,   ataxy  exhi- 
bited on         . .  56,  57 

Eye,  congenital  crescents  In  415 

-  conjugate  deviation    of  118 

-  deformed,  by  exostosis    201 

-  difficulty   in   closing   in 
myopathy       . .  . .   235 

-  discharge  from  . .         . .   76 1 

-  displaced,    in    hydroce- 
phalus..        ..  ..   205 

embolism  of  (see  Embol- 


231 

232 
238 

71 

603 

295 
415 


ism.   Retinal') 


from 


-  feeliiit?  of  grit  in, 
conjunctivitis 

-  foreign     body     in     (see 
Foreign  Body  in  Kye) 

-  herpes  of,  pain  from    . . 

-  infarction  of  (see  Embol- 
ism, Ketitial) 

-  inflamed,  from  conjuncti- 
vitis   . . 

glaucoma 

iritis    .  . 

-  injury    of,    photophobia 
from    . . 

-  -  pupil  irregular  after.. 

-  melanotic    sarcoma    of, 
(see  Sarcoma) 

Eye,  myopic  crescent  in  . . 

-  nerve    connections    of 
(Fig.  138)      . . 

oblique,  in  Mongolism  . . 
ochronosis      of      (Pla/e 

XXXIIf)       . . 
opacities  in,  in  congerdtal 

syphilis 


Fyc,  coiud. 

-  pain  in  (see  Pain  in  the 

Eye ;       and      I'hoto- 
phobia) 
Eye,  physiological  cup  of. . 

-  pricking,  from   error   of 

refraction 
Eye,  rodent  ulcer  of 

-  running  at  (see  Coryza) 

-  sarcoma  of 

-  shifty,  of  drug-taker    . . 

-  ulceration  of  (see  Ulcera- 

tion of  the  Cornea) 

-  watering,  from  error  of 

refraction 
Eyeball,    fixed,    from  ab- 
scess in  orbit 

growth  in  orbit 

hsemorrhage  into  orbit 

-  herpes  of 
EYEBALL,   RETRACTION 

OF  THE 
Eyebrows,     defective,     in 
myxoedema    . .      234, 

-  eczema  seborrha^icum  of 

-  overhanging 

-  sycosis  affecting 
Eyelashes,  pediculosis  pubis 

affecting 

-  sycosis  affecting 
Eyelids,  absence  of  hair  on 

-  angeioneurotic  o^ema  of 

411,  (Fiy.  178) 

-  chancre  of 

-  chromidrosis  of 

-  drooping,  in  myasthenia 

-  epithelioma  of  . . 

-  ccdema  of  (sec  (Edema) 

-  pigmentation    of,    in 

Graves's  disease    215, 

-  puffy,  in  rayxGPdema  . . 

-  quivering  of,  in  hysteria 
malitigering    . . 

-  red,  from  cavernous  sinus 

thrombosis     . . 
chronic  conjunctivitis 

-  retracted,    in     Graves's 

disease  . .  . . 

-  stitching     together     of, 

in  treatment 
Eyelids,  xanthelasma  of  . . 

-  xanthoma  of     . . 
Eyestrain,  from  astigmat- 
ism 

-  close  work 

-  error  of  refraction     446, 
Eyestrain,  general  account 

-  glaucoma  from  . . 

-  headache  from  . .      294, 

-  from  hypcrmetropia     . . 

-  occupations  causing     . . 

-  pain  in  the  eyes  from  . . 

-  photophobia  from 
Eye-tension,      diminished, 

from  paralysis  of  cervi- 
cal   sympathetic,    in- 
creased   in    glaucoma 
232,  233, 


415 

295 
734 

252 
234 


.  295 


177 
177 
177 
754 

217 

409 
491 
203 
558 

401 

558 

71 

412 
379 
654 
235 
378 


236 
234 
137 
137 

OOQ 

231 


TOO 


734 
324 

732 

524 
524 
525 

446 

233 
296 
524 
524 
446 
524 


55 


231 


445 


231 
231 
231 

524 
551 


416     - 


300 
237 

740 

235 


Eye,  opaque  nerve  fibres  in  416 


FACE  (and  see  Facies) 
-  absence  of  hair  on 

-  acne  affecting     . .     489, 

-  actinomycosis  affecting 

-  angeioneurotic  oedema  of 

(Fig.  178)      .. 

-  asymmetry      of,      from 

facial  paralysis 
with  torticollis 

-  athetosis  of      131,  132, 

133, 

-  atrophy  of,  from  seventh 

nerve  paralysis 

-  bleeiling  naevi  of  (Plate 

XVIl) 

-  bloated,  from  aspirin  . . 

-  bones    of,    enlarged,    in 

loontiasis  ossea 
chromidrosis  of 
cirsoid      aneur3rsm      of 

(Plate  XXXP) 
colloid  milium  of 
contracture     of      (Figs. 

198-200) 
-  from  Bell's  palsy  140, 
cramps  in,  in  tetany    . . 
cyanosis  (see  CyanoAis) 


71 
560 
736 

412 

493 
142 

493 

63 

292 
413 

670 
655 

694 
733 

492 
494 
151 


Facr,  contd. 

-  dysidrosLs  of      . .        . .  r; 

-  endothelioma  irivaJio;:    It 

-  enlarged,  in  ^romrrtlv  w 

-  epilepsy  cottfiried  to    . .  H 

-  epithelioma  of  . .        . .  »,; 

-  ery.sipelas  of     . .        . .  6; 

-  eryttiema  multiforme  al- 

"fecting  ..        ..  4« 

-  fibroma  of  ..  «7 

-  flush  area  of     . .        . .  34 

-  flushed,  in  diabetes  ..  is 
yellow  fever  . .        . .  27 

-  Auditing  of  (see  Flush:-;^) 

-  eumma  of  ..  *i 

-  habit  tic  of       ..        .,  11 

-  Ikaematidrosis  of  ..64. 

-  beoleil  gumm-i  of  (Fig. 

m  mm  9  J  ••  W\. 

-  hemiatrophy      of      61. 

(Fig.  2*.nr)  i% 

-  llenoch's  pur^MU^  affect- 

ing (Fig.  157)  ..  31 

-  herpes  of  . .  75 

-  Jiysterical  spxsm  <A     . .  4S 

-  im|)etifro  afffvting       ..  .'.$ 

-  leprosy  erythema  of    . .  3$ 

-  lichen  s<Tophulosorum  of  4^ 
Face,  lupus  of  . .  73 
erytliematosus  aff«^t- 


ing 


;47,  CU 


-  meningocele     proiecti'j;: 

into     . .       (Fig.  102)  *5 

-  miliaria  of         . .         . .  7& 

-  multiple  benign  sarcoil 

affecting         ..        ..  Vi 

-  myoclonus  of    . .        . .  13 

-  myopathy  of  . .  51 

-  ochronosis      of      (Plak 

XXXIJf)  ..74 

-  cedema  of  (<«?c  fEdenu> 

-  pain  in  (see  I'ain  in  the 

Face) 

-  paralysis  of  (see  Paralr- 

sis,  Kavcial) 
Face,     pellagra    aflsctiet 
(Plate  IX)     ..         ..It 

-  penifkhigus    neoiiatomm 

affecting         . .         ..40 

-  pigmentation  of  (and$tt 

Pigmentation    of    tbe 
.Skin)   . .  . .         ..  i- 

-  pityriasis  rosea  affecting  ^"^ 

-  prurigo  affecting         ..  4* 

-  puffiuess  of,  in  nephritis   4: 

-  rigidity  of.  in  ci»ilepsy  . .  7S 

meningitis      . .        . .  J- 

unemia  . .        . .  •* 

Face,  rodent  uleer  of    73S.  7^' 

-  rosaceit  affe<'ting       241,  4*t 

-  scarring     of,     ectrof^wfl 

from    . .         . .        . .  fi" 

-  si'lerodermia  affecting  . .  SW 

-  scbaceoas  cyst  of       ..  7J; 

-  seborrhcea  affecting    ..  (f^ 

-  sensory  aretis  of  (Fig*. 

188,  189,  191)         ..  44« 

-  small,  in  aiiosteopUsia. .  I^[ 

-  small-pox  affecting  561. 757 

-  subcataneoas       emptij- 

sema  of         . .        . .  ^)3 

-  swelling     of    (and    «« 

G^ema)  . .  173 
from    vena  cava  ob- 
struction   . .     158.  I j^ 

-  sycosis  affecting         ••  ^ 
Fact,  syphHis  ef  209,383, 

490.  MO.  731 

-  syringomyelia    aflectin; 

m,^ 

-  tics  affecting     . .        . .  1^ 

-  tinea  versicotor  on     ..  2*" 

-  tremor    of,    in    penenJ 

paralvsis        ..        ..14' 

-  tumours  affecting       ..  <>' 

-  ulceration  of  . .  73 

Fact,  ttnllattrai  tmmiin  tf  >S 

-  vaccinia  of         ..        ..  *• 

-  varicella  affertin:*     746.  73 
Facial  nerve  paralyst^  («« 

F*araly!M5,  Pa<*i^) 
FACIES.     ABNORMALI- 
TIES OF  -23 
Faeits    Ni    ackttdrepluli 

(Fig.  i;7)    . .      . .  a 
Fteiet  tf  •cieiiinaiy  sm. 

(Fig,  Hi)  2Sr,  f^ 


FACIES    —    FEET 
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onUt. 

I   from  aueurysin  159 
L  aspirin  . .         . .  413 
,     cava    superior 
-stTOctlon  . .   158 

ilepsy       . .  . .   598 

?  alcoholic  ..  233 

-   . .         , .         . .   114 
moonital  syphilitic  235 
ted,    from    mitral 
ncritation  . .  210 

f  onttinism    189, 

(Fig.  88)  234 
uonless,  in  pamlj- 
.^tans     . .  . .  503 

Tiilial       acholuric 
dice         . .  . .  634 

{Plate  X  VJID  . .   332 

I  tamilifti  lenticu- 
Itgrnwation      ..  238 

Uj  placid,  ill  insu- 
clerosis   . .         . .  234 

I  Gravts's  diseaie 

.  113)      . .  . .   236 

ratica,  from  peri- 
ls..         . .      388,  593 
itiasis  ossoa       . .   204 

«ten(M;iH      ( Pfale 
1) 53 

Monoollan  idiocy 

(/•i^*.  118, 119)237 
lyaithtnic  . .  235 
myopatliic    (/*'>«. 

109,  110)  235 
myxfBdematout 

(Fig.  15)  38,  234 
hronosis     (Plate 
r///)  ..746 

paniiysis  agltans 

(Fig.  114)  236,  725 
jloasom,  in  scarlet 

•  . .  . .  . .  228 

\gXA  (Plate  rX)  ..   226 
ted,  with  uterine 

',  in  microcephaly  188 

sordoiiicas        . .  598 

id,  from  alcohol       35 

pigmented,     in 
osis  . .     51 

in     congenital 
ilis  ..400 

nth  nerve  paraly- 

491 

n     mlanomegalic 
Ifthamia  ..  534 

(Plate  XXrX)  634 

in  acromegaly  . .  237 

■,       in       pscudo- 

%r  palsy  . .  . .  627 

chnine  poisoning  698 

nitinfr  (see  Vomit- 
Fecal) 

id  see  Stoob) 
^nal  swellint^  from  677 
ilation  of,  in  colon  657 
kble  kidney  simu- 
«d  by  . .  663 

lata  in  diacrnosinj?  354 

mimulatid,  notes 

a    ■  WV  I 

■action  from  . .  631 
in  hypochondrium  450 
rom  fermentation  216 
reatic  disease  . .  101 
if  with  goll-stotip 
-nction  . .  . .  101 
{faction  ..  ..246 
B  of,  Cammidgc's 
ion  and  . .  . .  101 
la  ova  in . .  79 

md  mucus  in  (see 
5,      Blood      and 
IS  in) 
,  from  fermenta- 

246 

loured  324,  326 

on,  swelling  in 
chondrium  from  629 
rd,  from  deficient 
r  intake  ..  121,  125 
diabetes  121,  125 
hot  weather  . .  125 
itruction  due  to  125 
in  diagnosing  tu- 

•  due  ♦.©  . .         . .  677 


Feeces,  coiUd. 

-  examination  of,  in  duo- 

denal ulcer     . .         . .     33 

-  fat  in,  in  chronic  pan- 

creatitis . .  . .   264 
jaundice         . .  . .   324 

-  fats  in     . .         . .         . .  101 

-  fatty       239 

iridescent,  from    pan- 
creatic disease       . .  328 

-  flukes  in 328 

-  gall-stone  in  116,  327 
'  -  hard,  dyschezia  from  . .  128 
I  -  impacted,  age  incidence 

of         . .    '     . .  . .  172     - 

I carcinoma     simulated 

by    ..         ..      453,  718     - 

diarrhcpa  from  . .   172 

enemata  in  diagnosing  718     - 

felt  per  rectum         . .   172 

intestinal    obstruction 

from  ..  ..126 

I pain  in  left  iliac  fossa 

from  . .  . .  452 
rectal  examination  in 

diagnosing  . .  . .   718 
swelling  in  right  iliac 

fossa  from  . .  . .  665 
tenesmus  from  . .   718 

-  incontinence      of      (see 

Incontinence  of  Fasces) 

-  keratin  particles  in       . .  520 

-  lead  in    ..  . .        73,  119 

-  meat  fibres  in,  in  chronic 

pancreatitis    . .  . .   264 
fragments  in,  in  putre- 
faction       ..  ..216 
Faces,    microscopical   ex- 
amination of  ..        ..519 
in  pancreatitis       . .  101 

-  mucus  and  bloo<i  in  (see 

.Stools,       Blood      and 
Mucus  in) 

-  muscle    fibres    in.    from 

intestinal  putrefaction 
pancreatic  disease. . 

-  occult  blood  in . . 
with    carcinoma    of 

the  pancreas     . . 

duodenal  ulcer 

gastric  ulcer 

pancreatitis 

-  offensive,  in  jaundice  . . 

-  ova  in     . .  . .       226, 

-  of  ankylostomum  in     . . 

iuscaris  in 

distoma  in     . . 

-  palpable  in  sigmoid  colon 

-  para.sites  in 
FiECES     PASSED      PER 

URETHRAIM 

from  carcinoma  recti 

cystitis  simulating 

Faces  passed  per  urethram. 
list  of  causes  of 

pneumaturia  with 

-  ribbon-like,  from  carcin- 

oma recti 
Faces,  simulating  kidney 

enlarged  liver 

spleen 

-  small    in    amount,    yet 

normal 

-  starch     cells    in,    from 

carbohydrate  ferment- 
ation  . . 

-  stercobilin  absent  from, 

in  carcinoma  of  pan- 
creas   . . 

-  tryptic  activitv  of 

-  tubercle  bacilli  in  76,  385, 

-  tumours  simulated  by . . 

-  urobilin  in 

-  vegetable  cells  in 
residue  in,   with    fer- 
mentation . . 

Faintintr.  after  flnshins  . . 

-  attacks,     in     Addi<oir.< 

disease 
Faintness,  in  ani,Mna  itec- 
toru*     . .  . ,  . ,  433 

-  from  aortic  rp«ruri.'itation  207 

-  arsenic    . .         . .         . .  268 

-  extra-uterine     gnstafion  393 

-  fatty  heart         ..  ..   212 

-  haimatemesis     . .  . .   268 

-  hepatoptosis      . .  . .  368 


241 
328 
126 

101 
101 
101 
101 
324 
521 
81 
328 
328 
676 
621 

238 

582 
238 

238 

530 

78 
354 

367 
631 

121 


241  - 


101  - 
328 

458  - 
354 

743  - 

520  - 

246  - 

241  - 

526  - 


Faintness,  eontd. 

-  movable  kidney  . .   115 

-  paro.Tysmal  tachycardia  703 

-  preceding  tuematemesis    286 

-  from  snake-bite. .         ..  337 
Falls,  deafness  from         . .   166 

-  on  hetid,  fractured  spine 
from    . .  . .  648 

-  shoulder,     Erb's     palsy 
from    . .         . .         . .  507 

-  subacromial  bursitis  from  476 
Fallopian  canal,  lesion  In  494 

-  tube    affections,    pelvic 
swelling  due  to         , .  688 

-  suppuration     in     (see 

Pyosalpinx)  . .  592 

-  tubes,    absent,    sterility 
from    . .         . .  . .  646 

distended,      dyschezia 

from  .'.         ..  129 

False  images         . .  . .   176 

Famiilal  acholuric  Jaundice 

(Plate  XVI If)  332,  634 

spleen  enlarged  in. .  631 

-  amaurotic  idiocy  . .   761 

-  ataxy,  tremor  724,  727,  728 
-constipation       ..  ..123 

-  jaundice             . .         . .  325 
Familial  lenticular  degenera- 
tion      238 

-  merycism  . .         . .  388 

-  over- weight       . .         . .  408 

-  tremor    . .  . .      724,  725 
Family  history,  in  acholuric 

jaundice         . .  . .  634 

acute  rheumatism  133, 

337,  464,  614 

angioneurotic    oedema  699 

chorea  . .         . .  133 

congenital  syi)hills   . .  635 

epilepsy  . .         . .  145 

exostoses        . .         . .  693 

Friedreich's       disease 

110,  512 

Oaucher's  disease     . .  633 

gout    . .  . .  . .  344 

haamophilia       33,  73,  556 

Hanoc's  cirrhosis      . .  332 

heart  disease . .  . .     14 

IIuntingdon*s    chorea  134 

-  Meige's  disease  . .  414 

myopathy       . .      509,  512 

paramyoclonus  . .  1 36 

pavor  nocturnus       . .   322 

phthisis  ..      101,  768 

pseudo  -  hypertrophic 

paralysis     . .  . .  513 

Quincke's  disease     . .  411 

retinitis  pigmentosa. .   760 

splenomc^alic  cirrhosis  633 

Tooth's  peroneal  atro- 
phy 113,  512,  513 
Famine,  relapsing  fever  and 

336,  637 

-  typhus  fever  and         . .  335 
Faradic  current.  In  muscle 

testing  . .  582 

Fasciffl,   gonococcal    infec- 
tion of  . .  . .  340 

Fastifdum  . .         . .  . .  594 

I'at  boy  of  Peckham        . .  409 

-  boys,     hypenieplironia 
and      . .  . .         . .  409 

pituitary  lesions  and     409 

-  deficiency  of  rickets  and  145 
droplets,  stains  for  . .  108 
in  faeces  . .         . .         . .  101 

-  in  jaundice     . .         . .  324  i 

-  from  pancreoa  disease 
116,  172,  264, 


-  saponified     and 

saponitied  . . 
globules  in  ascitic 

~    IScOCS    •  •  •  ■ 

-  tube  casts 
indigestion,   stools 
necrosis,  in   acute 

creatitis         131, 

-  pancreatitis 


un- 


fund 


with 

pan- 

3S9, 

591, 

subcutaneous,   deficient, 

in  tabes 

Fat-pads  above  clavicles  in 

cretinism 
-  in  myxcvdema  . . 
Faticability,      undue,      in 

neurastiienia  . . 
Fatigue,  dyspepsia  from . . 


328 

101 

50 

101 

6 

171 

661 
767 

236 

234 
234 

715 
319 


Fatigue^  eontd. 

-  fibrillar  contractions  from  134 

-  luemogloblnuria  from  . . 

-  insomnia  l^om   . . 

-  localized        convulsions 

from    . , 

-  specks  before  eyes  in  . . 

-  tremor  from     724,  725, 

-  twitciiing  from  . . 
Fatness,  myocardial  change 

associated  with 

-  in  pituitary  infantilism 

-  (and  see  Obesity) 
Fatty  casts 

-  change,  heart  large  from 

-  crystals,  in  stools 
from   pancreas   dis- 

-  degeneration     of     lieart 

(see  Heart,  Fatty) 

liver     in    phosphorus 

poisoning    . .        73, 

-  infiltration,  ascites  froui 
of  bowel,  constipation 

from 
Fatty  liver,  general  account 

FATTY  STOOLS  . ' 

from    carcinoma    ot 

duodenum  . . 

pancreas     . .        51, 

clu-onic  pancreatitis. . 

jaundice 

-  superposition  of  heart 

-  tumour  (see  Lipoma) 

-  Fauces,  dermatitis    her- 

petiformis affect ingj. . 

-  epithelioma  of  379, 

-  erythema  bullosum  of. . 

-  gumma  of 
Fauces,   Inflamed,  general 

account  of    . . 

sore  throat  from 

-  mucous   patches  on,   in 

syphilis 

-  pemphigus  affectini,'     . . 

-  red  iti  scarlet  fever 

-  tuberculous 
Favus,  achorion  Schonleinii 

causing 

-  alopecia    areata    distin- 

guished from . . 

-  baldness  from    . . 

-  crusts  in 

-  diagnosis    obscured    by 

treatment 

-  eczema  distinguished  from  24  7 

Favus,  general  account  of 

(Fig.  123)  246,  247 

-  hair  changes  from         . .  247 

-  honey-comb  appeiu-ancc 

in  . .  246 

-  lupas  erythematosus  simu- 

lating . .  . .  . .   247 

-  microscope  in  diagnosing  247 

-  mousy  smell  of  . .         . .  246 

-  mucous  membrane  affected 

by        246 

-  mvcelium  in       . .  . .  247 

-  nails  affected  by  247,  250,  399 

-  preference  for  scalp      . .  246 

-  ringworm    distinguished 

from    . . 

-  seborrhoea  distinguished 

from    . . 

-  simulating  psoriasis 

-  spores  in 

-  sulphur  discs  of 

-  tenderness  of  scalp  from  710 
Fear,  aroenorrhcca  from..  18 
Febricula,  enteric  and     . .    I(i4 

-  gastro-intestinal    upsets 

and      . .  . .  . .  464 

Felnicula,  general  account 
of  • •  573 

-  measles  and       . .         . .  464 

-  pain  in  the  limbs  in  463,  464 

-  pneumonia  and  . .  464 

-  pulmonary    tuberculosis 

and      . .  . .  464 

-  rhetimatism  and  . .  464 

-  scarlet  fever  and  . .  464 

-  sore  tliroat  and. .  . .  464 
Feet,  acroparesthesia  of . .  444 

-  athetosis  of        ..  ..131 

-  blue,  with  talipes  ..    112 

-  broad,  in  myxocdema  . .  410 

52 


284 
322 

144 

71 

727 

136 

14 
190 

6 
54 

170 

172 


337 
53 

123 

374 
239 

239 
239 
239 
239 
53 


74 
613 

74 
613 

615 

613 

618 

74 

227 

Til  3 

246 

247 
71 

600 

247 


249 

247 
247 
247 
246 


FINGERS    —    FORDYCES   DISEASE 
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DEAD..         ..   182 

arteriosclerosis 

162,  163 
ma        . .  . .   163 

»rain  ..  162,  163 
late  of  soda  . .  163 
i.1  rib    . .  . .   162 

162 

;m  . .    162 

rhat^  and  . .  387 
cx»apatioii  . .  162 
la^^ra     . .  . .    162 

ners       . .  . .   162 

rwomen  . .   163 

wcight-carrvia-?  163 
roma    of    {Fig. 

282)  671 
,,  in  acromegaly  111 
mary     oateo-ar- 
>paU)j  . .  . .  Ill 

a  keratodes  of  . .  405 
atous  lesions  of  239 
angrent  of  240, 

{Plau  XIII)  256 
jnaud's  disease  162 
romyelia  . .  257 

L*al  artliritia  of . .  340 
!n's  nodes  on 

{Fig.  155)  343 
of,  in  Kaynaud's 
e  {Fig.  126)  257 

juTenile  . .  191 

ss  of,  in  acro- 
thesia  . .  . .  444 
ation  and  . .  444 
{Fig,  160)  347,  405 
affections  of  . .  239 
is  rubra  pilaris 
ini?  . .  . .  489 
n  myxocdema  . .     38 

in  tetany  . .  2 
iry  osteo-arthro- 

of  111  {Fig.  164)  351 
*  affections  of  . .  239 
d*6  disease  affect- 

162,  256,  257,  699 
lie  fever  affecting  337 
«Uulitis  from    . .  410 
tchleor  gland  en- 
>«d  from  . .  380 

of  ..     563,  755 

SORE  . .         .239 
led  axillary  glands 
TO.  380 

1,  in  acute  rheu- 
id  arthritis  {Fig. 

153)  342 
us  affections  of    240 

affectin?  . .  239 

,  from  tuberculous 
litis  . .  668 

Bd,  in  rayxopdema  409 
niddle   equal,   in 
idroplasia  . .   187 

of,  in   Gravos's 
le  ..      703,  770 

lous  (see  Dacty- 
Tuberculous) 
on  of     ..       10%  240 
X  affections  of..  239 
asma  of  . .  324 

left  ventricle  en- 
i  in        . .         . .  206 
onous     . «  . .  224 

iBomes  in  . .     28 

a  after   . .      673,  771 

aorta  opened  by  267 
,  ptynlism  from  542 
,  gangrene  of 
from  . .  . .  259 
gas  perforated  by  267 
im  . .  584 

swollen  from  . .  698 
1,  erythema  in  . .  224 
anal,  aching  in 
earn  from  . .  474 
u^unia  from  . .  193 
or  ani  snnsm  from  193 

on    deffldcation 
na  . .  . .  585 

penis  from     471,  473 
1  examination  in 
Kmosing  . .        . .  194 
ilam  in  diagnos- 
r  « •         •  •        •  •  x«f4 
imus  from  . .  718 

ue,  syphilitic     ..  739 


Fistula,  anal  . .  . .     78  ! 
vagtsmus  from          . .   193  I 

-  between    bile-duct    and 

urinary  tract . .         ..   744 

-  bronoho-tiosophaereal     . .  259 

-  gastrocolic,  fsBcul  vomit- 

ing from         . .  . .   766 

-  genital,  sterility  from  . .  646 

Flslutai,  rtctovaginil        ..  586 

-  rectovesical        . .         . .  586 

-  -  after  childbirth        . .  238 

-  renocolic,    from     carci- 

noma . .         . .  . .  530 

pneumaturia  from    . .  530 

-  scrotal     . .         . .     479,  621 
from   rectal   suppura- 
tion  621 

stricture         ..  . .  621 

syphilitic  testis        ..621 

tubercle  bacilli  from. .  479 

from  tuberculous  testis  621 

urethral  extravasation  621 

-  umbilical  foK^l  -13 
from  pneumococcal 

peritonitis  . .         . .  631 

tuberculous  peritonitis 

43,  48,  631,  656 

-  urethral,  aching  in  peri- 

neum from  . .  . .  474 
Fistula,    urethral,   general 

account  of  . .  620 

from  syphilis. .         . .  184 

Fistula,    urinary,    general 

account  of    . .        • .  397 

-  vesical,     cystoscope     in 

diagnosing     . .         . .  530 

-  vesicocolic  . .         . .  125 
Fits,  definition  of  (and  see 

Convulsions)  . .  . .  143 
Fixation  in  vision. .  . .  758 
Fixing  fluid  for  histological 

specimens  390,  391 

Flagellum,       trypanosome 

bearing  . .  28 

Flail  joint  . .  . .      346,  349 

Flashes     of     light,     from 

plethora         . .  . .  221 

Flat-foot,  limping  from    . .  362 

-  metatarsal  neuralgia  and  439 

-  pain  from  . .         . .  438 

-  in  rickets  (^i^.  85)      . .   180 
FLATULENCE      ..         .240 

-  acute    abdominal    pain 

from 193 

-  in  angina  pectoris   241. 

316,  433,  709 
abdominalis   . .  . .  310 

-  asthenic  dyspepsia       . .  319 

-  atheroma  . .  . .  437 

-  bismuth   and  T-rays    in 

diagnosing  causc  of  . .  241 

-  borborygmi  with  . .     82 

-  constipation  with        . .   123 

-  with  emphysema         . .  241 

-  f  Pcal  accumulations  with  354 

-  with  gastric  atony       . .   241 

Flatulence,  gastric,  general 
account  of    . .        . .  240 

-  from  gastritis    . .         . .  267 

-  in  heart  disease  . .  241 

-  heart  disease  pain  simu- 

lated by        433,  435,  709 

-  in.somnia  from  . .  . .  321 

-  interscapular  pain  from 

461,  462 
Flatulence,     Intestinal. 

general  account  of  241, 246 

-  loss  of  weight  from      . .   769 

-  merycism  and    . .  . .  388 

-  pain  in  chest  from      . .   709 

epigastrium  from      . .  437 

round  heart  from  433,  435 

in  left  hypochondrium 

from  . .  . .   450 
shoulder  from  ..474 

-  palpitation  from       43.'»,  485 

-  pelvic    lesion  simulated  468 

-  with  polycystic  kidneys     42 

-  with  pyloric  ohstriiction  241 

-  simulating       dysmeiior- 

rhoea   . .         '. .  . .  193 

-  tenderness  in  chest  from  709 

-  from  tetrachlorethane. .  334 
Flatus,  absent  with  intes- 
tinal obstruction       . .    1 20 

-  in  acute  pancreatitis    . .   131 

-  from  aerophagy  . .  246 


Flatus,  eonfd. 

-  cirrhosis  . .         . .         . .  246 

-  constipation       . .  ..216 

-  fermentation      . .  . .  246 

-  fullness  relieved  by  pas- 

sage of  . .   245 

-  from  heart  failure        . .   246 

-  passage  of,  colic  relieved 

by       123 

-  from  putrefaction        . .  246 
Flavour      . .         . .  . .   706 

Flea-bites,  itching  in       . .  540 

-  purpura  from  . .  . .  553 
Flexor    brevis    digitonim, 

nerve  supply  of       . .  498 

hallucis,  nerve  supply  498 

minimi    digit!,    nerve 

supply  of  . .       498,  504 
pollicis,  nerve  supply  501 

-  carpi     radialis,     nerve 

supply  of       . .  . .   50 1 

ulnaris,  nerve  supply  504 

root  innervation  of    509 

in  ulnar  paralysis. .   110 

-  longus  digitonim,  nerve 

supply  of  . .         . .  498 

hallucis,  nerve  supply  498 

pollicis,  nerve  supply  504 

-  profundus     digitonmi, 

nerve  supply  of       ..501 

-  sublimis    digitonim, 

nerve  supply  of  . .  50 1 
Flexorcs  digitonim,  role  in 

claw-hand  . .  . .  1 09 
Flies  and  disease  28,  29 

Flint's  murmur  . .  95.  2o7 
Flowers,  in  ankylostomiitsis  521 
Flake,  liver  . .      .'itJS,  328 

-  lung  ..  287,  292,  045 
Fluid,  ascitic        . .  . .     45 

albumin  in     . . 

bacteria  in     . . 

bloody 

cells  in 

Fluid,  awitic  characters  of 
Fluid,     ascitic,     chylous, 

characters  of . . 

tinged  in  jaundice     . . 

-  cerebrospinal  (see  Cere- 

brospinal Fluid) 

-  hvdatid,  booklets  in  49, 

181, 

-  hydrocele 

-  loss  of,  in  cholera 

cyanosis  from        157,  161 

from  diarrhoea  . .   720 

dysentery       . .         . .  161 

excessive,  bradypnopa 

after  . .         . .     84 
extreme  thirst  from . .   720 

-  infusion  f or  . .  . .  534 
inspissation      of     the 

bloml  from  . .   161 

from  peritonitis        . .   720 

polycjrthcBmia       from 

5.12,  533 

from  severe  diarrhoea  533 

vomiting     . .         . .  532 

sweating         . .         . .  720 

in  typhus      . .         . .   161 

-  from  vomiting         . .   720 

-  in  yellow  fever        . .   101 

-  ovarian   . .         . .         . .     45 

Fluid,  pleuritic,  characters 

of  ..102,  104 

-  spermatocele  . .  . .  481 
Fluorescin    in    detecting 

iilceration  of  cornea . .  733 
Fluorescence    in     urobilin 

test  •    •  ttmO 

(^Plate  XXXIl^     . .  748 

Flush,  malar,  mitral  stenosis 

and  . .  53,  485,  704 

in    mvxnpdema    38, 

'{Fiq.   104)  234,  409 

FLUSHING 241 

-  ns  an  aura         . .  . .  241 

-  from  alcohol      . .  . .  241 

-  blushing     distinguished 

from    . .  . .  . .   241 

-  in  brachial  neuralgia    . .  442 

-  chlorosis. .         . .  . .   241 

-  at  climacteric    . .          . .  241 

-  in  erythromelalgia       . .  441 

-  of  fnce  in  malaria        . .  SO 

-  f  lintinc  after     . .          . .  211 

-  from  feeble  cin-ulation. .  211 


Flushing^  contd. 

-  general  debility  ..241 

-  giddiness  after  . .  . .  24 1 

-  in  Graves's  disease  . .  236 

-  with  hysterical  pyrexia  310 

-  from  indigestion  . .  241 

-  in  lactation       . .  . .  241 

-  local,  from  visceral  dis- 

OmSC        •  •  •  •  •  • 

-  menstruation     . . 

-  nausea  after 

-  numbness  after . . 

-  palpitation  after 

-  in  paralysis  agitans 

-  paresis  after 

-  in  pregnancy     . . 
rosacea 


48,  50  I 
. .     48  I 

. .      49  I 
. .     48 
48 

50 

324 


376 
481 
161 


428 
241 
241 
241 
241 
725 
241 
241 
241 


143 
145 

147 

G89 

10 
45 


-  sense  of  suffocation  after  241 

-  in  tic  douloureux         . .  447 

-  tinnitus  after  . .  241 

-  tremor  after  ..241 

-  vomiting  after  . .  ..241 
Flute-players'  cramp  ..  151 
Fluttering,  in  procordia  . .  703 
Foam  test  for  bile. .  . .  743 
Foaming  at  mouth  in  con- 
vulsions 

-  epilepsy 

malingerer 

I'oDtal    heart,    witii    prcg- 

najicy  . . 

sounds  proving  prc^'- 

nancy 
with  hydrops  amnii 

-  movements,  with  hydrops 

amnii  . .         . .         • .     45 

preifnancv      . .  . .   089 

Fcctid  bronchitis  (see  Bron- 

chilis,  Fa'tid) 
Factor      of     l»reath      (see 

Breath,  Foulness  of  the) 
Fcetus,  dead,  albumosuria 

from    . . 
Foir,  nasal  discharge  from 
Folic  circulairc 
Follicular       conjunotiviti!* 

{Plale    XI)   230.  231 

-  tonsillitis  (see  Tonsillitis) 
Folliculitis  decalvans 

-  eczem  atous 
Fontanelle,         depressoil, 

from  diarrhoea      171. 

-  late  closure  of,  in  rickets 

145, 
Food,  arsenical  contamina- 
tion of 

-  foul  taste  from  . . 

-  irritating,  vomiting  due 

TO  •  •  •  •  •  » 

-  in  larynx 

-  regurgitation       throutjlj 

no!»*»(fiee  Regurgitation 
of  Food) 

-  between  teeth,  foid  tasjtc 

from  . . 
F<X)ds.     urine     coloration 

from  . . 
Foot,  Charcot's  joint  in 

-  claw 

-  enithelioma  of    . . 

-  flat  (see  Flat-foot) 

-  iforeign  body  in  . . 
Foot,   oangrene  of  {Plate 

,T/  n 

-  mycetoma  of     . . 

-  pnin  in  (see  Fain  in  the 

Foot) 

-  pallor  of,  from  intermit- 

tent claudication 

-  pcrf':ratinir  ulr*>r  of  257, 

515,    736,   (Fnr  297) 

-  small-pox  affc<*tiiii; 

-  ulceration  of  Csee  I  Icom- 

tion  of  Foot) 
Foot-drop  . .         . .        50, 
Footballers,  cramps  in     . . 

-  enlarged  lieart  . . 

-  nodes  on  «hins  of 

-  tenderness  of  spiiio  irj  . . 
Foramen  caecum,  emissary 

vein  through . . 

-  oval,  patent 
Forceps  at  delivery,  j»ar:i- 

pleiria  from    ..     510.  511 

-  hemiplegia  from  ..   113 
Fordyce's  disease,  general 

account  of     . .     3S5,  366 


10 
178 
405 


71 
219 

384 

035 

718 

705 

705 
157 


705 

744 
349 

lO'.J,  499 
.381 

302 

258 

736 


411 

7.V. 
501 


113 
150 
214 
007 
715 

220 
157 


FUxXGOUS    AFFECTIONS 


GASES 


821 


JNGOUS     AFFECTIONS 

OF  THE  SKIN  ..246     -  - 

arfaraldchyde    ia    Cam- 

mid'^e'a' reaction        ..   100  , 

arriacemen,  left  ventricle  

onlanred  in     . .  . .   20G 

plH>tophol)i:i  in  . .   524 

ars,  worker*  in,  mercury  , 

poisoning  in  , .  . .   726 

uruncle,    cHrbnncle    dis- 

tingui?he«l  from  . .  559 
in  ear,  earache  from  . .  202 
erythema  from  . .  . .  222 

sinus  thrombosis  from . .  229 
st*phylococc«s  in         . .  422 
■uniACulosis   of    external 

tuiitory  meatus       . .  422 
•  pustules  in  . .  557 

■  rulral  swelling  from  . .  G99 
■'usiform  bacilli  ..  61.^,  C14 
.  -  of     Vincent's     an^^ina 

{Plait  XXVI 1 1)  014 


(tall'bladdrr  enlargctnrnt,  contd. 
duodenal   ulcer  simu- 
lating . .  . .   .168 

from  empyema  . .   253 

gall-stones      . .      253,  327 

g-»tric  ulcer  simulating  3G8 

hydatid        simulating 


25? 


375     - 


253 
G78 
32G 

353 


503 
67 
57 
251 
680 
224 


499 
251 

729 
132 
139 

252 
498 


GAERTXER'S    bacillus 
(see    Kacillus,  Gaort- 
ncr's) 
UIT.     ABNORMALITIES 
OF 251 

-  ataxic  (see  Ataxy) 

-  in  disseminated  sclerosis   728 
•lit,  cental  lar  . .    58 

-  cross-legged,  from  cere- 

bral diplegia  . .         . .   729 

-  -  in  Little's  disease    . .  139 

•  festinating,  from  paralysis 

agitons  ..252 

-  halting  (see  Limping)  . .   251 

•  in  hemiplegia    . .  . .   139 

-  hesitant,     in     paralysis 

agitans 

•  -  in  peripheral  neuritis 
■  high-steppage    . . 

limping  (see  Limping). . 

-  in  sacro-iliac  disease 

-  from  trench -foot 
in  pantlysis  agitans  252,  725 
with  paralysis  of  sciatic 

nerve  . . 
reeling  (see  Ataxy) 
seizor,     from     cerebral 

dipl^ia 

-  witii  diplegia. . 

-  in  Little's  disease     . . 
shufQing,     from     lateral 

<^lero6is 

-  in  paralysis  agitans  . . 
»pastic,  in  disseminated 

sclerosis  . .  . .   728  i  - 

-  (and    see    Paraplegia,  - 
Spastic) 

in  spinal  caries  . .  . .   154     - 

sta^arering,    from    cere- 
bellar tumour  . .   517     - 

-  in  disseminated  sclcr- 

oeis  . .         . .         . .  517 

in  tabes  dorsalis  57,  252     - 

Thomsen's  disease       . .  584     - 
tottering,      in      general 

paralysis         . .  . .   726     - 

-  unst^dy,  in  peripheral  - 
neuritis           . .         . .     50 

waddling,  with  congenital  - 

dislocation  of  hip  156,  251 

-  in  pseudo-hypertrophic  - 
paralrsls         . .      251,  513     - 

alActoceic  429.  686 

all-bladder,  carcinoma  of  - 

(see  Carcinoma  of  Gall-  - 

bladder) 
emnyema  (see  Empyema 

of  Gall-bladder) 
iALL-BLADDER     EN-  -  in 

LARGEMENT  ..252     - 

-  abat^ss  simulating   . .   253 

•  -  appendix  abscess  simu- 

lated by      . .  . .  678     - 

•  -  carcinoma    simulating 

253,  368 

•  -  from    carcinoma    of 

duodenum  . .         . .  662 

-  -  with     carcinoma    of 

pancrefls    51,    253,    2.'>4, 
326,  330,  451,  G30 

-  -  from  cholecystitis     . .  597 

-  -  cicatrization  of  cystic 

duct  . .  . .  329 


hydronephrosis    simu- 
lating 

in  iliac  fossa  . . 

jaundice  with 

Gall-bUuliler   enlargement, 
kMney   simulated    by 
laparotomy     in     dia- 
gnosing      . .      253,  678 
movable  kidney  simu- 
lated by     ..      253,  663 

from  mucocele      253, 

new  growth   . . 

from  pancreatitis 

116,  253,  254 
pelvic  swelling  due  to  688 

Gall-btaulder.    enlargement 
physical  signs  of  252, 

pyloric  growth   simu- 
lating 

resonance  in  loin  with 

Riedel's     lobe     simu- 
lating ..      663,  678 

rigid  rectus  simulating  659 

Gall-bladder    enlargement, 
things  simulating 

in  typhoid  fever   263, 

254,  335 

-  infection,  empyema  from 

104,  106 

pleurisy  from 

-  inllamed,    local   rigidity 
over 

-  mucocele  of 

-  opened  by  hydatid  cyst  328 

-  rupture    of,    peritonitis 
from 

in  typhoid  fever 

-  suppurating  (see  Empy- 
ema of  Gall-bladder) 

tabes  . . 

-  tender     . .         254,  437, 
Gall-Stones,  abscess  of  liver 

from    . . 

-  adhesions  caused  by    . . 

-  age  incidence  of  116,  316,  328 

-  alkaline  fasces  with       . .   101 

-  bile-duct  obstruction  by 

325, 


254 
253 


353     -  - 


368 

253 


252     - 


106     - 

592 
254     - 


254 
254 


252 
597 

369 
326 


326     - 

-  biliousness  simulated  by  462     - 

carcinoma  following     . .   252     - 

-  simulated  by..         ..  374     - 
catch     in      breath      on  - 

palpating        . .      437,  450     - 
cholangitis    from    254,    326, 

333,  597 
chronic  pancreatitis  with  264 
cicatrization  of  bile-duct 

from 329 

clay-coloured  stools  from  326 
colic  from  116,  130,  252, 
272,  326,  327, 
collapse  from     . . 
diagnosis  from  pancrea- 

vIvlS  •   «  •   •  •   • 

dilatation  of  heart  simu- 
lating . . 

-  stomach  from 
duodenal     ulcer     simu- 
lating . . 

simulated  by 

duodenum  ulcerated  into 
by        . .  . .      265, 

dyspepsia  from,.      297, 
in  fat  women 

faaces  ..        116,  272, 


328 
327 

239 

436 
174 

36 
070 

272 
316 
130 
327 


gnll-bladder     contracted 

from    . .          . .          . .  254 

-  enlarged  from       253,  327 

-  not  enlarsed  with  326,  451 
Gall-stone,     gastric    ulcer 

distinguished  from   ..  437 
simulated  by         . .  272 

Gall-stones,  general  account 
of        327 

-  htematemesis  from    265,  272 

-  heartburn  from  . .   297 

-  hcxamcthylenctetramine, 
etc.,  for  . .  . .   650 

-  indicanuria  unusual  with  451 


(iall-ston<s^  contd. 

-  interscapular  paiti  from 

4GI, 

-  intestinal  obstruction  by 

-  jaundice  from  101,  116, 

252,272,325.326,327, 
328,  374, 
liver  enlarged  from  272, 

-  tender  with    . . 
local  peritonitis  from  . . 
rnehena  from 
microbial  causation  of . . 
mucocele  after  . . 
obscure  pyrexia  due  to 
pain   at   angle   of   right 

scapula  from . . 

-  in  the  back  from  327, 

428, 

-  epigastrium  from  327, 

•137, 

-  after  food  from 

-  over  gall-bladder  with 

-  in         hypochoitdrium 
from  . .      327, 

hypogastrium  from  . . 

-  left     hypochondrium 
from 

shoulder  from    116, 

327, 
pancreatitis  and        100, 

-  simulating 
pyloric  obstruction  from 
pyrexia  from  252,    254, 

327, 
renal  colic  simulating  . . 
rheumatism  of  shoulder 

simulated  by . . 
Riedel's  lobe  and 
rigors    from     254,    326, 
327,  374,  595, 
saponified  fats  with     . . 
seldom  felt 

sex  hicidencc  of  116,  316, 
328,  437, 
shivering  from  . . 
simulated  by  cicatrization 

of  bile-duct    . . 
sizes  of    . . 
spasms  due  to  . . 
stercobilin  and  . . 
suppurating  gall-bladder 

from    . . 
tenderness  over         254, 

-  gall-bladder  from 

-  in  right  shoulder  from 
after  typhoid  fever 
urobilin  with     . . 
vomiting  from  . . 

-  wind  due  to 

-  without  symptoms 

-  x-rays      in      diaenosing 
116,  (Fig.  146) 

Gallic  acid  (see  Acid,  Gallic) 
Gallop  rhythm  (see  Canter 

Rhythm) 
Galyl  (sec  Salvarsan) 
Galton's  whistle  (Fig.  75) 
Galvanic  current  In  muscle 

testing. . 
Galvanometer,    in    muscle 

testing.. 
Gam!)Ogc,  tenesmus  from 
Games,  cramps  during     . . 
Gaol  fever  (see  Typhus) 
GANGRENE 
^Vlbumosuria  with . . 

-  from  aneurysm . . 

-  atheroma 

-  of  bladder,  from  cystitis 

-  bullffl  in  . .  96,  97, 

-  of  cheek  (Fig.  24) 

-  in  diabetes 
finger  affected  by     . . 

-  from  embolism  . . 

-  endarteritis 

-  epidemic,  from  ergot  . . 

-  from  erythromelnlgia  . . 

-  femoral  ligature 

-  of  fingers,  in  Raynaud's 

disease 
Gangrene   of   the   fingers 
and  foot  (Plates  XI 11, 
XIV)..  256, 

-  from  fungating  endocar- 

ditis    . . 

-  of  gums  . . 

-  from  glycosuria 


462 
272 


451 
374 
272 
174 
272 
254 
254 
573 

IIG 

716 

462 
437 
272 

450 
462 

450 

475 
437 
328 
174 

437 
451 

708 
366 

597 
101 
130 

451 
437 

329 
327 
316 
101 

326 
450 
437 
709 
2il 
101 
327 
316 
327 


315 
652 
259 
2G0 


259 
3G(» 
370 
G52 
259 
259 
259 

652 

532 
260 


327  i  - 

I  _ 


165  - 

582  - 

583  - 
718 
150  - 

255  - 

16  - 
259  - 
737  - 
578  - 
256 

74 
737 
240 
258 
258 
259 
256 
258 

162 


258 


34 

74 
260 


Gangrenr.  contd. 

-  from  hot-water  bottle..   257 

-  ice-bag    . .  . .  . .   258 

-  mjury      . .  . .  . .   250 

-  intermittent  claudication 

440,  441 

-  of  jaw     . .  . .  . .      74 

-  in  leprosy  . .  . .   257 
Gangrene,  line  of  demarca- 
tion in  250, (PlaJe  XI  V)25B 

Gangrene,  list  of  causes  of  255 
GANGRENE  OFTHE  LUNG 259 

albumosuria  with     . .     10 

in  alcoholics  . .  . .   259 

from  broncliicctasis  . .   259 

from  bronchitis        . .   259 

in  diabetes     . .      259,  044 

elastic  fibres  in  sputum 

from  200,  290,  644 

— :  irom   embolism     259,  044 

fojtor  from  . .  644 

from  foreign  body  259,  260 

foul  sputum  from     . .   043 

taste  from  . .  . .    705 

Gangrene  of  lung,  general 
account  of     259,  643,  644 

luemoptysis  from      . .  287 

after  immersion    260,  014 

indicanuria    from 

from  infarct   . . 

inhalation  of  food    . . 

injury  . . 

-  -  latent 260 

from      lateral      sinus 

thrombosis.. 

lencocytosis  with 

from  liver  abscess    . . 

new  growth    . . 

i  I  old  people  . . 

from  phthisis 

physical  signs  of 

from  pneumonia,  259, 

044, 

pneumothorax  from 

531, 

in  pysomia 

pyopneumothorax  from  662 

sunulated  bv  bronchi- 
ectasis     '  260,  290,  643 

empyema   260,  290,  643 

foptid  bronchitis    . . 

phthisis       . .       260, 

sputum  in 

Gangrene  of  lung,  sputum 
in         •  • 

stench  of        . .       86, 

from    subphrenic   ab- 

Gangrene   of    iung,    sym- 
ptoms of 

-  unsuspected   . . 

-  from  wounds. . 
from  pemphigus 

-  peripheral  neurit b? 

-  in  Raynaud's  disease  250,  411 

Gangrene,  senile    . .        • .  258 

of     skin,     leucooytosis 
slight  witli     . .'         . .   360 

from  snake-bit^  . .   337 

spreading  . .  . .    250 

sub-utancous  emphysema 
from    . . 

in  syringomyelia 

of  testis  . . 

from  thrombosis 

-  tight  ban<iai?ing 

-  of  toes,  in  diabetes 

from  embolism 

tabes   . . 

Gardener's  itch 

Garlic,  foul   breath   from 

taste  from 

Gas  in   abdominal    cavjtv 

652,  053, 

-  carbon  monoxi<le  pois<m- 
ing  from 

-  per  urethram  (see  Pnou- 
maturia) 

-  in    pleural    cavity    (see 
Pneumothorax) 

-  workers,    carcinoma    of 

scrotum  and  . .  . .   621 

Gases,  inhalation  of,  haemo- 

globinuria  from         . .   284 

-  irritant,  coryza  from    . .   178 
laryngitis  from         . .   157 


260 
290 

149 

259 

290 

370 

259 

259 
259 
601 
250 


20.^, 
257 
482 
258 
258 
240 

34 
257 
510 

86 
705 

650 

119 


-  poisonous,  headache  from  295 
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Jen^ral  paraJftsis  of  insane,  con. 

' paraplei^ia  in     514,  518 

penile  erection  ab- 
sent in    . .         . .  313 

perforating  ulcer  of 

foot  in    . .         . .  735 

plumbism  simulating 

119,  727 

pupil  changes  in  . .  14G 

pupils    uuequol    in 

170,  652 

simulating   cerebral 

haamorrhagc   120,  305 

sordes  in    . .         . .     72 

spasmodic     twitch- 

ings  in    . .         . .   13G 

speech    blurred    in 

14G,  72G 

spontaneous  fracture 

in  . .     242,  243 

stammering  from . .  628 

syphilis  and       243,  495 

tottering  gait  in  . .  72G 

tremor  iii  146,  724, 

726,  727 

Wassermann  reaction 

in..         ..      120,  243 

wasting  in  . .         . .     59 

weakness  of  muscles  146 

worry  and  . .         . .  243 

-  —  writers'  cramp  simu- 

lated bj. .         . .  151 
Geniculate  branch  of  ob- 
turator nerve  . .  363 
Q«nital  organs,  coli  bacil- 
luna  after  operations  on  70 

-  -  condylomata  round  . .  400 

-  -  elephantiasis  of        . .     28 

-  -  external,  glands  drain- 

ing   679 

taiilil  organs,  htrpes  of 

753,  754 

-  -  Jacquet's  erythema  of  401 

-  -  myoma  cutis  of 

-  oedema   of,   in   acute 

nephritis     . . 

-  precocious,         hyper- 

nephroma and  iFiq. 
175,   p.   408),   409, 
•>  •  scabies  of 

•  -  syphilides  affecting  . . 
>  -  syphilitic  papules 

round 

-  region,  lice  affecting    . . 
3«nito-crural  region,  ery- 

thrasma  of     . . 
Gentian,  heartburn  relieved 
by 

•  taste  of 

}«Qgrapbical    distribution 

of  ankylostomiasis  81,  521 

—  b«i-b«ri  . .     63 

—  bUharzia  79,  282 

—  chorea  major. .         . .  134 

—  deniirue  . .  46G 

—  distoma  pulmonale  . .  292 

—  ecxema  marginatum . .  250 

—  elephantiasis  . . 

—  epidemic  gangrene    . . 

—  trichinosis 

—  hepatic  abscess 

—  hydatid  disease  49, 291, 658 

—  impetigo  herpetiformis    98 

—  kala-azar        . .       29,  633 

—  lung  fluke 

—  malaria 

—  Malta  fever  . . 

•  —  Mediterranean  fever. . 
■  —  mollities  o»sium 

•  -  mycetoma 

•  —  oidium  tropicale 

•  -  primary  alcoholic  heart    53 

-  -  relapsing  fever      33G,  596 


732 


G30 
755 
560 

401 
540 

251 

297 
706 


377     - 


228 
595 
C02 

377 
228 
613 


German  measles^  contd. 

macules  in     . .         . .  562 

measles    distinguished 

from 

occipital  glands  en- 
larged in     . .      377,  378 

-  rash  of  . .         . . 

rigor  rare  in  . . 

scales  in 

scarlet    fever    dlstin- 

guisliod  from 

simulated  by     . . 

sore  throat  in 

Germany,  primary  alcoholic 

heart  in  . .         . .     53 

Gestation,      ectopic     (see 

Ectopic  Gestation) 

-  tubal  (see  Ectopic  Gesta- 

tion) 
Giant  cells  in  tuberculosis  403 
Giddiness  (and  see  Vertigo) 

-  in  angina  ahdominalis. .  115 

-  arteriosclerosis  . .         . .     11 

-  from  cerebral  abscess  . .  306 
tumour  . .      302,  306 

-  after  (lushing     . .  . .   241 

-  due  to  increased   intra- 

cranial pressure        . .  590 

-  in  nephritis        . .         . .     42 

-  pellagra  . .         , .  . .  225  | 

-  preceding    hasmatemesis  286 


(ilaucnma^  cotud. 

-  ciliary  vessels  injected  in  232 


588 

285 
557 


-  sleepinir  sickness 

-  -  yellow  fever  . .      273,  336 
ulerman  measles,  albumin- 
uria in 

-  diagnosis  from  scarlet 

fever 

-  enlarged  posterior  cer- 

vical glands  in 

-  -  erythema  in  . .      223,  228 

-  -  fourth    disease    simu- 

lating ..  ..  229 

-  -  lymphatic  glaiids  en- 

huiged  in    228,  376, 

377,  378,  502 


-  from  snake-bite. .         ..  337 

-  in  unemia  . .         . .     40  i  - 

-  Weil's  dise^asc    . .         . .  336  '  - 
Giemsa's  stain,  for  spiro- 

chsBta  pallida  . .   701     - 

Gigantism,  infantilism  with  188  '  - 

Gigantoblasts    {Plate     II.  i  - 

Fig.  F,  3)    22     - 

Ginger,  heartburn  relieved  - 

by        297     - 

Gingerbeer,     regivgitation 

through  nose. . 
Gingivitis,     blood-spitting 

due  bo . . 

-  septic,  purpura  and 

-  suppurative   (see    Pyor- 
rhoea Alveolaris) 

-  from  syphilis     . .         . .     73 

-  tuberculous  . .  72,  74 
Girald^s,  organ  of,  cyst  from  481 
GIRDLE  PAIN                 ..260 

from  aneurysm         . .  434 

from  cord  compression 

260,  516,  713 

in  disseminated  scler- 
osis   260 

from  fractured  spine 

431,  436 

hiSmatomyelia 

in  myelitis     , . 

from   new  growth   in 

spine 

in  spastic  paraplegia 

from  spinal  injury    . . 

syphilitic  spinal  menin- 
gitis 

in  tabes  . .      260.  436 

with  transverse  myelitis 

140,  436 

-  sensation,  in  disseminated 
sclerosis  . .  . .  609 

tabes   . .  . .      116,  609 

Gland  puncture  in  diagnosis  28 
Glanders,  artliritis  with  . .  340 

-  bacillus     (see     liocillus 
Mallei) 

-  bacteriology       in       dia- 
gnosing . .  . .  559 

-  bulUe  in  . .         96,  97 

-  horses  and         . .  . .     97 

-  of  leg 737 

-  lungs  affected  in  ..     97 
28  I  -  nasal  di:»olrirge  in         . .   179 


140 
260 

714 
260 
715 

260 


28 
259 
464 
291 


645 
632 
466 
566 
242 
736 
645 


13 
11 


562 


-  occupation  in  «.li:iirnosiiig  179     - 

-  pjrrexia  in 

-  rigor  in  . . 
Glandore,  skin  lesions  of.. 

Glans     penis,     desire     to 
squeeze 

epithelioma  of 

Glaucoma  (Platr  .V/) 

-  age  incidence  of . . 

-  anterior  chamber  shallow 

in  . .  . .      233, 


-  atropine  «lisa5trous  in.. 

-  blindness  from  . .      233, 


07 
595 
559 

471 
731 
2.30 
232 

762 
233 
76'.' 


from  close  work  . .  232 

conjunctiva  injected  in  233 

-  cornea  anaesthetic  in  . .  233 
steamy  in       . .      232,  762 

-  cup,     distinction     from 
physiological  . .  . .  415 

-  from  dietetic  error  . .  232 
Glaucoma,  disc  of . .        . .  417 

-  disc  in  (Plate  XX)      . .  418 

-  halos  round  lights  from  233 

-  headaclie  from  233,  294, 

295,  712 

-  hyperacusis  from  . .  308 

-  in  hypermetropes         . .  232 

-  inflammatory     . .         . .  232 

-  iris  discoloured  in  . .  233 
injected  in     . .          . .  232 

-  from  iritis          . .         . .  761 
Glaucoma,  Iritis,  and  con- 
junctivitis    compared  232 

-  lachrymation  from       . .  231 

-  migraine  simulated  by . .  233 

-  oedema  of  eyelids  in     . .  233 

-  optic  disc  white  and  ex- 
cavated in      . .         . .  233 

-  pain  from  . .         . .  231 

in  the  ears  from        . .  233 

eye  from       233,  445,  525 

face  from       . .         . .  449 

head  from      . .         . .  233 

-  teeth  from     . .         . .  233 
photophobia  from    231, 

524,  525 

presbyopia  increased  by  233 

pupil  dilated  in         232,  762 

and  fixed  in  . .  283 

rainbow  vision  from  233,  762 

sex  incidence  of  . .  232 

sick-headache  simulated 

by       233 

Glaucoma,  signs  of         ..761 

-  tenderness  of  eyeball  in  233 
scalp  from     . .          . .  712 

-  tension    of    eyeball    in- 
creased in      232,  233,  552 

-  unequal  pupils  from   . .  552 

-  visual  field  constricted  in 

760,  762 

-  vomiting  from  . .  . .  233 
Glaziers,  plumbism  in  . .  117 
Gleet,  arthritis  from        . .  340 

-  epididymitis  with         . .  697 

Gleet  general  account  of 

182,  183 

-  gonococci  in       . .  . .  184 

-  marriage  in  relation  to  184 
G16nard*s  disease..         ..  659 
Glioma    of    brain,     hemi- 
anopsia from  . .  301 

-  Cauda  equina  . .  . .  62 
Gliosis,  spinal,  pain  in  arm 

from    . .         . .  . .  443 

-  in  syringomyelia  . .  110 
Globulin      and     albumin, 

relative  proportions  in 
urine    . .         . .  . .       4 

-  in  ascitic  fluid    . .         48,  50 

-  cerebrospinal  fluid  . .  305 
Globus  hystericus  197,  405,  651 

aphonia  and  . .         . .  495 

in  hysteria     . .         . .   141 

-  major,  tuberculous       . .  697 

-  minor,     swollen,     gono- 
coccal . .         . .  . .  697 

Glossina  palpalls,  trypano-  ^ 

somes  from    . .  . .     28 

Glossitis,   chronic,    carcin-  

oma  and 

leukoplakia  and 

smoking  and. . 

syphilis  and  . . 

-  dysphagia  from . . 
tongue  swollen  from  19H,  698 

Glosso-kintesthetic     centre 

(Fig.  266) 

Glosso-ph.'u-yngeal       nerve 

paralysis 
Glottis,    oedema    of    (see 

CE<iema  of  Larynx) 
Glove  anasthesia,  in  hvs- 

tcria  ..       13 1,  465 

from  peripheral  neuritis  56 

in  syringomyelia       . .  609 

-  and  sto<."king  anajsthesia 

(Fig.   256)  606 


738 
698 
738 
738 
198 


624 


706 


Glucose,  quantitative  esti- 
mation of 

Gluteal  nerve,  inferior     . . 
superior 

-  region,  condylomata  on 
Glutei,    atrophy    of,    from 

hip-joint  disease 

-  cramp  of,  in  treadlers  . . 

-  nerve  supply  of . . 

-  pseudohypertrophy  of.. 
Gluteus    maxinms,    nerve 

supply  of 

-  medius,  nerve  supply  of 

-  minimus,  nerve  supply 
of 

Glycerin,  hinmoglobinuria 
from    . . 

Glycogen,  relation  to  acid- 
osis 

GLYCOSURIA 

-  and  albuminuria,  associ- 
ated    . .  . .         . . 

-  albuminuria    in    testing 
for    . . 

-  from  alcoholism  85, 

-  alimentary 
diabetes  and  . . 

-  alkaptonuria  simulating 

-  Cammidge's  reaction  and 

-  errors  in  tests  for 

-  estimation  by  fermenta- 
tion    . . 

-  fermentation  test  for  . . 

-  gout  and 

-  in  Graves's  disease 

-  laryngeal  paralysis  with 

-  obesity  prece<linp 

-  with  pancreas  lesions  51, 
116,  264,  33(1,  437, 

-  peripheral  neuritis  from 

-  phenylhydrazine  test  for 

-  in  pituitary    infantilism 

-  pncumaturia  from 

-  in  pre»fnancy     . . 

Glycosuria,  prognosis  witli 
Glycosuria,  significance  of 

283, 

-  in  starvation     . . 
Glycosuria,  symptoms  of. . 

-  temporary,  in  alcoliolics 
from  cerebral  hemor- 
rhage 

tumour 

head  iniury    . . 

pancreatitis    . . 

Glycosuria,  tests  for 

-  uric  acid  and 

-  (and  see  I)i;vtietes) 
Glycuronic  aind  (see  Aoi«l, 

Glycuronic) 
Gmelin's  test  for  bile 
Gnat  bite,  swelling  of  face 

from    . . 

-  vesicles  from 
Goat's  milk,  Mediterranean 

fever  from      . .      -loO, 
God,  delusion  ooncernini; 
Goitre,   asthma  simulated 

by 

-  cyanosis  from    . . 

-  djrspnopa  from  . . 

-  exophtlialmic  (see  Graves' 
Disease) 

-  haBmorrhaee  into 

-  parenchymatou 
mic  girls 

breath  less  n  ess    with., 
palpitation  with 
Simulatitig       (iraves's 

disease 
tachycanlia  with 

-  suppuration  in  . . 

Goltrm,  varieties  of  (aii<i  see 

Thynml    GlaiKl,     Kti- 

lanje<l) 
Gold  miners,  silicosis  in    . . 
Golfers,   subacromial    Lmr- 

sitis  in 
Gonococcal    arthritis    (see 

Arthritis,  Gonoc«x'('al) 
Gonococci  (Plate  XX  VIII)  614 

-  acute  ascites  from        . .     47 

-  arran«rement  in  pairs  . .  591 

-  in  arthritic  fluid  . .  340 

-  in  ascitic  fluid  . .  . .     48 

-  bacteriuria  from  . .     69 

-  in  cerviv, ,  . .  . .   700 


263 
498 
498 

700 

61 
151 
499 
513 

498 
408 

498 

284 

4 
260 

12 

261 
264 
264 
5.36 
746 
100 
261 

263 
743 
742 
264 
495 
408 

661 
505 
743 
190 
530 
264 
3 

264 

264 
260 

264 

264 
264 
264 
264 
261 
742 


743 

674 
757 

566 

405 

535 
158 
158 

s 

15R 


722 
722 


722 


1.38 


721 

288 

476 


824 


GONOCOCCUS 


GROOVERS 


Gonecoccus,  cti&rtcters  of  182 

-  in  ehordee          . .          • .  108 

-  infective        endocarditis 

from    . .          . .      217,  574 

-  fascitB  affected  by        . .  340 

-  in  female  urethra         . .  700 

-  gleet       . .         . .         .  •  184 

-  gonorrha?a         ..  ..617 

-  lesions  due  to,  opsonic 

index  in  diagnosing  . .  340 

-  inside    leucocytes     182, 

185,  591 
GonococcI,  moda  of  examin- 
ing for  in  female    ..  185 

-  nasal  discharge  due  to  179 

-  orchitis  from     . .          . .  67 

-  in  otitis  media  . .         . .  422 

-  prostatitis  due  to         . .  70 

-  recovered  on  blood  cul- 

ture    . .          . .         . .  597 

-  reniform  shape  of         ..  591 

-  rheumatoid  arthritis  from    35 

-  spread     to     ejaculatory 

ducts,  etc.      . .          . .  182 

-  tendon  sheatlis  affected 

by        . .          . .         .  •  340 

-  in  uretliral  dLscharsrc  07,  181 


•0, 


182, 


-  urethritis  due  to 

-  in  urine  . . 

-  va{;inal  discharj^e 

-  vulval  discharge 
GonorrhoBa 

-  abscess  of  testis  from 

-  albuminuria  from 
GonorrhoBa,  arthritis  and  • . 

("and     see     Arthritis, 
(.ronococcal) 

-  ascendincr  nephritis  from 

-  bacteriology      in      dia- 

gnosing 

-  balanitis  simulating     . . 

-  Bartholinitis  from 

-  Bartholin's  glands  red  in 

-  bursitis  from     . . 

-  caninculrD     myrtiformes 

inflamed  in    . . 

-  chordeo  from     . . 

-  conjunctivitis  from 

-  contractures  from 

-  c^'Stitis  from 

-  eosinophilia  from 

-  epididymitis  from 

-  epididymo-orchitis  from 
GonorrhoBa  In  female,  notes 

on 

-  fibrositis  from   . . 

-  gangrene  from  . . 

-  gout  simulating 

-  hflpmaturia  in 

-  inflamed    hymeneal    re- 

mains from    . . 

-  Inguinal  glands  enlarged 

-  irrigation  test  in 

-  joint  lesions  from 


108, 


CO, 


182, 


or.o 


micturition  frequent  in 
orchitis  from     . . 
oxyuris  vermicularis  ^imu 

fating  . . 
pain  in  feet  from 

-  penis  from 

-  urethra  from  . . 
painful  erections  in 

-  micturition  in 
papilloma  urcthrrc 


182 

09 

185 

700 

183 

622 

U 

340 


13 

700 
017 
194 
700 
439 

700 
017 
331 
142 
182 
219 
697 
478 

700 

439 
255 
742 
282 

194 
381 
182 
340 

182 
00 

520 
430 
469 
017 
182 
182 


from 
184,  700 

-  j»hosphaluria  suggesting  524 

-  priapism  from   . .  . .   5o8 

-  })rostiitio  abs(^ess  from. .   581 
GonorrhoBa,  prostatic  threads 

after 399 

-  prostatitis  from. .  ..   473 

-  pyuria  from       . .  . .   575 

-  rod  intMtus  from  . .    182 

-  rr-sidual  in  prostate     .  .     (57 

-  rc'toniioii  of  urine  from  019 

-  riirors  from         . .  . .   597 

-  s*'al(ling  in  . .       182,  7(>0 

-  soft  sorrs  from  .  .  .  .    700 

-  s|>OM(lylilis       deformans 

from    ..  ..  ..    714 

-  strantmry  from..  ..   049 
-  <treptoc(K-oi  in  . .  . .   311 

-  stricture  after   . .  .  .   390 

-  testis  atrophy  after    00,  313 

-  two-gl.iss  test  in  ..    182 

-  ulcer  of  cornea  from    . .    731 

-  -  perineum  from         .  .  .   020 


Gonnrrhcea^  contd. 

~  urethral  discliarge  due  to  409 

-  urethritis  simulating   . .  181 
Gonorrhoea,    vaginal    dis- 
charge of  . .  185 

-  vesiculitis  from..  ..  587 

-  vulval  swelling  from    . .  <»'.)9 

-  warts  from        . .  . .   700 
Gonorrhoeal      rheumatism 

(see  Arthritis,  Gono- 
coccal) 

Goodhart,   Sir  James,  on 

blue  l)rain       . .  . .   103 

Gooseberries,  o.xalatc  from  424 

-  oxaluria  after    . .         . .  281 
Goose- llosh,        xerodermia 

simulating      . .  . .   488 

-  papules  in  . .  . .   487 
Gordon   Museum,  illustra- 
tions from      . .      520,  521 

large  heart  in  . .  207 

Gout,  abdominal  pain  from  115 

-  age  incidence  of  . .   344 

-  angina  abdominal  is  from  115 

-  atrophy  of  testis  from . .     06 

-  balanitis  from   . .  . .   618 

-  bony  excrescences  in  . .  345 

-  brachial  neuralgia  and. .  442 

-  cavernitis  from..         ..  473 

-  cellulitis  simulating     ..410 

-  diet  and . .  . .         . .  344 

-  Dupuytrcn's  contracture 

from    . .  . .  . .   112 

-  dyspepsia  from         319,  753 

-  eczema  of  perineum  from  474 

-  epididymitis  from         . .     60 

-  epididymo-orchitis  from 

478,  742 

-  opistAxis  from  . .  . .   220 

-  erythema  in       . .         . .  223 

-  family  history  of  . .  344 
Gout  general  account  of. .  344 

-  giddiness  from  . .         . .  115 

-  glycosuria  and  . .      264,  742 

-  gonorrhoea  simul.itcd  by  742 

-  great-toe  joint  ani       . .  344 

-  of  hands  ^Fig.  168;       . .  345 

-  headache  from  . .         . .  296 

-  jaundice  from    ..  ..   115 

-  joints  affected  by         . .   345 

-  Miculicz's  syndrome  in . .  695 

-  nails  affected  by  . .  250 

-  nausea  from       . .         . .  115 

-  neuralgia  in       . .  . .  431 

-  orchitis  from      60,  478.  742 

-  osteo-arthritis  simulating  345 

-  oxaluria  in         . .         . .  424 

-  pain  in  big  toe  from     . .  438 

limbs  ^rom     . .  . .  406 

penis  from     . .  . .  473 

-  peripheral  neuritis  from 

61,  64,  466 

-  from  plumbism . .         . .     34 

-  priapism  from  . .  . .  538 

-  pyiemic  joint  simulating  345 

-  pyrexia  in  ..      344,  410 

-  rarity  of  suppuration  iti 

joints  in         . .  . .   3 15 

-  rigors  from        . .  . .  597 
rare  in            . .  , .  595 

-  salicylate  ineffectual  in    339 

-  senile  gangrene  and      . .   258 

-  skiagram  of        . .  . .   340 

-  soles  affected  by  . .  345 

-  swelling  of  bones  in     . .   070 

-  syphilis  simulating       . .   348 

-  tabes  simulating  . .   430 

-  temperature     chart     in 

acute  . .  . .  . .   339 

-  tenderness  of  spine  from  713 

-  tendon  sheaths  affected  345 

-  tirmitus  from     . .  . .    723 

-  urate  of  so«lium  deposits 

in         . .  . .  . .   344 

-  urethritis  from  181.  5.^8, 

575,  742 

Gout,  uric  acid  and      741,  742 

-  vertiiTO  from       . .          . .  753 

-  vomiting  from  . .          . .  115 

-  r-rays  in  diagnosing     . .  345 
Clowers,  epilepsia  media  of  145 

-  myoi)athy  of     . .          . .  1 35 
Graafian    follicle,    haomor- 

rhage  into       . .          . .  193 

Gracilis,  nerve  supply  of. .  498 

Grain,  sporotrichosis  from  290 

Grand  mal. .          . .          . .  08 


Grandidter  on  bflsmophilia  273 
Grandiose  ideas,  in  guieral 

paralysis         . .  . .   146 

Graimlar  casts       . .  . .       G 

-  kidney,  accentuated  aortic 

second  sound  in  1,  90 

albuminuria  with  406,  537 

apical  systolic  bruit  in    89 

apoplexy  from  . .     11 

arteriosclerosis     allied 

to  ..    1,11,212 

Granular    kidneys,    from 

ascending  nephritis  . .      8 

ascites  from  . .  46,  55 

back  pressure  from  . .     46 

cerebral    hasmorrhagc 

with       12,  84,  119,  303 
Cheyne-Stokes  breath- 
ing from     . .  . .  167 

cyanosis  from  . .   161 

Granular    kidneys,    cystic 

type 12 

epistaxis  from        .  . .  220 

hsemateraesis  from   ..   271 

hajmoptysis  with       . .  287 

heart  enlarged  with  2, 

55,  106,  206,  211,  588 

Granular  kMney,  heart 
failure  from  11,  14,  46,  55, 

161,  418 
high       blood-pressure 

with    2.  14,  46,  81, 

90,    106,    161,   211, 

406,  418,  48 (,  5SS 
mitral   regurgitation 

from  2,  89.  90,  211 
nocturnal    micturition 

with  ..  ..     12 

noises  in  the  head  with  400 

orthopncca  from       . .  418 

pale,  after  scarlet  fever     14 

Granular  khlneys,  pale 
contracted.  general 
account  of  II 

palpitation  from       . .  484 

pericarditis  with       ..     11 

peritonitis  with         . .     11 

pleuritic  effusion  with     11 

from  plutnbism         . .     34 

polyuria  from  12,  90, 

533,  535,  536,  537 

precordial  pain  in     . .     11 

pre«rnancy  and  . .       9 

radial  artery  thickened 

with  ..  ..90 
Granular     kMneys,      red 
contracted,       general 
account  of  II 
reduplication   of    fii"st 

sound  with. .        •. .   588 

second  sound  from  588 

retinitis  with..        90.  106 

ringing  aortic  second 

sound  with..         ..   100 
Granular  kidney,  signs  of . .      2 

-  simulating  mitral  sten- 

osis . .  . .  . .     Oo 

Granular  khlney,  symptoms 
and  signs  of  . .  I 

tube  casts  from       . .  537 

(and      see      Bright's 

Disetise ;  and  Nephritis) 
Granulosis  rubra  nasi      . .  654 

Grape  sugar  in  urine  (see 

Glycosuria) 
(•rating  in  joints..      340,  347 
Gravel         . .  . .  . .   741 

-  in  urine  after  renal  colic  451 
Graves's  disease.  Addison's 

di«iease  simulated  by     722 

age  and  sex  incidence 

of 722 

albuminuria  in  ..      13 

amenorrhtra  in         ..     18 

arteries  forcibly  pulsa- 
tile in  . .  . .   215 

breathlessness  in       . .  722 

bruits  in         . .  . .   215 

cachexia  in     . .  . .     99 

-  -  conjunctiva  bright  in  230 

Dalrymple's  sign  in . .   722 

diarrhoea  witli  ..   172 

difficult  cases  of       . .   722 

-  -  exciUbility  in        215,  722 
exophthalmos  in   215, 

220,  229,   230,  486. 

703,  722,  720,  734 


6'raty*'«  dismx^.  a'fUt. 

eyelids  retracted  in  . . 

GravM*s  disease,  faciei  of 

it'xg.  1151 
fluiUiiiiL'  in     . . 

-  -  functional  hniit  in  .. 

-  -  glycosuria  in  . . 
heart  crdarge-l  id  -fi";, 

-  -  hyiKT.unxsls  ih 

-  -  irrit.ibility  in . . 
loss  of  weight  iti   21'>. 

-  -  low   hloo<l- pressure  iri 

-  -  inenorrhagia  in 

mental  changes  in    . . 

Moebius's  sisrn  m  21'». 

-  -  nervousne&s  ia      .•.':<. 

4sn.  :ij3. 770 

noises  in  the  head  in . .  4"^ 

Graves's  disease,  notes  sn 

783.  722.  7!S 

fpdema  of  eyelids  in  . .  i% 

palpitation     in     4!*l. 

4  HO,  :ti,  ly, 


2X 

in 

77't 

7:* 


..-.,  .i-i 


pigmentation  in    iM'v 

236,  (Fig.  itt) 

pupil  in  . .        . .  ':%*' 

Graves's     disease,     ihert 
account  of  •  •  2IS 

shortness    of     breath 

from  . .    ''' 

skin   moist     in        ..  SS""- 

sp.ism  of  levator  [al- 

pebras  in     . .         . .  ttf 

spasmodic    twitching? 

in H'- 

stare  of  . .         . .  1> 

Stollwag's  sizn  in  215. 

22$.  7?: 

sweating  in    . .         ..  7^J 

tachvt^rdia     in     215. 

229,  486.   519.  703, 

703,  722,  7*6,  77n 

tears  ex»xs»ive  in    ..  5J* 

thvroid  gland  enlarsred 

in      215.   220.  48«. 

703.  722,  736,  770 

puls.-itile  in    215, 

6M.  '.tl 

tremor   in     215.  229. 

703.  722.  724.  726.  T7>1 

uli'cr  of  cornea  in    ..  754 

with  undue  aNlominal 

aortic  puliation    ..  M3 
violent  arterial  pulia- 
tion In        . .        ..  W< 

von  Graefe's  sism  in 

215,  229,  T22 

wasting  in  . .  *3* 

winking  deficient  in..  23* 

without  exophtlulmos  4?* 

thyroid  enlargemotit  t^ 

Gravid   uterus    (se*»  Vrvs- 

nancy) 
Greedy  colon        -.        ..12* 
(irecn    cancer  (sw   Chlor- 
oma) 

-  sickness   (.«5ee   Chlor»i») 
Grecnstick     fracture    {«« 

Fracture) 
Grief,  dysi>epsia  from     ..  '^\ 
Grimacinc,  in  diorea      ..  U* 

-  hysterical,     simubtirij; 

tetanus  . .        ..15? 

Grin,  sardonic  (sec  lUsos 

S.ardonjcas> 
GRINDING  OF  TEETH  .20 

in  general  paralysis  ••  '-^ 

from  gumboil  ••  2^' 

habit 3^' 

worms  . .        ..  1^ 

Grip,  pelvic  ..        ••  2'.'' 

Gripintr    (sec    CJollc;    and 

Tenesmus) 
Grojiiiings  in  head         ••  *''; 
Grocer's  dermatitis        ••  '^•' 

-itch  5»" 

Groins,  diromidrosis  of  . .  '"^^ 

-  ecxema  marginatom  on  1^^ 

-  lymph    elands    in    («** 

Lymphatic  GUnd-. 
Inguinal ;  and  Ltid- 
phatic  Glands.  Temoral) 

-  swelling    in    (see  undw 

SwelUng) 
Grooms,  glanders  in      ••  i'- 
Groovers,     electric    st«I. 

subacromial  bureili*  i"  ^-^ 


GROWING    PAINS    —    HEMATURIA 


825 


llnsl4,362,363, 

464,  4GC 

?tory    of    heart 
;ise        . .         . .     14 
ates  in  relief  of    363 
acute  rheumat- 

. .   3C3 
stunted,      from 

diseiise  ..   171 

inism    ..  ..231 

's  cirrhosLs      . .   372 

mesalic  cirrhosis  332 

diazo- react  ion 

•  •  •■  »  »     X  I  o 

ith  from           . .  86 

rom      . .          . .  705 

est  for  bloo<l  . .  75 

in  urine  and  . .  98 
fyinc  haBmoptysis286 

ic  acid  from    . .  712 

inoculation  (see 
1  luoculatioT)) 
3,  (general  tuber- 

in       . .          . .  104 

iclioma  of       . .  379 

a  of  . .  . .  74 
ilveolar  abscess 

e  from . .  . .  705 

of  t«eth  from . .  206 
he  face  from  . .  446 

from  . .  . .   542 

l)3cess  from     . .   253 
ted  by  . .  403 

disease    dlstin- 
3  from. .         . .  404 

. .   348 
:iuina    . .  . .     62 

}heral     neuritis 
mulated  by     . .   559 
ffiddiness  from  302 
he  from       294,  302 
lopsta  from  301,  302 
bCUsLs  from      . .  308 
ng  from  . .  302 

mediastinitis 
. .  . .  . .    751 

alloclieiria  from     17 
s,  caries  of  pubes 
tin;,'      . .  . .   698 

led  (Fuf.  227)..  541 
ore  throat  from  613 
•ck  from  . .  546 

raia  from        . .  302 
. .      372,  527 
*  simulated  by    334 

from  . .  . .   330 

>ma  simulated  by334 
ma  from  . .  106 
gh  from  ..   30S 

ce  from  . .   334 

rnlarged  from 

330,  331,  568 
)m  tumour  simu- 
\^  . .  . .   059 

jy  from  . .   106 

a  from..      334.  568 
tinp       enlarged 
•bladder  ..  252 

growth  , .   253 

c  resonance  with  611 
eutic  test  for 

253,  334 
nal,  Bright's 
i  simulated  by  413 
i  from  . .  413,  415 
?nva  obstructed  413 
ges,  bradypnoea 

in  diagnosing. .   230 
mtiscle  wasting 

. .     61 
exophthalmos 

,  foul  taste  from  705 
hroat  from  . .  613 
I  of  one  leg  from  496 
imulating  cauda 
I  tumour  . .  63 
'  penis,  general 
It  of  ..  619 

tion  due  to  . .  617 
periosteum  . .  669 
is  over. .  . .     52 

n  iodide  iti  dia- 
g  . .      230, 019 

na  . .  . .   585 


Gumma,  contd. 

-  salvarsan  in  diagnosing    230 

-  of  spleen..         ..  ..   6.32     - 

-  synovial  membrane      . .  348     - 
Gumma  of  testis  470,  622,  623    - 

-  of  tongue           . .      379,  739 
foul  taste  from         . .   705  - 

-  tongue  swollen  from    . .  698  |  - 

-  of  tongue,  tubercle  simu-  - 

lating  . .         . .  . .   740     - 

-  tonsil,  carcinoma  sinm-  ]  - 

lated  by         . .  . .  615     - 

phthisis  and  . .         . .  015  ' 

sore  tltfoat  from      . .  613  I  - 

therapeutic  diagnosis  of  615     - 

-  ulcer  from         . .  . .  737  | 

-  of  urethra         . .         . .   184     - 

-  uvula,  sore  throat  from     613  '  - 

-  vocal      cord      paralysis  i  - 

from    . .         . .         . .  495     - 

-  wash-leather  slough  in . .   739 

-  Wa.ssermann  test  in  dia-  <  - 

gnosing  230,  253    334  ,  - 

Gums«  actinomycosis  of  . .    74    - 
GUMS,  BLEEDING         ..     72  |  - 

blood-spitting  from . .  285 

in  infantile  scurvy  99,  556 

Gums«    bleeilinik    list    of 
causes  of  . .    72 

in  scurvy       . .        72,  266 

small-pox       ..  ..  272 

-  -  from  stomatitis  72,  74,  266 
yellow  fever  . .  . .  273 

-  blue  line  on,  in  plumbism 

34,  65,  119,  124,  131, 

425,  505 

-  epithelioma  of  . .         . .  379 

-  fcetid,  in  scurvy  . .     38 

-  foreign  body  in,  ptyalism 

from 542 

-  gangrene  of       . .         . .     74 

-  Koplik's  spots  on  {Plate 

VllT)  178,  228 

-  recession  of,  from  pyor- 
,  rhcea  . .  . .     73 

GUINS,  RETRACTION  OF  589 

-  spongy,   in    scurvy    38, 

72,  266,  273,  550 

scurvy-rickets  . .  670 

mercury         . .         . .   266 

-  tender     . .         . .         . .  462 

-  tuberculosis  of  . .         . .     72 

-  tumour  of  . .  . .     74 
Gum-sucking,   hiemoptysls 

from    . .  . .  . .   286 

Gun-headache       . .  . .   296 

Gunsbero's     test     {Plate 
I  XXXV)  ..750 

Gunshot  wounds,  haomate- 
'  mesis  from     . .         . .  271  '  - 

pneumothorax  from  I  - 

531,  532  I  - 
Gurgling,  in  hernia  674,  682  ,  - 
Guy's     Ilospital    Gazette,  ^  - 

illustrations    lent    by 

141,  230,  520,  521   :  - 

Museum  (see  Gordon  !  - 

Musenm)  i  - 

Gymnastics,     menorrliagia  ,  - 

from  . .    . .    . .  386  ,  - 


18 
265 

274 
272 
267 
273 
,  36 
271 
316 
268 
274 
268 
271 
273 


llcematemesis^  confil. 

-  in  chlorosis 

-  cholera    . . 

-  chronic  nephritis 

-  cirrhosis       35,  51, 

of  childhood  . . 

-  coma  from 

-  with  duodenal  ulcer 
from  episbaxis  . . 
epistAxis  simulating 
from     epithelioma 

oesophagus     . . 
faintness  from  . .      268, 
in     familial     acholuric 

jaundice 
from  foreign  body 
gall-stones 
gastric  carcinoma 
-  ulcer  36,  76,  268, 


267, 
371, 


<o. 


of 


267, 


274 
273 
274 

635 
332 
118 
271 
266 
221 

266 
286 

332 
271 
272 
209 


269, 

317,  437 
..  36 


286 
273 
286 


-  gastrostaxis 

-  giddiness  preceding 

-  in  hoamophilia   . . 

-  from  htomoptysis      266, 
Hnmatemesls,  hamoptysis 

dlstinouished  from    . . 

-  from   hemorrhagic   ero- 
sions   . . 

-  in  Henoch's  purpura  76, 

313, 

-  Hodgkin's  disease 

-  from  injury 

-  instrumentation 

-  irritants  . . 

-  leucocytoste  after 

-  in  leuksDmia 
Hsmatemesls,  list  of  causes 

of  . .     265,  266 

-  from  malaria     . . 

-  malingering  and 

-  from  mediastinal  growth 
nausea  preceding 


285  - 

I 
269  I  - 


707 
274 
271 
271 
268 
300 
273 


274 
266 
267 
286 


HABIT  spasms  . .        . .   136    - 
localized      con- 
vulsions from         . .   144 

simulating  chorea     . .   133 

tetanus  simulating  . .   138 

-  unequal  palpebral  fissures 

from    . .  . .  . .  540 

Habits,  changed,  amenor- 

rhcea  from 
H>EMATEMESIS  .. 

-  after   abdominal    opera- 

tions   . . 

-  in  acute  levers  . . 

gastritis 

yellow  atrophy 

-  anjomLi  from     . .         32 

-  from  aneurysm..      207, 

-  anuina  abdominalis 

-  antimony 

-  appendicitis 

-  arsenic    . . 

-  atheroma 

-  in  blood  diseases 

-  from  carcinoma  of  duo- 

denum 


-  noises  in  the  head  after  406 

-  oedema  of  legs  after     . .  413 

-  oppression  in  epigastrium 
before  . .         . .  286 

-  from  pernicious  anoQmia  274 

-  phosphorus        . .         . .  268 

Hnmatemesls,  from  portal 
obstruction  ..  272 

vein  thrombosis        . .  272 

-  prolonged  jaundice       . .  274 
Hamatemesis,  profuse,  three 

common  causes  of  . .  266 

-  in  purpura  hiemorrhagica  273 

-  rapid  feeble  pulse  from  268 

-  in  relapsing  fever         . .  336 

-  restlessness  from  . .  268 

-  in  scarlet  fever..         ..  273 

-  scurvy     . .  . .  . .  273 

-  small-pox  . .         . .  272 

-  splenic  annmia..      274,  372 
thrombosis     . .         . .  272 

-  splenomegalic  cirrhosis  633 
-  polycjthffimia  271,  633 
sudden  pallor  from  . .  268 
syncope  from  . .  . .  268 
from  83rphilis  . .  . .  275 
tarry  motions  after  . .  286 
from  varicose  oesophageal 

veins  . .  . .  . .   267 

in  yellow  fever  . .         . .   273 

Hnmatldrosis  . .  655 

Hflomatin,   acid,   spectrum 

of  (Fig.  34)     . .  . .     80 

-  alkaline  . .         . .  . .  284 

spectrum  of  (Fkj.  33)     80 

Hfomatocele,    atrophy    of 

testis  from     . .  . .     66 

-  from  corpus  luteum     . .  088 

-  ectopic    gestation         . .  68S 


Hasmatocele,  general  account 


of 


482 

481 


661     - 


hvdrocele  simulating 

after  injury        ..      481,  482 

operation  in  diagnosing 

481,  482 
pelvic,  albumosuria  with     16 

-  bearing-down         pain 

from  . .  . .   427 

-  tenesmu*^  from  . .  718 
pelvic  swelling  due  to..  688 
after  puncture  . .  . .  482 
simulating  neoplasm  of 

testis  . .  . .         . .  481 

not  translucent. .  ..  482 


353 

205 

471 
701 

10 
243 

18 
688 

140 
509 
140 

509 
140 
140 
140 

008 

509 
509 
140 

278 
743 


Hamatocele,    from    tubal 
abortion  ..690 

Haamatocolpos,  amcnorrhoea 
with    . .         . .         . .     18 

Hnmatocolpos,  notes  on..  691 

-  pelvic  swelling  due  to  . .  088 
Hiomatoma  of  jaw  . .  083 

-  pelvic,  dystocia  from  . .  200 

-  pelvic  swelling  due  to . .  088 

-  of  penis 47:{ 

-  perinephric,  suppuration 

v&  ■     •  •     •  ■     • 

Hamatoma  of  scalp,  char- 
acters of 

-  from  vesical  calculus  . . 

-  of  vulva. .  . .      700, 
Hoimatomata,  albumosuria 

with    . . 

-  in  general  paralysis     . . 
HiBmatometra,  amenorrhuea 

<VliiU        •  •  •  •  ■  • 

-  pelvic  swelling  due  to  . . 
Hcematomyelia,  ansesthesia 

-  common  site  of . . 
contractures  from     138, 
dissociative     antosthesia 

from    . . 
drawing  up  of  legs  with 

-  girdle  pain  with 

-  hyperosthesia  with 
Hnmatomyella,      sensory 

changes  with . . 

-  simulatiiig    Klumpke's 

palsy  . . 

-  spastic  paraplegia  from 

-  sphincter  trouble  with . . 
Hramato-nephrosis,     from 

papilloma 
Hfflmatoporphjrrin 

-  spectroscope  in  detecting  744 
Hnmatoporphyrln,  tests  for  744 
Hfflmatoporphyrinuria,  black 

urine  from     . .  . .   745 

-  in  bullous  dermatoses  . .  99 
Hamatoporphyrinuria,  gene 

rai  account  of 
HflBmato-racbis 
HsBmatosalpinx,     amenor- 

rhcBa  with 
Hematozoa   in    blood,    in 

malaria  27,  29,  31,  32, 

225,    334,    530,    .')08, 
596, 

-  malarial,  crescent  forms 

effect  of  quinine  on  . . 

pigment  granules  in . . 

ring  forms 

-  -  (SeePlaIr  XXV///).. 

HiEMATURIA 

-  in  acute  nephritis      42, 

-  age  incidence  and 

-  an«amia  from 

-  from  angioma  of  kidney 

-  appendicitis 

-  bocteriuria 

-  bilharzia  33,  282, 

-  black  urine  from 

-  from     bladder    growths 

281, 

-  calculus      40,  117,  278, 

281,    282,    356.     455, 

471,    472,    577,     578, 

580,  719, 

-  carcinoma     of     bladder 

281,  472,  579, 

invading  bladder  283, 

of  kidney 

prostate 

rectum 

vesic99 

-  colic  with 
Hamaturia,  colour  of  urine 

with 

-  from  corrosives. . 

-  cystic  kidnevs  12.  42.  280,  357 

-  cystitis     282,  470,  578,  581 

Hamaturia,  cystoscope  in 
diagnosing  cause  of 
277, 

Hamaturia,       cystoscopic 
appearances  In  (Plate 

-  from  dysentery . . 

-  efifect  of  exercise  on 

-  from  endocarditis 

-  enlarged  prostate 


744 

113 

18 


637 

31 

31 

32 

31 

Oil 

275 

281 

277 

32 

278 

283 

70 

581 

745 

471 


742 

580 
582 
750 
281 
7 
41 
276 

9 

268 


356 


282 

283 
276 
283 
281 


826 


HEMATURIA 


HEMORRHAGE 


J/oBmtUuria,  conld. 
Hnmaturia,  essential,  gane- 
ral  account  of       275,  281 

-  from  fun|»ating  endocar- 

ditis   . .  . .       7,  8,  34 

Hnmaturia,  general  points 
concerning     . .        •  •  276 

-  in  gonorrhoea    . .      102,  282 

-  liaBnioglobimiria      simu- 

lating . .  . .  . .   28 1 

-  in  rionoch's  purpura  70, 

343,  55G 

-  hydronc[)hrosis  . .      280,  35B 

-  hypernephroma  . .   350 

-  infarction  . .  . .       8 

-  injury      . .  . .  . .   278 

-  leukaemia  . .  . .  283 
Hasmaturla,  list  of  causes 

of       275 

-  in  malaria  . .  . .   273 

-  from  movable  kidney  115. 460 

-  oxaluria  . .         . .         . .  281 

-  papilloma  of  bladder  . .  472 

-  -  kidney  . .         . .  278 

-  palpation  of  kidney  and  277 

-  from  pelvic  abscess     . .  283 

-  purpura  . .         . .         . .  283 

-  rectal  examination  and    277 

-  from  renal   calculus  40, 

117,  278,  356,  577 

-  after  renal  colic. .      131,  451 

-  from  ronal  new  growth  7, 

51,  278,  355,  750 

thrombosis     . .  7,  749 

tuberculosis    . .         . .  356 

-  renal  tumour     . .         . .  330 

-  salpingitis  . .         . .  283 

-  in  scarlet  fever..         ..  273 

-  scurv3'     . .  . .  . .   283 

-  shape  of  clots  with       . .  270 

-  simulated    after    aniline 

dyes 745 

paroxysmal    hsamo- 

globinuria  . .         . .  285 

-  slight  albuminuria  with      12 

-  in  small-pox      . .  . .  272 

-  splenomegalic       polycy- 

thasmia  . .         . .  633 

-  suppurative  nephritis  . .  594 

-  due  to  suprarenal  tumour  030 

-  from  tuberculous  bladder 

282,  397,  471,  679 

-  -  kidney   279,  280,  282, 

355,  579 

-  ulceration  of  bladder  . .  580 
bowel 283 

-  unilateral,  from  growth       7 

-  from  ureteral  calculus 

281,  455,  472,  578 

-  urethral  calculus  . .  282 
movus             . .          . .  283 

-  uroerythrin  simulating     743 

-  from  urethritis  . .         . .  282 

-  urotropine  . .  . .   650 

-  vcnu  caval  obstruction     750 

-  vesical     calculus       282, 

471,  580,  719 
Hemic  bruits  ..91 

llffimochromatosis  . .   528 

-  argj'ria  simulating  . .  529 
naamocytometer  . .  . .  21 
lIa3moglobin,  above  normal, 

in  morbus  cceruleus. .  533 

-  free  in  urine  in  nephritis     10 

-  reduced,     spectrum     of 

{Fig.  31)  80 
Ilacmoglobinometer,     Hal- 

dane-Gowcrs'  . .     21 

HiEMOGLOBINURIA      ..  284 

-  black  urine  from  . .    745 

-  colour  of  iiririe  in         . .   284 

-  fJjison's  ro:iction  in       . .   285 

-  experimorjtal      . .  . .   284 

-  hjcniatoporphyritniria 

simulating      . .  . .   744 

-  haini.'itnria  simulated  br  284 
Hemoglobinuria,     list    of 

causes  of                  . .  284 
Hemoglobinuria,   parox- 
ysmal   284 

-  wniin  test  for    . .  . .   285 

-  sptunroscope      in      dia- 

gnosinjr  . .  . .   285 

-  syphilis  and       . .  . .   285 

-  urine  dark  brown  in     . ,   275 

-  various  drugs  rausincr. .   284 

-  \Va.ssermann  re.u^tion  in  285 


Hajmolysis,      liaunoglobin- 

uria  evidence  of        . .  284 
Hemophilia,  anemia  from   33 
Hemophilia,   arthritis  in, 
general  account  of  . .  350 

-  blwding  gums  in        72,  273 
from  scratches  in      . .  556 

-  blood  changes  not  patho- 

gnomonic in  . .  . .   273 

-  epbtaxis  from  ..      221,  273 

-  excessive  bleeding  from 

cut*5  in  . .  . .   273 
after   tooth   extrac- 
tion in     . .  . .   273 

-  family  history  in  33,  73,  556 

-  (iranilidier  on    . .  . .   273 

-  Ixaimatcmesls  in         266,  273 

-  htu  mat  uria  in     . .  . .   275 

-  hsBmorrhage   into   ankle  362 

hip  joint  in    . .         - ,  363 

joints  in  . .  . .  273 

knee  from       . .         . .  362 

-  haemoptysis  in  . .         . .  287 

-  hasmorrhagic  otitis  in  . .  421 

-  limping  from     . .      362,  363 

-  menorrhagia  from     38G,  387 

-  metrorrhagia  from    390,  392 

-  pain  in  foot  from  . .  362 

-  purpura  in         . .         . .  553 

-  sex  incidence  of        273,  550 

-  stomatitis  in     . .         . .  542 
najmopneumothorax,  from 

bullet  wound..         ..  652 

-  needling  in  diagnosing 

630,  651 

-  succussion  with . .         . .  651 

HAEMOPTYSIS      ..         ..285 

-  aniBmia  from     . .  . .     33 

-  from  aneurysm  149,  290, 

291,  292 

-  aortic  disease    . .         . .  288 

-  back  pressure    . .  . .   212 

-  bronchial  casts  after  . .  644 

-  from  broncliiectasis      . .   291 

-  bronchitis  149,  289,  291 

-  bronchopneumonia       . .  289 

-  carcinoma  of  lung        . .   290 

-  chronic  nephritis  . .  212 

-  coma  from         ..         ..118 

-  from  congestion  of  lungs  212 

-  cough  and  . .         . .  286 

-  from  distoma  pulmonale  292 

-  embolism  of  lung      159, 

289,  290 

-  emphysema       . .         . .  289 

-  empyema  . .         . .  291 

-  epistaxis  simulating     . .  221 

-  in  familial  acholuric  jaun- 

dice      332 

-  fatal  ..     287,  291 
in  phthisis      . .         . .  288 

-  from  fibroid  lung  . .  216 

-  frequency  at  night       . .  286 

-  from     fungating     endo- 

carditis . .         . .  288 

-  gangrene  of  lung  . .  259 

-  hfiamatemesis  from    265,  260 

Hemoptysis,  hematemesis 
distinguished  from    . .  285 

-  from  hepatic  abscess  . .  291 

-  high  blood-pressure     . .  212 

-  hydatid  of  lung. .  . .   291 

-  infarction  of  lung    106, 

212,  290 

-  injury  to  chest  . .         . .  289 

-  laryngitis  . .         . .  149 
Hemoptysis,  list  of  causes 

of  . .     286,  287 

-  from  lobar  pneumonia. .  289 

-  lung-fluke  . .  . .   645 

-  malingering  of  . .  . .   286 

-  from     mediastinal     new 

trrowth  ..  ..434 

-  miner's  phthisis  . .   288 

-  mitral  regurgitation     . .   210 

-  -  stenosis  149,  288,  289 

-  new  growth        149,  290,  434 

-  noises  in  the  hejid  after  406 

-  adema  of  letrs  after      . .   413 

-  at     onset     of     jineunio- 

thorax  . .  . .   531 

-  from   phthisis   14y,    159.   288 

-  sarcoma  of  lung  . .    290 

-  simulated     by     biu^illus 

prodiiriosus     . .       280,  644 

-  -  tooth-brush  Injury    . .     73 
tooth-jilate  injury     . .     73 


llcpmoptjftis,  eontd. 

-  in    spienomegalic    poly- 

cythaemia       . .         . .  033 

-  tickling  in  throat  preced- 

ing      . .  . .  . .  28fe 

-  tubercle  bacilli  and      . .   286 

-  from  violent  coughing. .   289 

-  whooping-cough  . .   289 
Hoimorrhage,       amaurosis 

from    . .         . .  . .   1 20 

Hemorrhage,  anemia  from  32 

-  into  ankle  . .  362 

-  arachnoid,      convulsions 

from    , .         . .         . .   146 

-  beneath  skin  (see  Pur- 

pura) 

-  blood  changes  after      . .     33 

-  hi  to  carcinoma  ..         ..  371 
in  liver  . .         . .  373 

-  cerebellar,  priapism  from  53S 
vomiting  from  . .   708 

-  cerebral,    absolute   rest 

for       . .         . .         . .  118 

accentuated         aortic 

second  sound  with    303 
■ —  age   incidence  of    84, 

119,  303 

albuminuria  with    84, 

119,  303,  515 

aphasia  from . .  . .  620 

apoplexy  from       147,  302 

arterial  changes  with 

84,  119 

arteriosclerosis  and 

12,  147,  303 

athetosis  from  . .  132 

Babinski's  sign  with. .     68 

brachial     monoplegia 

from  . .         . .  501 
bradycardia  from     . .     84 

-  -  bradjrpnoea  from      . .     84 
Cheyne-Stokes  breath- 
ing from     . .         . .  IDS 

cerebral  softening  from  516 

tumour  simulating    306 

-  coma  from    118,  119, 

264,  303 

-  diplegia  from  . .  515 
distinction    from    ab- 
scess and  tumour. .     84 

after  embolism         . .  640 

Hemorrhage,    cerebral, 

general  account  of   . .  119 
general  paralysis  simu- 
lating . .      120,  305 

glycosuria  from        . .  264 

granular  kidneys  with 

12,  84,  119,  303 

headache  from      294,  295 

heart  sounds  with  119,'  303 

hemianopsia  from  301,  302 

-  -  hemipanosthcsia  from    302 

hemiparcsis  from  118,  302 

hemiplegia    from    08, 

119,  258,  303 

high     blood-prcssuro 

with     84,  119,  147, 

303,  515 

in  nodgkin's  disease     274 

hyperpyrexia  with  84, 

306,  309 
hypertension   of  cere- 
brospinal fluid  with  304 

hypotliermia  with     ..  311 

intermittent  claudica- 
tion simulating     . .  300 

Jacksonian  epilepsy..  137 

from  labour    . .         . .   132 

large  heart  with     119,  147 

lead    poisoning   simu- 
lating ..         ..   119 

optic  neuritis  witli    . .     84 

paraplegia  from    132,  514 

pyrexia' from  85,  300,  309 

-  rapid  onset     . .  . .     84 

-  -  retinitis  and    ..      119,  515 

-  -  senile  changes  and    . .   515 

-  systolic  bruit  with    . .   119 

-  tube-casts  and  . .    119 

-  -  uneraia  simulating    . .     85 

-  vertigo  preceding      . .   762 

vomiting  due  to      705,  708 

in  young  persons       . .   304 

(and  see  Apoplexy) 

-  into  cerebral  tumoiu- 3n3,  300 

-  collai>se  from      . .  . .   311 

-  convulsions  from  . .   120 


HfTtnorrhsye,  roftti. 

-  into  the  cord  irom  injarv  51j 

multjple,priapi2>m  from  ijji 

paraplegia  from       . .  -»U 

seldom  spontaneous..  jU 

-  from  corpus  luteum     , .  CsS 
cyst,  pain  in  p^hb 

from        . .         . .  li* 

-  duodenal,  coma  from  ..  \'.'< 
noises     in    the     heai 

after 
Hemorrhags     frem 
causes  of 

from    fract4iro<J 


.  .    iii) 

ear, 
..  421 

111'.  \i\ 


-  goitre 

-  Graafian  follicle 

-  £rom  groin,  from  malig- 

nant glands   . .         . .  079 
HiEMGRRHAOE     FROM 

GUMS 72 

in  yellow  fever        ..  Xi'j 

Hemorrhage     into     hip- 
Joint        3'4 

-  hypothermia  .after       :    311 

-  internal,  after  abdominal 

injury 593 

from    duodenal    ulc«r 

lifii,  :t>) 

leaking  anearrsm  1^),  Tit) 

ruptured  tubal  gesta- 
tion    120,  393,  593. 

-  -  in  typhoid  fever    120.  :,U 

-  intestinal,  from  oolitic. .  653 

-  into    intestinal    wall   in 

iIenocli*s  purpura  55«.  767 

-  intrathoracic       sarcocu  Uif 

-  jaundice  and      . .        ..  lU 

-  into  joints  273,  350.  362. 563 

Hemorrhage    into    knss- 
Joint 362 

-  leuoocytosis  after        ..  3C" 
1  -  from  lungs  (see  Haemo- 

I  ptjrsis) 

i  -  in  lymphatic  leukcmii   ^V 

-  into  mediastinum        ..  V^'-' 

-  into   medulU,   LaryDgeal 

I  paralysis  from        ..  4>> 

-  meningeal,  athetosis  from  131: 


81 

ll!* 
W 

lU 
113 
13! 

ii: 


767 

16« 

lfi« 
1«$ 


bradjrpnoea  from 

coma  from 

convulsions  from 

from  head  injury 

hemiplegia  from 

from  labour   . . 

monoplegia  from 

spastic  paraplegia  btHD  13! 

trephining  for         ..  US 

-  mesenteric,  in  Henoch's 

purpura 

-  into      middle     ear,     in 

Britrht's  disease 

deafness  from 

in  leukaemia 

pernicious  anaunia 

-  from    the   mouth,  from 

internal  carotid  erosioa  it\ 

in  ^lenomegalic  poly- 

cythaemia   . .        . .  M2 
(and  see  Bleeding  lium«i 

-  mucous   membranes,  in  ^ 

blood  diseases         ..  ^^ 

in  pseudo-lHikeaia    37 

scurvy-rickets      ..  ^'^^ 

septic  states         . .  2*^ 

-  from  nose  (sec  Epistaxis) 

-  occult  (see  Hlood.  Occult  i 

-  ccHlema  of  legs  after  41J.  11^ 

-  into      optic      thaUmns, 

hyp«pTrexia  from  ..  ><• 
Hemorrhaoe  Into  ertlt  ..  177 

-  into      pancreas,     acat« 

abdominal  pain  from     7C 

blood  per  anam  from    •'* 

-  collapse  from  "*.  ^•* 

-  -  constipation  from  7*.  ?U' 

-  -  in  fat  pernons  . .    '*' 

-  -  glycosuria  from        ..  -"♦'' 

-  -  intestinal    ohRtruction 

simulatetl  by       r«<.  ^^ 

-  -  laparotomy  in  dia<nM*- 

inc   ..         ..        ..    •'' 

pain  in  abdomen  from  '>* 

--  |»erinephric        . .        -•  ^] 

-  periosteal,  from  injury-^,  f^^ 
in  jscurvy       . .  SS,  '-,  ^' 
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figmarrhagt,  cttnlU. 
pontine,  aloolioliKm  simu- 
lating   310 

-  bradjpiiODa  from      . .     84 

-  coma  from  . .  310 

-  hyperpyrexia  from 

119,300,310,311 

-  opium  poisoning  simu- 

lating 110,310 

-  pin-point  pupiU  from 

119,    310 

-  thermometer    in    ilia- 

gnofing       . .  . .   311 

poBt-partuni,        anasmia 
from    ..         ..         ..21 

-  coma  from  ..118 

-  leucooytosts  after     . .  300 

-  noiaesinthehesulafter  40r> 

-  oedema  of  legs  after. .  41.1 

-  aecondarj  . .  39L» 

-  thirst  from    . .         . .   7*.'U 
(EMORRHAGE         PER 

RECTUM  ..75 

-  (and    see    Blood    per 
Anum) 

renal,  blood  co^ts  with . .       u 

-  (and  see  Ufematoria) 
rethial 410 

-  in  albuminuric  retinitis  410 

-  with  chronic  nephritis  212 

-  erythropsia  from      . .  762 

-  from  fungating  endo- 

carditis      . .  7,  34 

-  with      high       blood- 

pressure      ..         ..  212 

•  macular       choroiditis 

from  . .         . .  410 

-  scotoma  from  . .  700 

•  from     tlut>mbosis    of 

retinal  vein  . .  410 

ito  semicircular  canal, 

Meniere's  disease  from  753 
erere,  blancliing  from     120 

coma  from  . .  120 

palse-mte  raised  by. .  120 
lortness  of  breath  from  87 
Ito  spinal  cord  514,  515,  538 
>lnal,  from  injury        . .   715 

paralysis    of    bladder 
from  ..  308 

niine  dribbling  from  398 
to  spleen,  from  injury  041 

q»lenic  anmmia  . .  372 
ibconjunctivHl   (Flair 

bcutaneous  (see  Turpura) 
bdoral,       convulsions 

from 140 

bmucous,  in  small-pox  272 
irst  from  . .  . .  720 
u>  thymus  ..  . .  159 
froid  adenoma  . .   721 

igue    ..         ..      698,  009 
lica      vaginalis     (see 
Hematocele) 
m  ulcerating  epitheli- 
Hna  . .  731 

ibilical,  from  congenital 
ibUtaiiiion    of     bile- 

lucts 320 

Bmia  simulated  after  120 
rine,  from  fibroid  . .  530 
arereion  . .  530 

stained  placenta      . .  201 
lod  sec  Menorrhagia, 
[strorrhagia,  Metros- 
uis) 

coos,     black     spots 
efore  eyes  from 
Undness  from  . .   702 

ythropsia  from  . .  702 
7alf  from  caruncle  . .  702 
om  prolapse  of 
urethra  . .  . .  702 
rriiages  in  acute 
iUow  atrophy  333,  330 
ht's  disease  . .   555 

uic  nephritis  . .     11 

losis 635 

«nital  obliteration  of 
le-ducts       . .         . .  329 
lial  ai'holuric  jaun- 

H*s  cirrhosis  . .  372 

wh's  [mrpura        . .   343 
smia  . .         . .     25 

phorus  poisoning  . .  330 
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UirmorrhiVjr*.  contd. 

-  pscudoleukamiiii  . .     37 

-  pyorrlia-a  alveolnris      . .   .'>55 

-  Kplenomei:aIic  cirrhosis      033 

polycyihasmiii  . .  033 

Hnmorfhagic  erosioni,  gene- 
ral account  of  . .  269 

haamatemesis  from   . .   205 

from  portal  obstruction  272 

Ilsemorrhdiiis  (sf<;  Pilrw) 
Tliemosideriii.  in  macules    382 
Hair,  arsenic  in  34,  00.  73, 

520,  718 

-  brittle,  in  certinism     . .  234 

-  broken  off,  in  ringworm 

247,  248,  249 

-  discoloured  by  fuvus    . .   247 
Hair,  effects  of  rinoworm 

on  247,  248 

-  fair,  psoriasis  and         . .  603 

-  falling  out  of,  from  favus  247 

in  myxiiHloma  . .  409 

from  pityriasis  . .   2 10 

psoriasis         . .  . .   249 

-  follicles,  pityriasis  rubra 

piltiris  and     . .  . .  488 

-  laniuro-like         . .  . .     70 

-  lustreless,  from  favus  . .  247 

-  note      of      exclamation 

sliaped  . .         71,  240 

-  mouse-coloured,  in  Mon- 

golism . .  . .   238 

-  inmyxcedema     38,  231.  400 

-  precocious     pubic     and 

axillary,  hypernephro- 
ma and  . .  . .  030 

-  pubic,    falling    out    of, 

after  brain  injury     . .     07 
hypernephroma  and. .  331 

-  recession  from  foroliead, 

in  rayxwdema  . .   23 1 

-  scanty,*  in  cretinLsni     . .   234 
MongoUsm      . .  . .   238 

;  -  -  myxutlema    . .  . .   234 

-  sycosis  of  . .  558 
i  -  thin  at  back  of  hoail.  in 

rickets  . .         . .   1 15 

-  wiry,  in  Mongolism       . .   238 
,  Ilair-ball  in  rectum      581,  718 

-  stomach  . .  . .   718 
Hair-cutting,     cramps     in 

'  arm  from  . .  445 

Hair-wash,  lead  poisoning 
I  from    . .  . .  . .     05 

Haldane-Rowers*      htunio- 
I  globinomctor  . .     21 

Hale  White,  Dr.,  illustration 
lent  by  . .         . .  234 

Haller,    vas    aberrans    of, 

cyst  from        ..  ..481 

Hallowfti,  Captain,  iUn^tra- 

tion  HupplicHl  t»y       . .     70 
Hallucinations  of  hearing     723 

-  in  pella;,Ta  . .   225 

. .   405 


-  conceriunir  vou'<*s 

-  in  l"Yicdreich's>  disease 

113,  512,  51:5 
Halos  roun<l   lights,   from  i 

glaucoma        . .  . .   233 

Halting  gait  (see  Limping) 
Hammer  toe,  limping  from  3»;*_»  ' 
Hammerings  in  head        . .   4<)(» 
Hamstrintrs,  cramp  of,  in 

treadlors  ..151 

-  elongatcii,  in  contortion- 

ists        150 

HAND,  ACCOUCHEUR'S  2 
Hand,     accoucheur's,     in 

tetany  ..151 

-  ape's,      in      i>roLTOs-iive 

muwular  atrophy     ..    llo 
syrintronjyolia  ..    llo 

-  claw    (S4i»   Claw -hand) 

-  Dupuvtren's  i'oiitr;utii)M 

ot(Fi{/.  5U)    . .  ..    H2 

-  ochijno«is      of       (Plate 

A'XX///)  . .   7  ir. 

-  pink  . .  <>,"»  1 

-  preacher's,  in  protrn-v-jive 

mns<Mil:ir  :itr(>phy     ..    110  i 
syrinL'oiiiyrli.i  ..    llo 

-  septic,  cpitriH'hh'ar  i:l:unl 

enlarf:oii  from  . .   ?>S0 

■  Volkniami'-*   contrii-tun*  '><W, 

Hands,  :i<T<»jiani'-;tlM--i.i  of    ill 

-  in      a<'nt<;      rln-uMKitoiil 

arthritis  (Fig.  15.1)  ..   312 


Hands,  contd. 

-  angeioneurotio  ccdemaof  411 

-  athetosis  of  131.  (Fig.  57)  132 

-  atrophy  of  (see  Atrophy) 

-  blue,  blue  brain  and   . .   103 

-  broad,  in  myxa'dcma  4i)0, 410 

-  bulloi  of.  hi  syringomyelia    07 

-  Charcot's  joint  in  . .   340 

-  cheiropompholyx  of  000,  755 

-  chorea  affectinir  . .   1J3 

-  cold,    menorrhagia    and  387 

-  cyanosis  of  ..  ..  150 
from  cervical  rib       . .   444 

-  enchondroma  (Fig.  282)  071 

-  cnliu^cd,  in  acromegaly 

201,  537,  085 

-  in  epilepsy         . .  . .   147 

-  erythema  multiforme  of  480 

-  gangrene  of,  in  syringo- 

myelia . .  . .  257 

-.-  gonococcal  arthritis  of. .   340 

-  gouty  (Fig.  158)  . .  345 
skiognim  of  . .  . .   340 

-  hsDmatidros»  of  . .  055 

-  impetigo  atTectintr        . .  600 

-  iscliflDmic  paralysis  of  . .   600 

-  lupus         erythematosus 

affecting  . .  . .   002 

-  in  malingerer  simulating 

epilepsy  ..  ..147 

-  myxopdematousCfiV;.  10)     38 

-  pain  in  (see  under  Tain) 

-  paralysis  of    (sw  under 

T'iifalysis) 
Hands,   pellagra   affecting 
(Platen  IX,  X)       226.  228 

-  pigmented   and    red,   in 

I>ellagra  ..  ..   220 

-  pulmonarv  ostoo-arthro- 

pathy  of  (Fig.  104)  . .   351 

-  rheumatic  fever  affecting  337 

-  scabies  affw^ting       401,  503 

-  small-pox  affeclinp       . .   501 

-  sucvulent,     in     s.vringo- 

myelia  . .  . .   257 

-  sweatinL',  in  acute  rheu- 

matoid arthritis        ..   342 

-  tremor    of,    in    Graves's 

disejise  . .  . .    722 
from  mercurj'  33,  05 

-  urate  deposits   on   (Fig 

158) 345 

-  xantlielosma  of  . .   324 

-  (and  see  Fingers^ 

Hand  kerchief,  (mlema  from  411 
Hanot't  cirrhosis  . .        . .  332 

Hanet't  cirrhosis,  general 

account  of  . .  372 

Hansen,  Dr.  Armauer,  illus- 
trations lent  by    40i,  505 
Harelip,  cleft  |>alate  and. .   588 
Harrh<on's  suica**  in  rickets 

145,   167.   187.  035 
Hat-makers,  mercury  poison- 
ing in  . .  . .  . .    720 

Hats,  nee«l  to  get  larger,  in 

leontiasis  o^^seu  .  .   070 

-  rabbit  skins  for  33.  08 
Hay,  sporotrii-hosis  from  200 
Hay  fever,  anosmia  in      . .   01 'J 

n:tsal  catjirrh  in        . .   Ol'J 

<li?chrin:e  from       ..   178 

taste    lo*s    from    178, 

012,   705 
Hea«l.  !i.>vrninetrv  of       ..   15.'i 

-  enlarired,  in  acroinesralv 

:i52,  537 

-  -  coni;enital     svphilis 

205,  511 

cretinism         . .  . .   234 

hydro«'Oph:ihis        205,  511 

-  -  leontiasis  c><v«M  ..    (570 

-  -  osteitis  i|ef<»rin.ins     .  .   070 

-  -  rickets  1  l.'i,  205,  511 

-  fixed,  in  spinal  caries    . .   420 

-  hot-cro<s-i)Uti   shaped  . .    205 

-  injury    (-^ec     Injury     to 

Head) 

-  nerve  sjipply  of  (/'iV/.2'.»0)  710 

-  nois«^  in  (<«•«.•  Xoi-es  in 

thr  Ili>a<i) 

-  <|"adrat<',  in  rick«*ts      .  .    0155 

-  rotractnl     (seo     Hetrar- 

tion  of  the  Ileail) 

-  rolliiii.',  in  riik<'t>i      115,  711 

-  <ensorv    areas    of    (Fi'/t. 

1SS191)  ..    N« 


Iltad.  atnfd. 

-  sweiiting  of.  in  rickets. .   115 

-  tender,  in  rickets  . .   145 
Head,    H.,    on    anojsthesia 

(Fig.  257)       . .  . .   600 

-  segmental    are.xs    (Fio-f. 

202,  203)        ..  ..712 

HEADACHE  .293 

-  in  acromegaly    . .  . .  «»85 

-  acute  yellow  atrophy  . .   33,T 

-  from  .\ddison's  disease     200 

-  anosmia  . .  . .  . .   290 

-  aortic  rcgurtntation       . .   207 

-  l>efore  apoplexy  . .    147 

-  from  arsenic      . .  . .     64 

-  arteriosclerosis  . .      205.  200 
Headache,  from  astigmatism 

440,  712 
bad  ventilation  . .   321 

-  bradypna*a  with  . .     84 

-  from  cerebellar  tumour    517 

-  cerebral   al»»!cess        117, 

300,  502.  020,  768 

oneurysrn  . .  205 

emboil<m        . .  . .  205 

hojmorrhage  . .  . .   205 

lesions  . .  . .     84 

syphilis  . .  . .   140 

thromtrosis     . .  . .  205 

-  -  tumour  147,  201.  302, 

300,  315,    502.   525, 

537.  020,  768 

-  in  chronic  nephritis     ..     11 

-  from  cryptomenoirlura       17 

-  in  dengue  . .  . .   460 

-  digitalis  in  relievintr     . .  20«', 

-  in  dLsscminated  sclerosis  205 

-  from  ear  disease  . .  440 

-  in  eclampsia      . .  . .   146 

-  from    encephalitis     120, 

502.  525 

-  in  epilepsy         . .  . .   145 

-  after  epileptic  fit  . .   143 

-  from  errors  of  refraction 

205,  440,  449,  712 

-  frontal  sinus  empyema. .    180 

-  gastritis  . .  . .   207 

-  claucoma  233.  205,  712,  701 

-  high  bloo<l-pn'Ssnre      . .  20r» 

-  hrpenicusis  from  . .  30S 

-  from  hypermetropia  440,  712 

-  in  hysteria  . .  . .   712 

-  with  hysterical  pyrexia    310 

-  due  to  increased   intra- 

cranial pressure         . .   590 

-  in  influenza        . .  . .   405 

-  from  iritis  . .      205.  712 

-  Iron  in  relievinu  . .   200 

Headache,  list  of  causes  of 

294,  295,  296 

-  from  low  bloo<l-pressure  200 

-  in  malaria  . .  . .     30 

-  Malta  fever        . .  • .   400 

-  from  meninu'itis  12(K  205, 

315.    32.^,    515.    525, 

590,  70S 

-  in  migraine        . .      310.  702 

-  from  morbus  cordis     . .   200 

-  myalgia  simulating       . .   201 

-  with  nephritis    ..  11,  42 

-  neundiria     di^tintruishetl 

from '200 

-  in  neursistheni.i         4j'iO,  715 

-  occipital,   from   cerebral 

tumour  . .  . .   420 

-  optic  neuritis  with       . .   708 

Headache  due  to  organic 
cerebral  disease,  general 

characters  of  . .        . .  295 

-  from  p{u*hynienintriti-=  . .  525 

-  in  pellagra          . .          . .  225 

-  phosphorus  poisiininir  . .  330 

-  pituitary   infantilism    ..  100 

-  frompIumbUm  ..        34,  147 

-  in  poliomyelitis..          ..  11" 

-  with  polycystic  ki^Ineys  42 

-  in  rat-bite  f»'ver           . .  50K 

-  from  rea«lint:     . .          . .  440 

-  renal  (llseius<>       ..11,  42,  200 

-  in  scarlet  fever  . .          . .  273 

-  from  sea-cat  pricks       ..  224 

-  serum  injections           ..  22." 

-  from  sewint:                   . .  440 

-  sick  («ee  Si«k  Headache) 

-  photopiiol.ia  if...          ..  525 

-  from  sinus  thrombosis 

120.  .".'1 7  7»'.S 
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'eorU  /a"y«  ftmtd. 

—  from  pbtiiiMia  . .  212 

—  pulae  irregular  from. .  212 

alow  from  . .         . .  212 

weak  with  . .  . .  213 

—  lUjortness     of     breath 

from  ..  53,  88 

nrt  tatty,  lymptoms  of    14 

—  gjrncopul  attacks  from 

212,  213 

-  tni'hy«*arili:i  from      ..   7o| 

-  from  typhoid  fever  ..   212 

-  wanting  diseu^es       . .   212 

-  neak    cardiac    sounds 

witJi  ..213 

flliroid,  from  alcohol    ..  210 

-  aneurysm  of  heart  from  213 

-  oi^iiia    i>ectoris   from 

U\  213 

-  aortic       regurgitation 

with  . .     53 

-  apical  systolic  bruit  in     89 

-  ascites  from  . .         . .     -IG 

•  back  pressure  from  . .     46 

-  Cheyne-Stokes  brcutli  • 

ing  from     . .         . .  108 

-  fatty  heart  simulating    bZ 
■It,  llkrold,  omtnil  ac- 

eonnt  of  ..218 

-  heartburn  simulating    207 

-  heart  Tiilure  from   46, 

108,  418 
h«>nrt  large  from       . .     W 

•  mitnil   regunritation 

from  . .        80,  21 1 

Oft  hop  n  (pa  from        ..  418 

•  pain  in  tlie  back  from  71G 
palpitation  from  . .  4S4 
shortness  of  breath  from  88 

ifi  fibroid,  tymptoms  of    14 

from  syphilis . .         ..     53 
tachycardia  from     . .   704 
etal        . .              i;»,  4'>.  689 
kit  impulse,  accentuated 
fimt  sound  at. .  2 
diffuse,    from    dilata- 
tion  2<)6 

-  pericarditis  . .   213 
diminished,  in  emphy- 
sema                  167,  217 

IRT    IMPULSE,    DIS- 
PLACED ..207 

-  from  acute  endocar- 
ditis ..  211 

-  with  adherent  peri- 

cardium . .         . .   213 

-  in  aortic  disea.«e    . .   207 
regunritation  91 

-  bv  ascites   . .  . .     44 

-  fibroid  lung        168, 

206,  216,  299 

-  with  Flint's  bruit..     95 

-  heart  enlunrement     206 

t    Nnpultt,  dimlieod, 
lilt  of  ctUMS  of     297,  298 

-  iu  mitral  regurgita- 

tion 89,210 

•  -  stenosis  . .         . .  216 

-  overstrain  of  heart    214 

•  patent    interventri- 

cular septum     ..  215 

-  pericarditis  . .  213 

-  D^  pleural  effufion    298 

•  plearftic  effusion  . .  168 

•  pneamot  borax    168,  206 

•  when  right  ventricle 

enlarged  . .         . .  215 
■  (and   see   Heart,   I)ii^- 
placed) 
eeble,  from  fatty  heart 

212,  21.1 
myocarditis  ..   212 

overstrain  of  heart  21  i 
eaving,  from  hyper- 
trophy       ..  ..   206 
npnlpable  in  emphy- 
sema . .   167 
icreased,   in   pericar 
ditis.. 
discernible,    in    em- 
physema               . .  297 
from     |»cricurdial 

e(Tu«iou   . .  . .  297 

mitral  stenosis      . .   216 

irmal  site  of  . .   297 

iSRuretl   by    emphv- 

sema  206,  217 


on 


Hfart  impuhe^  omtd. 

I site  of 206 

wavy,    with    adherent 

I  pericardium  . .   213 

Hoart,    ilTMUiir    (and   see 

I  I'ulse.  Tmnrulur)       . .  S45 

from  absintlio  . .  486 

alcoliol  . .  . .   486 

coffee  . .  . .  486 

in  mitral  stenosis        2,  94 

from  myoctirdial 

chanees      . .         . .     88 

I rendered    regular    by 

exercise      . .         . .     88 

■ from  smoking  . .  486 

tea 486 

Hoart,  norvo  ngmonts  cor- 
mpondino  to..        ..  708 

-  percussion  in  determining 

size  of . .         . .  . .   2(HJ 

-  polypus  of         . .  . .   750 

-  primary  alcoholic  14,  46, 

53,  418 

heart    failure    from  418 

ortliopiura  from    . .  418 

palpitation  from  . .   484 

-  rupture  of         . .         . .  215 

-  sarcoma  of,  heart-block 

from  . .     83 

I  Hoart  Mnsory  norvot  of. .  433 
I  HEART     SOUNDS,     AC- 
CENTUATED I 

nct^ntuateil      MM'ond, 

from     high     blood- 
I  pressure      ..        81.  298 

in  artorio^'Ierosis  11,  90 

cerebral     ha)morrh:ige 

I  and  .  .  119,  303 

I first,   a<*ccntuated,   in 

mitral  stenosis      . .   216 

from  nervousness . .       2 

i like    wroiid,     from 

I  myocardial  changes     88 

I proloMUMHl.  in  chronic 

nephritis. .  . .   408 

from  hypertrophy  298 

rctluplicated,     from 

overstrain  of  heart  214 

-  —  slapping,   in    mitral 

stenosis  2.  95,  289,  485 

weak,  in  diphtheria  214 

-  erysipelas  . .   214 

fatty  lieart         ..   213 

scarlet  fever      ..   214 

typhoid  fever    . .   214 

typhus    . .  . .   214 

footal*    proving    preg- 

niiiM-y  19,  45,  «S9 
hanl  to  hear,  in  em- 
physema    . .       167,  217 

inauilible    second,    in 

mitral  stenosis      . .     95 

luni|)V   lirst,   in   ar- 

terios<'lerosis      . ,     11 

in  interstitial  nephritis 

lo,  II,  90.  1(M5.  408 

lumpy    first,    corohral 

lunmorrhairc  and  ..   119 

in  chronic  nephritis  10 

proloiitreil    first,    witli 

cardiac  hyportropiiy      2 
in  chroriii*.  nephri- 
tis       .,  ..11 

from  higli  blood- 

pn'ssnre  ..     81 

at  impulse  . .        1 

pulmonary  s<*<*on(!,  a<'- 

<-cntuatod  in  mitral 
stenosis         95.  288.  289 

Hoart  loundt,  reduplicated     2 

irom     hiL'h     blood- 

pros-nn*  . .  . .    298 

scroml.     ill      nutral 

^tctiosis     '.».'»,  2l«;.  'JSS 

-  -  reiliipliratinn    of    (sit? 

WoiliiIilK'.'itioii) 

-  -  weak  first,  Itu\i\  niyo- 

rarditis       ..        '..212 

-  stoppli'"    and    1,'oiiitr    on 

with  u  jerk      . .  . .   547 

-  syphili«*  of,    heart  block 

from    . .  . .  . .     S.T 

-  thnmibii-  111        ir.;i.  117.  28;» 

-  thumpiiit;  of,  from  ather- 

oma . .  . .    186 
epiN'p'sy           . .  . .    4K6 

-  -  on  tjfttiiii:  into  bed  . .    4»0 


I/t-art,  thumping  of,  ctmtd. 
from  smoking  . .   486 

-  vagus  branches  to  . .  148 
HEARTBURN  ..296 
Hoartbum,  cautet  of  299,  297 
Hoartbum,    characton   of 

pain  of  ..  297 

-  drugs  relicvini;  . .         . .   297 

-  electrocurdio'jrraph        in 

diagnosing      . .  . .   297 

-  in  itealth  . .  . .   296 

-  heart  disease  simulated 

by        297 

-  palpitation  with  . .   297 

-  pyrosis  with  . .  436 
Heat  cramps  . .    151 

-  erythema  from  . .   222 

-  gangrene  from  . .  . .   255 

Heat  regulation,  notes  on . .  57  i 

-  sense    lost,    in     Itrown- 

S^f-quard  paralysis     . .   497 

from     cerebellar 

artery  lesions     . .     58 

in  syringomyelia  62, 

63,  97 

-  stroke,  alcoholism  simu- 

lating   310 

coma  in  118,  119,  310 

hyperpyrexia  from 

120,  .109.  310 
occupation  in  diagnos- 
ing . .  . .  . .   119 

opium  ftoisoning  simu- 
lating . .  . .   310 

post-mortem    examin- 
ation in  diagnosing  120 

procnosis  in  . .  . .    120 

Heaviness  in  abdomen, 
from  chronic  periton- 
itis      . .  . .  . .  "t  s<> 

-  sense  of,  in  liver  region, 

from  hepatoptosLs  . .  368 
Hebcrden's  nodes  346,  4(»5 
Hebra.  prurigo  ferox  of  . .  489 
Hedgehog  crystals  ..   710 

Heel,  bcilsorc  over  . .   257 

-  Jacquet's  erythema  of . .   401 

-  pain  in  (sec  I'ain  in  Heel) 

-  rubbed,  limping  from  . .   .'•62 

-  small  conical,  in  talipes  112 

Hf<iar*s  lign  of  pregnancy  393 

Heller's  test                   . .  5 

for  all)umo8e. .          . .  15 

Helmitol,  for  gull-stones  . .  650 

-  pyuria     . .          . .          . .  650 

Helmitol,   strangury  from 

649,  656 
Hemoralopia                  . .  763 
IIemiannjstlK>sia     in     dis- 
seminated sclerosis  . .  609 

Homiannstliesla,  general 
account  of  ..616 

-  hemipleifia  uii'l    .302,  3<n;,  610 

-  in  hysteria    59,  141,  466.  610 

-  spinal  injurv  . .  . .  306 
HEINIAN0P8IA    366,  361,  362 

-  in  acromegaly    . .      302,  685 

-  alexia  with        . .  . .   625 

-  after  apoph'xy  . .  . .   302 

-  from  cerebral  embolism    302 

-  hemiaiijr!stli«>sia  with    . .   610 

-  bemiparai-tln-sia  with  ..   3o2 

-  hemiplegia  with  ..    3o'J 

-  from  interniittciit  closure  302 
Hemianopsia,  lesions  caus- 
ing       361 

-  in  migraiiM-        .lol,  .-.tcj,  T5!» 

-  from  ottipital  l»-si(uis  . .  3o*j 

-  in  one  eve  . .  . .  3ol 

-  from  optic  tract  Ii-^ ion  ..  761 
Hemianopsia,    pupil    reac- 
tions and       . .      362.  552 

-  quatlraiit.  in  nu!/raiiM*.  .    759 

-  varicti«*s  of         . .  . .    ."ol 

-  from  visual  <ortc\  li'sion  7.'»!» 
Flemiataxia  5S 
Ilcmiatlictosi^,    licmiplc^'ia 

with     ..  . .  . .  30  1 

Ilemiafropliv    of    fa«"<'    Til, 

(Fiij.  '2yy2,  p.  191) 

Hemichon.i  . .      \?>?>,  .lor. 

-  hemiploiria  from  . .  ."Jo:; 
Hemicrania  in  niii,'raiiii'  . .  76(i 


Hemlliidrosis 
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Hemiopia  <>«;«•  H«-n»ianofisia') 
Ucmipar;i'*:tlu«»ia.  fniin  k-vw- 
bral  lia-.n.orrhafc       . .   u02 


Ilemipure^is     (sec     Hemi- 
plegia) ..  ..68 
HEINIPLEGIA  ..  302 

-  Achillis  jerks  in . .  . .  303 

-  acute  bedsore  in  . .   258 
Hemiplegia,  age  Incidence 

of  ..     363,  364 

-  agraphia  witli    . .  . .  626 

-  ankle-clonus  in    39,  139,  30;; 
Hemiplegia,  apliasia  witii 

303,  626 

-  ataxy  after        . .  . .     58 

-  athetosis  after  . .      133,  134 

-  beilsore  in  . .  . .   737 

-  from  caisson  di><*sisc      . .   307 

-  cerebral  abscess  68,  306 
embolism      133,    258. 

304,  640 

hiemorrhoge  ..      119,  268 

syphilis  . .   146 

thrombose;    119,  258,  304 

tumour  . .        68,  306 

-  chorea  after  ..134 

-  from     congenital     mal- 

formation      ..  ..301 

-  contnu^tures  in..  ..138 

-  crossed    . .  . .  . .  302 

Hemiplegia,    detection    in 

slight  cases   . .        . .  363 

-  diagnosis   of   commoner 

cases  of  . .      303,  304 

-  from  difiicult  labour    . .   113 

-  in  disseminated  sclerosis  307 

-  double,  dys;irthria  in  . .   626 

explosive  lautrhter  from  234 

lesions  causing  . .   502 

-  dysarthria  with  . .   302 

-  eilww-jerks  in    . .  . .   3o3 

-  Irom   encephalitis         . .   304 

-  endarteritis         ,.      304.  517 

-  extensor  plantar  reflex  in 

r>9,  68,  139,  303 

-  facial  paralysis  with     . .   492 

-  from  fungating  endot'ar- 

ditis 304 

-  gait  in     . .  . .  . .    139 

-  gangrene  from  . .  . .   255 

-  in  general  paralysis   305,  621 

-  hemiann«>the^ia  with 

:in2,  ,3'm;,  610 

-  hemianopsia  with         . ,   302 

-  hemiathetosis  with       . .   304 

-  hysterical    59,  141,  3o7.  497 

-  infantile  ..         ..       132.  304 

ataxy  in         . .  . .     58 

athetosis  in     . .       5S.  493 

talipes  with  '..         ..    112 

tremor  from  . .  . .     58 

-  from  injury  at  birth  113,304 

-  internal  cajisule  lesions     302 

-  knee-jerks  in       39,  3o3,  358 

-  leg-niising   test    of    hys- 

terical. .  . .  . .   307 

-  from  lesions  near  Ilroca's 

lU'ea     . .  . .  . .   303 

-  limping  from     . .  . .   251 
Hemiplegia,  list  of  causes  of  363 

-  from  meningeal  haemor- 

rhage . .  . .  . .    113 

-  meniiwiti^  . .      304,  3(m; 

-  mitral  stenosis  . .  . .   304 

-  pain  in  the  shoulder  in 

475,  477 

-  from  pons  varolii  lesions  302 

-  prognosis  in       . .  . .   303 

-  re«'urrent,  in  old  people    306 

Hemiplegia,  rigidity  and 

139,  363 

-  from  sinus  tbrombi>sis. .   301 

-  from  spinal  cord  injurv  3(.»6 

-  syphilis    ..  ..       119,  30| 

-  lenilon    rcllexes    absent 

with 303 

-  tremor  after       134,  724.  727 

-  twitchinu's    ])remonitory  134 

-  wrist-jerks  in     . .  . .   30ri 
llonoi'b's   chorea    electricu 

134.  ir.7.  141 

-  i>urftura,  abdominal  pain 

in  . .  . .      313.  767 
aciitf    abdominal    at- 
tacks with  . .  . .   55r» 
Henoch's   purpura,    acute 

abdominal  symptoms  In  76 
n»'phriti«i  "Jinndatine  55<", 

-  -   !U.'c    iricidciKM*    of     76. 

343,  5'>6 


I'- 
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HENOCH'S    PURPURA    —    HIPPOURATIC    SUCCUSSION 


Ileninh'x  purpura^  contd. 

arthritis  iti     . .         . .     7G 

blood  per  anum  in    . .     7C 

and    mucus    stools 

with        . .  . .  SSG 

-  .essation  at  puberty     556 

t'oiic  in  . ."'       . .     76 

constipation  iJi  . .     76 

diarrhoea  in   . .  . .   343 

epistaxis  in    . .  . .     76 

^  -  of  face..  (Fig.  157)  3-15 
Henoch's  purpura,  general 

account  of     . .     343,  556 

hsBraatemesis  in       76,  343 

I'.mmatnria  in    70.  343,  556 

-  -  liiomosrlobinuria  in   . .   284 

luBmorrhage  into  ankle  362 

hip-joint  in  . .  363 

knee  from  . .         . .  362 

intestinal    obstruction 

simulated  by       7P.,  767 
intussusception    simu- 
lated by       76,  556,  767 

joint  pains  in  . .  556 

limping  in      . .      362,  363 

melajna  in      . .         . .  343 

Henoch's  purpura,  notes  on  767 

pain  in  tiioi  from     . .  362 

the  joints  in         . .  343 

poliosis       rheumatica 

simulated  by        . .  556 
pyrexia  in     . .         . .  343 

-  recurrent  character  of  556 
simulating    rheumatic 

ferer  . .  . .  343 

vomiting   in    76,  343, 

765,  767 
Ilepatic   abscess  (see   Ab- 
scess, Hepatic) 

-  artery,  aneurysm  of  325,  331 
Hepatitis,  pain  in  epigas- 
trium from     . .  . .  437 

hypochondrium  with     450 

-  tropical,  pain  in  shoulder 

from    . .  . .         . .  475 

Hepatoptosis.   general  ac- 
count of  ..  368 

-  from  tight  lacing  . .  366 
Herald  patch,  in  pitjrriasis 

rosea   . .         . .         . .  604 

nore«lit,iry      ataxy       (see 
l-'riedreidi's  Ataxy) 

-  optic    atrophy,    central 

scotoma  from  . .   760 

-  trophcBdema  (Fuf.  177)   411 
Hereditary       trophosdema 

(Ftg.  179)       ..  ..414 

«rdema  of  legs  in  . .  415 

Heredity,       angioneurotic 

(cdcma  and    . .  . .   226 

-  anosteoplasia  and  . .   187 

-  blue  sclerotics  and  ..  212 

-  I«rittle  bones  and  ..   242 

-  chorea  and        . .  ..134 

-  cystinuria  and  . .  . .   161 

-  exostoses  and    . .  . .  671 

-  Meige's  disease  ajid  . .  226 

-  obesity  and       . .  . .   408 

-  palpitation  from  . .  484 

-  paramyoclonus  and  . .  136 

-  [»aroxysmal       hromoglo- 

binuria  and    . .  . .   284 

-  «ick  headache  and       . .   526 

-  telangiectases  of  mucous 

membranes  and        . .   221 

-  trophopdema  and  . .  414 
Hermaphroditism,  pseudo-  646 
Hernia,  appendix  in        . .  683 

-  bladder  in  . .  . .   683 

-  cerebri,  pulsation  in  . .  694 
Hernia,        diaphragmatic, 

general  account  of  . .  652 

thoracic       succussion 

from  . .  . .  051 

-  cpiuMstrir.   pain    in   e|>i- 

;.MStriuni  from  . .  436 

Hernia,    femoral,    general 
account  of     . .     674,  680 

u'land  simulating  675, 

079,  080 

hydrocele  of  sac  of  . .  075 

Hernia,  femoral,  Irreduciblp  675 

-  -  limping  from..  ..  303 
psoas    abscess    simu- 
lating         . .          . .  080 

-  -  snjihona    varix    simu- 

lating . .      07.>,  OSO 


Hernia,  frmorai^  con/d. 

st'x  incidence  of     674, 

strangulation  of 

testis  simulating 

-  gurgle  on  reduction  481, 

674, 
Hernia,  hydrocele  of  sac  of 

simulating 

-  impulse  on  coughing  in 

481,  674, 

-  inguinal,  atrophy  of  t^tis 

from    . . 

with  ectopic  testis    . . 

Hernia,    inguinal,   general 

account  of    . . 

hydrocele  of  canal  of 

Kuck  simulating  . . 

limping  from. . 

oblique  and  direct    . . 

sex  incidence  of 

spermatic  cord  com- 
pression by 

vulval  swelling  from 

Hernia,        Ingulnoscrotal, 

general  account  of   . . 

-  labial,    ry^t    simulating 
vulval    swelling    from 

-  in  linea  alba 
semilunaris    . . 

-  lipoma  simulating 

-  of  lung   . .  . .      169, 

-  minute,     intestinal    ob- 

struction from 
Hernia,  obturator,  general 
account  of 

obturator       neuralgia 

from  . .         . . 

pain  in  iliac  fossa  from 

in  thigh  from 

rectal  examination  in 

detecting    . . 

vaginal     examination 

in  detecting 

-  omental,  varicocele  simu- 

lating . . 
~  perineal,  vulval  swelling 
from    . . 

-  roducibility        680,  682. 

-  resonance  over,  482,  680, 

6S2, 

-  retention  of  urine  after 

operations  for         42, 

Hernia,  retroperitoneal    . . 

Hernia,  scrotal,  characters 

of  481, 

-  of  stomach,  x-rays  in  dia- 

gnosing . .         . . 

-  strangulated,     constipa- 

tion from 

ectopic  tcstic  simulat- 
ing . . 

intestinal    obstruction 

from  . .      129, 

simulated   by  twisted 

ovarian  pedicle     . . 

torsio  testis  simulating 

vomiting  from 

-  snpi)uration  of  . . 
Hernia  testis,  general  ac- 
count of        .  ■      022, 

svphilitic 

tuberculous    . . 

-  translucent 

-  umbilical 

age  and  sex  incidence 

irreducible 

obesity  and    . . 

omentum  in  . . 

pain  in 

sebaceous  cyst  simulate 

in?  . . 

-  vontnil.     visible     poris- 

talsbi  ill 
Herpes,  brown  stain  after 

600, 

-  chancre  simulated  by  . . 

-  chaftcroids  simulated  by 

-  crusts  in . .  . .      600, 

-  of  ear 

with  facial  palsy 

-  face 

-  fiicialis,  in  meningitis  . . 
pneumonia     . .      335, 

-  febrilis.  lips  affected  by 

-  fro'i talis,  ulcer  of  cornea 

from    . . 


i  Herpes^  contd. 

680  Herpes  of  gtnital  organs 
675  753,  754 

681  I gestationis,  bullte  in. .     96 

eosinophilia  in    96,  219 

682  Herpes  gestationis,  general 
681  account  of     . .        96,  M 
481 impetigo  herpetiformis 

I  and  . .         . .         . .     98 

680 itching  in       . .         . .     96 

-  glandular     enlargement 

66  from    . .         . .         . .   754 

483     -  impetigo  simulated  by. .   754 

-  iris  756 

680 eoBinophilia  in  . .  219 

Herpes  Iris,  general  account 

702  of         98 

303     -  macules  in         . .         . .  383 
681     -  mucous  membranes  af- 

680  fected  by       . .         . .  754 

-  neuralgia  cLft«r  . .         . .  431 
66     -  no  scarring  after       600,  764 

700  -  ocular,  pain  in  eye  from  446 

-  ophthalmicus  . .  . .  710 
082     -  pain  in  the  back  from  . .  428 

701  -  of  penis    184,  473,  753,  764 
700     -  perleche  simulating     . .  366 

656    Herpes  progenltalls,  general 
656  account  of  ..618 

656 ulceration     of     penis 

694  from  ..  ..617 

-  from  syphilis  ..  ..184 
656     -  tenderness  of  scalp  from  710 

-  of  spine  from     . .  . .   713 

681  -  ulceration  from . .         ..   754 

-  of  uretlira  . .  184 
439  -  urethral  discharge  from  184 
454  -  vesicles  in  . .  . .  733 
681     -  zoster,  from  arsenic     ..     64 

axillary     glands     en- 

681  larged  with  ..  431 
bilateral         . .         . .   76-1 

681 ol  conjunctiva  . .   764 

distribution  ol  p.itchc«» 

697  of 431 

of  eyeball  . .   754 

700 forehead         . .         . .   754 

702 ga^erian  ganglion    . .  447 

Herpes  zoster,  general  ac- 

702  count  of        . .     753,  754 

hypenesthesia  from..  610 

390 inguinal     glands     en- 

452  larged  with  ..  431 

i  )tercostaI  nerves  of- 

482  fected  by   . .         ..  431 
pain  from  . .         . .  707 

652     -  -  of  lips..         ..      366,  764 

-  Ivmphocvtes  in   cere- 

682  brospirinl  fluid  in  . .  305 
of  mouth        . .  . .   764 

483 pain  in  arm  from    445,  477 

cliest  from  430,  431 

388  , face  from  . .         . .  447 

hypochondrium 

456  from        . .      450,  461 

682 iliac  fossa  from  452, 

682  454,  460 

680 shoulder  from    476,  477 

thigh  from..         ..  460 

623 of  palate  . .  764 

696 persistence     of     pain 

696  after  ..448 

482 pigmentation  after  ..   710 

656 pleurisv  simulated  bv  754 

i scabs  in  ..      431,  460 

483  -  -  scarring  after        431,  707 

483 severe  neuralgic  pains 

483  after  ..  ..   431 

483 jBupra-orbital,     photo- 

483  phobia  from  . .   623 

-  cvphilis  simulating  . .  750 
483     —  rondcrness  from    706, 

707,  710 

521  , of  spine  from       ..   713 

f.f  tonene       . .  . .   754 

754 unilatornl  nature      ..   754 

754 vesicles    in  431,   400. 

754  477,  600 

753 without  eruption      . .  460 

203     Heteroxanthin,    uric    acid 

493  from 742 

753     Ilcxainethylenet^tramine, 

225  for  gall-stones  ..  050 

042 pyuria 060 

365  I  Hexamethylenetetramlne, 

stranoury  from      049.  650 
734     HICCOUGH  ..307 


Hiccough,  conld. 

-  acute  dilatation  of  4tom- 

acli      . .  . .         . .  173 

-  with  anuria       ..        ..    ii 

Hloeougli,  causes  of  387, 301 
HlecoaoiU  foRCtlenal      ..  an 

Hides,  anthrax  from  5^9,  £74 
Iltdrocystoma  . .  654,  753 
High-frequency     currents. 

insomnia  relieved  by    Zil 
in  lowering  high  blood- 
pressure 
Highmorc,  antrum  of  (s<e 
Antrum  of  Highmore) 
Uigh-steppage,     in     peri- 
pheral neuritis         . .    s: 

-  in  tabes -^i 

Hill  diarrhoea       ..      17:',  173 
Hill,  on  pyrexia  from  exer- 
cise    ..  ..         ..571 

Hip-JoInt  congenital  dirit- 
cation  of       . .     156.  rA 

-  Chnroot*s  disease  of  ..3(9 
skiagram  of  . .        . .  3Mi 

-  disease,  abscess  in  prom 

from    . .         . .        . .  €*■ 

anaemia  with . .        . .    M 

bursa  simulating      . .  67C 

buttock  wasting  wi^Li  Hi 

in  children     ..         ..  (^ 

coigenital  syphOitie..  363 

delicate  look  with    . .  m 

difficult    to    diagiKKif 

early  . .         . .  36: 

.atrophy  in     . .         . .    €1 

insomnia  from         ..  321 

-  larda^'eons  disease  from 

8.  37i 

Ic9?  movements  with..    $^ 

limping  from   253,3C2.3«: 

lordo^^is  from . .        . .  15C 

loss  of  appetite  with. .  343 

mensuration  in      363. 3*4 

natal  fold  oblique  vith  3S3 

night  starting  from  ..  3(3 

obturator       nearakia 

from  ..        ..439 

pain  in  the  hip  from   3*3 

iliac  foBsa  from    ..  4W 

knee  from  252, 348. 3« 

p€lvic  abscess  from..  fc>" 

posture  of  limb  with. .  3«U 

Poupart*s       Ugaxnett 

bulged  by  ..  ..  €7fi 
psoas  abscess  aimalat- 

ing  . .         . .        ..3*4 

pyrexia  with  . .        . .  3«3 

rarefaction    of   femur 

with  .363 

rickets  simulating    ..  3W 

sacro  -  iliac        disease 

simulating  .■  3(4 
sciatica  simulated  by   43S 

-  -  spinal  caries  and     . .  51S 

simulating        -.  3ft4 

stiuling  pains  at  night 

from  ..  ..321 
swelling  in  iliac  fossa 

from  . .      CC5,  fi7S 

thigh  wasting  from  . .  15^ 

traumatic       . .        •  •  ^ 

tuborculotts    ..      .^I7,  3^ 

with  tuberculous  pm- 

tonitis  ..  ..  4i 
wastini?  of  hip  muscles 

with  ..  ..345 
x-ravs  in  detecting  ..  ^ 

-  hnsmorrhage  into         ..  SC 

-  hysteria  aifccting        ••  14! 

-  injury  to,  sciatic  nerve 

paralysis  from         .  •  4^ 

-  dislocation    of,    limping 

from    . .  . .  36 

-  osteo-artbritis    affectim? 

345.  34C.  C: 
psoas  bursa  from     . .  ^ 

-  rarity  of  gout  at         . .  54 

-  spondylosis  of  . .         . .  71 

-  stiff,  after  typhoid  fever  34 
HIp-loInt       'tiiberailen. 

ganoiml  accoant  vf  .  ■  31 
Hippocampus,    lesioos  of. 

subjective  smeUs  from  CI 
nippocratic    facies,    from 

general  peritooitis  ..  3^ 

-  succussion,  with  poeomo- 

thornx  ..        ..  1*' 


HIPPURIC    ACID    —    HYDROCEPHALUS 


831 


Hippuric  acid,  Fehling's 
solution  reduced  by.. 

Hlppiis 

Hirschspmng's  disen.sc, 
abdominal  distention 
from     . .         127,  130,  389 

ape  incidence  of  ..  130 

in  children     . .         . .  130 

colon  dilated  in  (Fig. 

55)  127,  G57 

—  congenital 

—  constipation  with  127, 
.    130,  (Fig.  171)  389, 

NIrtelMprung's  disease,  gme- 
ml  account  off  . .  128 

—  intestinal    obstmction 

from  . .      127, 

—  -  laparotomy     in     dia- 

frnosing 

—  -  meteorism  in . . 

—  proirnofiis  in  . . 

—  »!f;moid  volmlns  and 

—  tympanites  from 

—  -  risible  peristalsis  in. . 

—  -  x-rays    in    diagnosing 

390,  654 
His,  bundle  of,  in  heart 

block  . . 
Biasing  noise  in  ear 

—  in  head 
ffistologcrical     examination 

(«»e  Microscopical  Ex- 
amination) 

Nbtotoolcal  proparatlons, 
lachniqtte  for.. 

Hoursencss,  from  laryngitis 
Hockey-players,  cramps  in 
Hbdgkin's  disease,  albumin- 
aria  in 

—  -  amenorrhoca  in 

—  anrnmia   in         37,  55, 

—  -  ascites  in        . .         46, 


261 
552 


657 
390 


130 

390 
389 
127 
654 
130 
127 


83 
723 
406 


—  basophilc  cells  in 

bleeding  gums  in 

of  mouth  in 

Hadafcln's   disease. 


390 

199 
150 

13 

18 

64 

55 

64,  377 

..  72 

..  274 


blood 
dianoes  In  37,  6.t5 

bronchiectasis  from  . .  292 

bronchus  stenosis  from  292 

cerebral  luemorrhage  in  274 

cenrical  glands  enlarged 

in     . .         . .         . .  376 

cpistaxis  in    , .  . .  274 

fibroid  long  from      . .  292 

(Fig.  1(5»)       ..         ..377 

Hodgkln'*  disease,  general 
account  of  . .  635 

generalised    lymph- 
gland  enlargement  in  376 
Hpdgkln's  disease  glands, 
characters  of        377,  380 

tirematemesLS  in    266,  274 

lijemorrhagcs  in        . .  274 

jaundice  Irom  . .  329 

iarsre-cellod  hyper- 
plasia in     . .  . .  379 

leucocyte  changes  in       37 

no  leucocytosls  in     . .  570 

lymphatic  glands  en- 
larged in  37.  ."i."*,  01, 
376,  (Fig.  108)  377, 

569,  635 

lymphadenoma      and 

377,  O.^.-V 

lymphocytosis  in      . .     64 

lymphoma  and  . .  377 

Hotfofcln's  disease,  lympho- 
sarcoma and  . .        . .  377 

myelocyte  in   23.  64,  377 

nucleated  red  cells  in     64 

occipital  glands  en- 
larged in    . .  . .  378 

opdema  of  legs  in  413,  415 

peripheral  neuritis  from 

61,  64 

P'gmontationof  skinin  527 

pleuritic  effusion  in . .  106 

XKnrtal  glands  enlarged 

in 329 

Hotfpkln's  disease,  pyrexia 

ll         . .  25,  563,  569 

rigors  in         . .         . .  596 

no  special  blood  changes 

in 569 

splren  enlarged  in  37, 

55,     64,    376,    380, 

569,  632,  635 


655 
570 

570 


113 
113 


16     -  - 


196, 
269, 
360, 


Hodgkin's  disease,  conid. 

swellings  in  abdominal 

wall  in 

temperature  chart  in 

x-rays     in     detecting 

glands  in    . . 
Cand  sec  Lymphaden- 
oma) 
Hodgcn  splint,  paralysis  of 
sc  iatic  nerve  from    . . 

talipes  from  . . 

Hofmeistcr's  test  for  albu- 

mose    . . 

Holland,  Dr.  C.  Thurstan, 

skiagrams  by  105, 125, 

126,    152,   '159,    195. 

197,    198,    245, 

270,    280,    327, 

356,    419,    426, 

455,  460,  669, 

IIollow  back  (see  rx>rdosis) 

Holmgren's  test  for  colour 

blindness 
Homicide,  from  mania    . . 

-  by  strychnine    . . 

-  voices  urging  to 
Homogentisic  arid 
Honeycomb  appearance  of 

favus  . . 
Hooklets,  hydatid 

-  in  ascitic  fluid  48,  {Fig. 

18)  49,  181,  376 
in  urine  . .  . .  357 

Hooklets  of  tssnla  solium 

{Fig.  212)      .. 
Hook-worms 

Hootings  in   head,  in  in- 
sanity 

Hope     and     French,     on 
Meige's  disease 

Horse-dealers,  glanders  in 

Horse-hair  workers,  anthrax 

in         . .  . .  . .   074  I 

Horse-riders,  ossification  of 

tendon  in       . .         . .  671  i 

-  torsio  testis  in  . .  . .  480  , 

Horses,  bacillus  mallei  from  645  , 


Husks,    rectal    concretion 

from    . . 
Hutchinson,    teeth   of,    in 

congenital  syphilis  {F%g. 


108) 

Hyaline  casts 

-  corpuscles  (sec  Lympho- 
cytes, Ijarge) 

Hyaloid  urtery 

Hydatid  cyst,    abdominal 
distention  from 

abscess  from  . . 

-  of  liver  from 


235 
6 


750 

45 
253 
369 


arthritis  simulated  by  476 


658 
530 


?>'29, 


672     -  - 


762 
405 
417 
405 
740 


248 

658 


519 
520 


328 
073 

181 

658 

058 

174 
49 
49 


858 

49 
658 


325,  328 
..   357 


405  ' 

179  ' 


97 
615 


125 

740 
205 


-  glanders  in 

Hospitals,  sore  throat  and 
Hot  weather,  constipation 

from    . . 

urate  deposit  due  to . . 

Hot-cross-bun  head 

--  -  in  congenital  gjrphilis 

669,711 
Hot-wator  bottles,  gangrene 
from    . .  . .  . .   257 

Hour-glass  pelvis  in  rickets  187 
Hour-glass  stomach,   dhi- 
gnosis  of  ..318 

gnr»trectasis  simulated 

by 760 

inflation  in  diagnosing  318 

paradoxical  dilatation 

with 

skiagram  of  {Fig.  128)  268 

stethoscope     in     dia- 
gnosing 

vomiting  from       705, 

ar-rays    in    diagnosing 

174,  318, 

-  uterus 
Housemaid's      knee 

Knee,  Housemaid's).. 
Humenis,    dropping    of, 
from  bracheitis 

-  fracture  of,  paralysis  of 

muscnlospiral    nen'e 

-  myeloid  sarcoma  of     . . 

-  tuberculous  periostitis  of  668 
Humming  noise  in  ear     . .   723 
Hump-back  (see  Kyphosis) 
Hunger,      abnormal     (see 

Appetite,  Abnormal) 

-  borborj'trmi  from  . .     82 

-  insomnia  from  . .      321,  322 
Hunger  pain,  from  appendi- 
citis     . .         310,  450, 

cholecystitis  . . 

Hunger  pain,  with  duodenal 

ulcer  30,  75,  271,  437,  450 
Hunting,  hematuria  after  280 
Huntingdon's  chorea  ..  134 
Huppert's  test  for  bile  pio- 

ment  ..  743,  744 

Huskiness,  from  laryngitis  616 

-  waterbrash    . .    . .  296 


318  ' 


318  I  -  - 

766  -  - 

I 

766  I  -  - 


200,  201 
(see 


476  -  - 

477  I  -  - 


504 
672 


ascites  from     45,  49, 

biocillus  coli  in 

bile-duct    obstruction 
by    . 

of  bone 

breast  . . 

clear  fluid  in  . . 

daughter  cysts  in 

dilatation  of  stomach 

from 

irt  Douglas's  pouch  . . 

felt  per  rectum 

gall-bladder  opened  by  328 

Hydatid  cyst  general  ac- 
count of 

geographical  distribu- 
tion 

hooklets  in     . . 

jaundice  from 

of  kidney 

-  -  liver       . .        49,  226,  657 

adenoma  simulating  374 

ascites  with         46,  330 

distinction  from  car- 
cinoma   . . 
dome-shaped     dull- 
ness with 
empyema  from     . . 

-  gall-bladder     simu- 
lated by. . 

-  heart  displaced  by 

-  jaundice  from    330,  375 

-  liver     dullness     in- 
creased    upward 
with 

enlarged  from   . . 

-  |>leurisy  from 

-  rupture     into     bile 
passages  ..375 

-  simulating  enlarged 
gall-bladder  252, 

pleuritic  effusion 

-  skodaic     resonance 
with 

-  without  symptoms 

-  suppuration  of 

-  thrill  in 

-  urticaria  from 
of    lung,    husmoptysis 

from  . .      287,  291 

simulating  phthisis    291 

-  skiagram  of 

-  without  symptoms 

-  .r-rays  in  diagnosing  291 
of  roediastiniun     476,  751 
mesentery       . .      657,  658 
movable  kidney  simu- 
lated by     . . 

in  omentum  . .       057, 
ovarian  cyst  simulated 

bv    . . 
pain  in  shoulder  from  470 

pelvic  swelling  due  to  688 

Hydatid  cysts  of  peritoneum 

45,  49.  226,  657,  658 


49 

45 

057 

49 


451 

450 


-  serum  reaction  for 

-  (simulating  ascites 

-  in  spleen 

-  sterile  . . 

-  suppuration  in       253, 

369,  530 

-  without  symptoms  . . 

-  swelling  in  iliac  fossa 

from 

-  thrill  in 

-  T-rays    in    dlagnosiiii; 

291,  476 
disease,  abdominal  swell 
ini»  from 

-  blood  changes  with  . , 

-  eosinophilia  in  49,  226, 

2r>3,   291.   374,  375,  058 

-  erythema  from      223,  226 


'  Hydatid  rysts,  conld. 

718 of  joints 

laparotomy     in     dia- 
gnosing      253,  328, 

Hydatid  disease  of  liver  . . 

pain  in  the  chest  from 

serum"  reaction  in 

scrum  test  for        2'i3, 

291,  :J76, 

of  spine 

taenia  echino<^ocous  and 

-  fluid,  no  albumin  in 
chlorides  in    . . 

-  hooklets  ni     . .      181, 
hooklets,  in  uiicitic  fluid 
in  urine 

-  of  Morgagni,  cyst  from 

-  of  rib,  tenderness  from . . 

-  of  spine,  kyphasis  from 
tenderness     of     spine 

'  from 
excessive  raritv  of    . . 

-  of  sternum 
'  -  of  thyroid  gland 
I  llydatidiform  molo,  hlood- 

staincr.i  disrhartro  from 

chorion       epitliolionia 

I  after 

I  Hydncmia,  deflnition  of  . . 
Hydramnios,  ascites  simu- 
'  lated  by 

j  -  detection  of 
I  -  dystocia  from    . . 
I  Hydrarthrosis,  intermittent, 

account  of 

'  Hydroa 

I  -  ajsiivale, ha3maiupor|>h\- 
I  rinuria  ironi  . . 

'  -  from  bromid«\s  . . 
I  -  eosinojihilia  m  . . 

-  erythem-i  fronj  .  . 

-  gestation  is 
I  -  from  iodides 
I  Hydrocele,  achint;  in  testis 

from    . . 

-  in  acute  fevers  . . 

-  atrophy  of  testis  from . , 
I  -  of  canal  of  Nuck,  herni;i 

simulated  by. . 

lipoma  simulating. . 

I vulval  swelling  from 

Hydrocele,  causes  of 

-  of  cord,  encysted 

henna  simulated  by. . 

impulse  on  cougliinL' in 

-  cyst  of  testis  simulating 

-  dragging  in  loin  from  . , 
Hydrocele,  encysted,  of  cord 
Hydrocele,     encysted,     of 

epididymis 

-  with    epididymo-orchitis 

-  femoral,  jjlarid  simulating 

-  fluctuation  in     . . 

-  fluid 
Hydrocele,  general  account 

of       

-  hematocele  simulatint: 

-  of  hernial  sac    , . 
Hydrocele  of  hernial  sac  . . 
Hydrocele,  relationship  of 

testis  to  (81, 

Hydrocele  of  sac  of  hernia 

-  scrotal  hernia  simulating 

-  simulated   by   neoplasm 

480, 

-  straw-coloured  fluid  from 

-  from  syphilis     . . 

-  translucency  of  . .      082, 

test  for 

Hydrocephalus,      anosmia 

from    . . 

-  Cheyne-Stokes  breathing 

-  congenital 

-  convulsions  with        1 15, 

-  dwarflsm  from  . . 

-  dystocia  from    . . 

-  egg-shell  crackling  with 

-  enlarged  head  from 

-  eyes  displaced  in 

-  forehead  large  from 

-  head  enlarged  in 

-  headache  from  . . 

-  after  meningitis        205, 

-  optic  atrophy  with 

-  paraplegia  from 

-  rarefaction  of  skull  bones 
from    . . 


374 

375 
106 

375 
376 


.107 
330 
106 


253 
375 

611 
253 
376 
375 
376 


291 
291 


663 
658 

091 


058 

078 
658 


655 
26 


350 

058 
375 
i;j2 

220 

058 

155 

or)S 

370 
370 
370 
48 
3.".: 
481 
707 
154 

711 
032 
707 

w  am  m0 

180 

391 
20 

089 
200 
200 

349 

H'.l 

744 

210 
•<•>•> 

90 

1)8 

ISl 

481 
00 

702 
081 
700 
481 

181 
082 
081 
481 
481 

693 

695 

481 
r.79 
481 
ISl 

481 

481 
079 
681 

695 
675 

481 

481 
481 
4  79 
005 
481 

012 
108 
511 
140 
188 
200 
150 
511 
205 
20 1 
205 
294 
511 
205 
510 
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HYSTERIA    —    INDIGESTION 


883 


Hftteruiy  con  id. 

-  djspepsia  simalated  by    315 

-  dj9phaf?ia  ia      . .      196,  197 

-  emaciation  dae  to       . .     43 

-  epilepsy  simulated  bj  . .  137 

-  exaggeration     of     sym- 

ptoms in        . .  . .   716 

-  flashiitf^  in  . .  310 

-  fool  taste  from  . .  . .  705 
HfHeria,  o*naral  signs  of 

465,  466 

-  globus  hystericus  in  141, 

197,  405,  496,  651 

-  headache  from  296,  310,  712 
.  hemiansesthesia  from  59, 

141,  468,  610 

-  bemidro-$L3  in    . .         . .  654 

-  hemiplegia     from      59, 

*  307,  497,  303 

RfUvii,  biccouoh  In     . .  307 
NyHwla  and  high  tempera- 
tores  • .  310 

-  hq>  disease  simulated  by  141 

-  hyperacasis  in  . .         . .  309 

-  hypersBsthcsia  in       468,  610 

-  of  breast  in    ..         ..611 

-  orary  in  . .  611 

-  hyperpyrexia  from      . .  309 

-  fattomnia  from  . .      321,  323 

-  intention  tremor  in   724,  728 

-  knee-jerks  in    307,  808, 

468,  497 

-  knee-joint  disease  simu- 

lated by  ..  141 

-  laparotomy  in  mistake  in  390 

-  leg'-raising  test  in  . .  307 
>  l^ture  aidema  in         ..  411 

-  kwnlized        convulsions 

from    . .         . .         . .  144 

-  loes  of  hearinjj:  in        . .  610 

-  smell  in  . .  . .  610 

-  -  taste  in  . .      610,  705 

-  malingering  distingaishcxl 

from 350 

-  memory  defects  in       . .     20 

-  meie(»ism  in  . .  . .  390 
<-  little  muscle  atrophy  in  351 
~  muscle  wasting  in       . .  503 

-  myoclonus  in  . .  . .  136 
»  neurastlienia  simulatiri?  716 
~  neoTosia       distinguished 

from  . .  487 

'  noises  in  the  head  in    . .  406 

-  CBSophatdsmus  in  . .  435 

-  opisthotonus  in..      138,  417 

-  orthopncea  from  . .  418 

-  oTarian  cyst  simulated  by  390 
->  —  disease  simulated  by    468 

-  —  pain  from      . .  . .  468 

-  pain  in  the  breast  from  430 

-  -  a  joint  in       . .  . .  350 

the  limbs  from      463,  465 

muscles  in     . .         . .  141 

-  palate  reflex  absent  in . .  468 

-  palpitotipn  from       484,  486 

-  panasthesia  in  . .  . .  14 1 
HyUsria,  paralysis  in  14 1, 134 
afritans  simulating    . .  503 

HyiMa,  paralysis  of  one 
log  from  . .  497 

-  parapl^:ia  from  59,  497 

-  paresis  in  . .         . .  466 

-  paragenstia  in   . .         . .  705 

-  utile  perspiration  in    ..  417 

-  phantom  tumour  in  . .  390 
•  phosphates  in    . .         . .  522 

-  photophobia  in         525,  526 

-  plantar  reflex  in  69,  308 
flexor  in     ..      307,  497 

-  polymorphous      convul- 

sions in          ..  . .  417 

-  polyuria  from    . .  535,  719 

-  pnuitus  from    . .  . .  510 

-  ptosis  from  . .  141 

-  ptyalorrhoea  from  542,  543 

-  purpura  from  '  . .  . .  554 

-  quivering  eyelids  in  . .  137 
'-  reflexes  in  . .  503 

-  regurgitation     of  food 

through  nose  from  . .  589 

-  restlessness  in   . .         . .  310 

-  retentiou  of  urine  in  . .  396 

-  retracted  head  in  . .  589 

-  rigors  simulated  in  . .  594 

-  risas  siurdonicus  in  . .  598 

-  scoliosis  from    . .  . .  153 
iming  in     . .  . .  137 


Hysteria^  contd. 

-  sex  incidence  of . .  . .  465 

-  simulating   new   growth  142 
pregnancy      . .       142,  390 

-  Snellen's  type  in  detectitig780 

-  spasm  of  face  from      . .  494 

-  spasmodic  twitchings  in  136 

-  spiral  contraction  of  field 

of  vision  in   . .  . .   759  < 

-  stocking  and  glove  ames- 

thesia  in        . .         . .  465 

-  strangury  in      . .         . ,  649 

-  stridor  from      . .         . .  651 

-  strychnine    poisoning 

simulated  by  417,  598,  729 

-  subjective  smells  in     . .  612 

-  suggestion  treatment  in 

308,  487,  526 

-  tachypncea  in    . .         . .     85 

-  talipes  from       . .      114,  141 

-  tenderness  in     . .      351,  706 

in  chest  in      . .         . .   707 

of  scalp  from         710,  712 

Hystoria,     tondemoss    of 

spine  from  ..716 
in  muscles  in  . .         . .  141 

-  tetanic  spasms  in        . .   138 

-  tetanus  simulated  by 

417,  729,  730 
simulating      . .  . .  138 

-  tetany  in  . .  . .   153 

-  thirst  in 719 

-  torticollis  from..         ..   141 

-  txance  due  to  :  . .         . .   120 

-  tremor  in  134,  724,  727 

-  trismus  in  . .      138,  417 
simulated  by . .         . .   729 

-  typhoid  spine  simulating  715 

-  with    undue    abdominal 

aortic  pulsation        . .  543 

-  urgent  desire  to  mictu- 

rate in  . .         . .  398 

-  variability  of  symptoms 

in         759 

-  vomiting  from  315,  467, 

765,  768 

-  wrist-drop  in     . .  , .  350 

-  (and  see  Neu^o^5is) 
Hystero-epilepsy  . .         . .  137 

-  retract^  head  in        . .  589 


ICEBAQ,  bedsore  from. .  258 
-  gangrene  from  . .  268 
Iceland,  hydatid  dL<«ease  in  658 
Ichthyosis,  anidrosis  with  654 

-  fingers  affected  by       . .  240 

-  hystrix 488 

-  keratosis  pilaris  one  form 

of        . .         . .         . .  488 

-  onychogryphosis  with . ,  400 

-  tinea    imbricata    simu- 

lating   250 

Icterus  gravis  of  children 

325,  326,  329 

-  (and  see  Jaundice) 
Ideas     of     grandeur,     in 

general  paralysis    120,  243 
Idiocy,  amaurotic  family . .   761 

-  coma  in  . .         . .         . .   144 

-  congenital  blindness  with  511 

-  convulsions  with       144,  146 

-  cretinism  simulating    . .   511 

-  kyphosis  in        . .  . .   155 

-  microcephaly  and  . .  188 
Idlooy,  Mongolian..  237,238 
facies  of    {Figs.    118, 

119)  ..  ..237 

thyroid    treatment   in 

distinguishing  from 
cretinwm    . .  . .  238 

-  paraplegia  from  . .   510 

-  speech  defect  in  . .  623 

-  tongue  swollen  in     237,  698 

idioglossia 628 

Idiopathic     dilatation     of 

colon     (see     Hirsch- 
sprung's Disease) 

oesophagus,    vomiting 

due  to         . .  . .    763 

Idiots,  slobbering  in  . .  543 
Ileocaecal  kink      297,  4.>l,  457 

-  valve,    sounds    of    food 

passinir  . .  . .     82 

tuberculosis  at         . .  458 

Ileum,  congenital  obstruc- 


tion of 


130 


Iliac  abscess  (see  .\bscess. 
Iliac) 

-  artery,  aneurysm  of  452, 

454,  460,  587,  678 

-  crest,  bedsore  over      . .  257 

-  fossa,    swelling    in    (see 

Lymphatic  Glands, 
Iliac  ;  Swelling  in  Uiac 
Fossa) 

-  vein  thrombosis  8,  106,  411 
Iliacus,  nerve  supply  of  . .  498 
Iliocostal  space,  elongated 

by  cystic  kidney  . .  354 
Iliopsoas,  nerve  supply  of  499 
Ilium,  chondroma  of,  pain 

in  iliac  fossa  from  454,  460 

-  osteoma  of,  pain  in  iliac 

fossa  from     . .      454,  459 

-  osteomyelitis  of  . .  363 

-  periostitis   of,    appendi- 

citis simulated  by    . .  454 

pain  in  iliac  fossa  from 

452,  454 

-  sarcoma  of,  pain  in  iliac 

fossa  from     . .      454,  460 

-  tumour  of,  pain  in  iliac 

fossa  from  . .  459 

Illusions,  from  alcohol  . .  146 
Illustrations,  list  of  . .  xiv 

Imbeciles,  slobbering  in  . .  543 
Imbecility,  amenorrhoea  in     18 

-  dwarfism  from  . .         . .   188 

-  microcephaly  and        . .   188 

-  in  mongolism     . .         . .   190 
Immersion,  aspiration  pneu- 
monia after    . .  . .   260 

-  gangrene  of  lung  from 

*  260,  644 

Impacted    wisdom    tooth, 

simulating  tetanus  . .  138 
Impetigo,      bacillus     coli 

causing  . .  . .  558 
pyocyaneus  causing . .  558 

-  bullaa  in       96,  98,  401,  562 

-  bullosa    ..  ..      401,  558 

-  circinata  . .  . .  558 

-  contagiosa  . .      401,  558 

Impetigo  contagiosa,  bulla 
in  96,  98 

honey-like  crusts  in  . .     98 

-  crusts    in  98,  558.  562,  755 

-  cutaneous        dii)htheria 

simulating      . .  . .  558 

-  ecthyma  and     . .      557,  558 

-  erythema  in      . .  . .  558 

-  of  face  and  hands        . .   560 

-  no  fever  in        . .  . .   562 

-  fingers  affected  by  . .  239 
Impetigo,  general  account  of  558 

-  gyrata     . .          . .          . .  558 

-  herpes  simtilating        . .  754 

-  herpetiformis,  in  Austria  98 
pregnancy      . .          . .  98 

-  leucocytosis  slight  with  360 

-  lips  seldom  attacked  by  754 

-  occipital  glands  enlarged 

from    . .         . .         . .  378 

-  papules  in  . .  . .   755 

-  parts  affected  by         . .   562 

-  pemphigus-like   type   in 

infants  . .  . .     97 

-  perl^he  with    . .         . .  .166 

-  pustular    eczema    simu- 

lating . .  . .  . .  558 

-  pustules  in         557,  558,  560 

-  ringworm  simulating  . .  249 
Impetigo,  scabs  of         . .  600 

-  from  scratching. .  ..   710 

-  small-pox  simulated  by    562 

-  staphylococci  causing  . .  558 

-  streptococci  causing     . .  558 

-  syphilides  simulating  . .  560 

-  vesicles  in  558,  562,  755 
Implantition   cyst,   vulval 

swelling  from  . .  700 

IMPOTENCE  ..312 

-  definition  of      ..  ..312 

ImpotencB,  functional  tem- 
porary..        ..        ..313 

Impotence,  list  of  causes  of 

312,  313 

-  senile,  priapism  preceding  538 

-  sterility  distinct  from  . .  312 
Impulse  on  coughing  (see 

Coughing,  Impulse  on) 
Inattention,   from   frontal 
lobe  tumour  . .         . .  727 


727 
313 


590 
517 
719 
57« 

398 

45 

218 

690 
578 
395 


Incoherence,  from   frontal 

lobe  tumour  . . 
IncompaiiDility,     sterility 

from    . . 
INCONTINENCE  OF   FiE- 

CES 

due  to  increased  intra- 
cranial pressure     . . 

from  lateral  sclerosis 

in  tabes 

-  urine,  cystitis  from 
from     destruction     of 

micturition  centres 

distended  bladder     . . 

enuresis  distinct  from 

due  to  increased  intra- 
cranial pressure    . . 

from  myelitis . . 

retention  simulating 

from  retroverted  gravid 

uterus         . .  . .  689 

sphincter  paralysis  . .   218 

in  tabes         . .  ..578 

laco-ordination    (and    see 
Ataxy) 

-  from  peripheral  neuritis  465 

-  in  tabes 609 

India,    ankylostomum     in 

81,    521 

-  kala-azar  in       . .  . .   633 

-  mycetoma  in     . .  . .   736 

-  relapsing  fever  in      336,  596 
Indian     ink     method     for 

spirochoQt'i  palli<la   . .   701 
India-rubber  bottle  stomach 
(pee      Carcinoma      of 
Stomach,  Diffuse) 

-  carbon  bisulphide  in  dis- 

solving . .  . .     65 

-  workers  in,  paralysis  in     65 
Indican,  indigo  from       . .   314 

-  Moore's  test  and  . .  262 

-  source  of  . .  . .   314 
Indican,  tests  for  ..     314.  745 

-  -  iPlate  XXXI  V)        . .   748 
INDICANURIA      ..         ..314 

-  appendicitis  and  . .   451 

-  black  urine  from         . .   745 

-  brown   ring   with   nitric 

acid  due  to    . .  5,  314 

Indicanuria,  causes  of  314,  315 

-  from  duodenal  ulcer    . .   101 

-  empyema  . .         . .   745 

-  gastric  ulcer      . .  . .    101 

-  in  healthy  persons       ..  315 

-  intestinal  catarrh         . .   101 
putrefaction   ..      101,  745 

-  melanuria  simulate<l  by 

745,  746 

Indicanuria,  notes  on      . .  745 

-  from  pus  formation      . .   745 

-  unusual  with  gall-stones  451 
INDIGESTION     (and     see 

Dyspepsia)     . .  . .  315 

-  air-swallowing  simulating  316 

-  aneurysm  simulating  316,  429 

-  angina  pectoris  simulat- 

ing      . .  . .  . .   316 

-  casein,  stools  with       . .   171 

-  of  children,  appendicitis 

and      ..  ..  ..316 

-  cholecystitis  simulating     316 

-  chronic,  anaemia  from  . .     32 

-  diarrhtea  from  . .  . .    172 

-  from    dilatation    of    the 

stomach  . .  . .   317 
duodenal  ulcer         ..   317 

-  fat,  stools  with  . .  ..   171 

-  flushing  from     ..  ..241 

-  in  infants  . .         . .   321 

-  insomnia  from  . .  . .   321 

-  interscapular  pain  from 

461,  462 

-  intestinal        obstruction 

simulating      . .  . .  316 

-  migraine  simulatine     . .  316 

-  oxaluria  and  phosphaturia 

alternating  in         423,  424 

-  pain  in  shoulder  from  . .  474 

-  from   pancreatic   lesions 

101,  661 

-  phthisis  simulating      . .   315 

-  pleurisy  simulating      . .   316 

-  from  pyloric  obstruction  123 

-  spinal  caries  simulating  316 

-  sugar,  stools  with         . .    171 

-  unemia  simulating       . .  315 

53 


INJURY 


INTESTINAL    OBSTRUCTION 


835 


/s/cirjf,  contd. 

-  to      hetul,      meningeal 

hieinorrhage  from . .   118 

-  memorj  defects  from  . .     20 
neurasthenia  after    ..  715 

-  bJp-joint,    (iciaiic    nerve 

paralysis  from  . .  ^99 

-  hydrocele  from  . .         . .  481 

-  bjperpyrexia  after      . .  309 

-  hypothermia  after       ..  311 

-  insomnia  from  . .         . .  321 

-  Jacksonian  epilepsy  from  137 

-  of  jaw,  effects  of         . .  683 
"  to  kidney,  abs^ress  from  576 

hjematuria  from     275,  278 

renal         enlargement 

from  . .  . .  278 

-  knc<r,  shock  from         . .  765 
vomiting  from  . .   765 

-  lanicr.  gangrene  from    . .  260 

-  —  subcutaneous  emphy- 

sema from  . .         . .  203 

-  to  mouth,  ptjalism  after  542 

-  myelitis  from    . .  . .  309 

-  myositis  from    . .         . .  475 

-  necrosis  of  nasal  bones 

from    . .  . .  . .  179 

-  neoplasm  of  testis  after    481 

-  to     nerve,     contracture 

from  . .      138,  141 

U.D.  from      . .  61,  63 

muscular  atrophy  from 

01,  63 
lojary,  nmiratlhmila  from  715 

"  nystagmus  after  . .  408 

-  occupation  cramp  from    151 

-  onychui  from    . .         . .  400 

-  ophthalmoplegia  interna 

from    . .         . .         . .  552 

-  orchitis  from      66,  478,  480 

-  o^iflcation     of     tendon 

Irom    ..         ..         ..  671 

-  pachymeningitis  from  ..  516 

-  pain  in  the  back  from  . .  428 
iliac  fossa  from    452, 

454,  457 
shoulder  from  . .  474 

-  paralysis  of  sciatic  nerve 

from    ..         ..      113,  499 

-  to  pelvis  limping  from    363 

-  perforation  of  palate  from  588 

-  perinephric  effusion  from  353 

-  perinephritis  from        . .  106 

-  peri<»teal  abscess  from    668 

-  f>eriostitis  from  . .  707 

-  pneumococcal     arthritis 

after 339 

-  purpura  from    . .  . .  553 

-  rectovesical  fistula  from  238 

-  sarcoma  from    . .         . .  480 

-  of  sciitic  nerve,  talipes 

from    . .  . .  113 

-  septicemia  from  . .  597 

-  spinal  thrombosis  from  517 

-  to    spine,    diflSculty    in 

mictorition  after      . .  395 

Iplory  to  spino,  offects  of . .  715 

hemiamesthesia  from    306 

hemipl^a  from       . .  306 

. incontinence  of  faoces 

from  . .  314 
I)araplegia  from     113,  514 

-  -  priapism  from  . .  538 
sciatic  nerve  paralysis 

from  ..         ..113 

^  -  talipes  from   ..         ..113 

testis  atrophy  after  . .     66 

transverse    myelitis 

from  . .      389,  516 

-  spleen,    enlargement    of 

spleen  from  . .      632,  641 

pain  in  left  hypochon- 

drium  from  . .  641 

rupture  of  spleen  from  641 

'  twisted  hilum  from  . .  641 

-  stiff  neck  from         647,  648 
.-  subacromial  bursitis  from  476 

-  tenderness  from        707,  710 
of  spine  from  ..   713 

-  testis  atrophy  aft«r  66, 

67,  318 

neurasthenia  after    . .  715 

shock  from     . .         . .  765 

vomiting  from  . .  765 

-  to  thigh,  limping  from. .  363 

-  tboradc    duct,    chylous 

effosion  due  ioj      . .  106 


Injury,  conld. 

-  tibia,    arrested    growth 

from    ..  ..         ..114 

overgrowth  from      . .   114 

-  tongue  swollen  from    . .  698 

-  torsio  testis  from        . .  696 
Injury,  trantvom  myelitis 

ond  • .  165 

-  tuberculous  arthritis  after  348 

-  tympanic  membrane  rup- 

tured by        . .  . .   421 

-  ulceration     of     bladder 

from    . .         . ,  . .  580 

larynx  from  158,  199, 

287,  292 

leg  from         . .         . .   737 

perineum  from      619,  620 

rectum  due  to         . .  585 

-  to    uretlira,    aching    in 

perineum  from         . .  474 

discharge  due  to      . .   181 

extravasation  of  urine 

from  . .      278,  470 

haematuria  from     276,  278 

inability  to  micturate 

after"  . .  . .  278 
pain  in  penis  from  469,  470 

-  vaginal  closure  from     17,  18 

discharge  from         . .  185 

Innervation  of  arm  muscles 

504,  509 
Innervation  of  log  muscles 

498,  499 
Innominate  artery,  aneur- 
ysm of  . .      {Fig.  184)  435 
Innominate  bone,  sarcoma 
of,  sciatica  simulated 
by        . .         . .         . .  438 

-  vein,      obstructed      by 

mediastinal  glands  . .  381 

growth        . .         . .  419 

thrombo8e<l    . .         . .  751 

Inoculation,  guinea-pig  (see 
Animal  Inoculation) 
Insanity,  from  alcohol    . .  146 

-  amenorrhoea  in . .         . .     18 

-  athetosis  ossociated  with  132 

-  chorea  followed  by      . .  133 

-  congenital  diplegia  and    133 

-  constipation  from        . .   124 

-  delirium  in        . .         . .   169 

-  enuresis  and      . .         . .  218 

-  epilepsy  and      . .  . .   145 

-  explosive  sounds  in  head 

in         723 

-  foreign  bo<ly  in  nose  in  179 

-  hearing  of  voices  in  405,  723 

-  Huntingdon's  chorea  and  134 

-  insomnia  from    . .     321,  322 

-  from  insomnia   . .  . .  822 

-  loss  of  appetite  in        . .     43 

-  in  myxoedema  . .         . .     38 

Insanity,  noises  in  iiead  in  405 

-  parageustia  in   . .         . .  705 

-  from  pellagra    . .         . .  225 

-  perverted  appetite  in  . .     48 

-  subjective  smells  in  612,  613 
Insect    bites,    swelling    of 

face  from       . .         . .   674 
wheals  from  . .         . .  771 

-  in  ear,  earache  from    . .  202 
Insects  crawling,  sensation 

of        . .  . .  . .  540 

INSOMNIA 320 

-  from  aicoholism        322,  726 

-  aniomia  . .         . .         . .  323 

-  aneurysm  . .  . .   770 

-  arteriosclerosis  . .  . .   323 

-  cerebral  syphilis       146,  322 

Insomnia,  chief  causes  at 

various  ages  . .     321,  322 
Insomnia  of  chiMren      ..  321 

-  in  chronic  nephritis      . .     11 

-  from  cirrhosis    . .         . .  323 
insomnia,  list  of  causes  of 

320,321 

-  malin^i'ring  of  ..  ..  323 

-  plumbism  . .         . .     34 

-  specks  before  eyes  from     71 

-  in  tabes  . .  . .  . .   650 

Insomnia,  treatment  of  322,  323 

Instnimentatiun,      abscess 

of  testis  from. .  ..  622 

-  effect  on  urethritis      ..  184 

-  epididymitis  from        . .  697 

-  opididymo-orchitis  from  478 

-  hfomatemesis  from       ..  271 


213 
168 
370 
420 


420  1  - 


InsttrnmeiUation^  contd. 

-  prostatic  abacess  from 

581,  620 

-  urethritis  from  . .         . .  182 
Insular  sclerosis  (see  Dis- 
seminated Sclerosis) 

Intellect,    dull,    in    myx- 

cedema     38,  234,  409,  537 

Intention  tremor,  general 
account  of     . .     517,  728 

(and  see  Tremor) 

Intercostal  artery,  replac- 
ing pulmonary  . .  Ill 

-  muscle,     overstrain     of 

431,  432 
paralysis  of    . .         . .  518 

-  nerves       (see       Nerve, 

Intercostal) 

-  neuralgia  (s^ee  Neuralgia, 

Intercostal) 

-  spaces,  filled  out,  in  peri- 

carditis 
"  -  narrow,    from    fibroid 
lung.. 

-  obliterated,    by    liver 

abscess 

-  sucking    in    of,    Irom 

bronchitis  . . 

-  -  bronchopneumonia 

160, 

laryngeal     obstruc* 

tion  ..      419,590 

in  laryngitis 

wide,  in  emphysema . . 

Intermittent  albuminuria. . 
Intermittent    claudication 

440,  441 

ago  incidence  of 

in  arms 

-  -  atheroma  and 

-  -  cerebral    haemorrhage 

simulated  by 
Intermittent    claudication, 
oeneral  account  of 

-  -  hemianopsia  from  301,  302 

hemiplegia  from       . .  303 

Intermittent   hydrarthrosis, 

account  of 
Internal    capsule    lesions, 
dysarthria  with 

(and     see     H»mor- 

rhage.  Cerebral ; 
Embolism,  Cere- 
bral, etc.) 

hemiantesthesia  with 

202, 

hemianopsia  from 

301, 
hemiplegia  from   . . 

-  carotid  artery  (see  Artery, 

Internal  (jarotid) 

-  plantar  nerve     . . 

-  ]»oplitcal      nerve      (see 

Nerve,  Internal  Popli- 
teal) 

-  rci'tiis,  paralysis  of  {Fig. 

ooo\ 

MatfCj^  ■•  ••  •• 

-  secretions,     disturbed, 

raenorrhagia  from    . . 

effect  on  menstruation 

Interossei    of   foot,    nerve 

supply  of 

-  hand,  nerve  supply  of  . . 
root  innervation  of  . . 

-  paralysis  of,  talipes  from 

-  rule  in  claw-hand 

-  wasted,  from  cervical  rib 
in  progressive  muscu- 
lar  atrophy 

Interphalangeal  joints  (see 
Joints,  Interphalan- 
geal) 

Interscapular  pain  (see 
Pain,  Interscapular) 

-  region,    eczema     sebor- 

rhreicum  of    . . 

Interstitial  keratitis  {Plate 
XI  n 

Intertrigo,  aching  in  peri- 
neum from     . . 

-  from  glycosuria. . 

-  of    umbilicus,    in     fat 

persons 
Interventricular     septum, 
perforated  (see  Patent 
Septum      \'entriculor- 
um) 
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Intestinal   ivihesiuiis  (see 

Adhesions) 
Intestinal  colic  (see  Colic) 
crises  in  tabes  116,  487,  609 

-  fermentiition    (see    Fer- 

mentation) 

Intestinal  flatulence,  ooneral 

account  of  . .  241 

Intestinal  fullness. .        . .  245 
Intestinal  neuralola        ..115 
Intestinal  obstruction,  ab- 
dominal       distention 

from        115,  130,  316,  522 

pain  from  . .         . .  316 

tumour  with         . .  316 

acetonuria  from       . .       4 

Intestinal  obstruction,  acute, 
general  account  of  129, 

130,  131 

visible       peristalsis 

with        . .         . .   129 
acute  pancreatitis  simu- 
lating 131,  389,  661 

from  adhesions       130,  459 

age  incidence  of      129,  130 

from  appendicitis      . .    130 

-  -  ballooned  rectum  in. .   131 
from  bands    . .  . .  130 

-  borborygmi  with    131,  388 
from  carcinoma    126, 

130,  388,  459,   630, 

666,  676,  677 

-  -  carcinoma  capci  simu- 

lated by      . .  . .   459 

-  -  from   caseous   mesen- 

teric glands  . .    130 

colic  with       . .  . .   425 

simulated  by        ..115 

collapse  with         131,  311 

colonic  succussion  from  65 1 

from  congenital  mal- 
formation of  duo- 
detmm        . .  . .    130 

of  ilium  . .  . .   130 

constipation  with  241, 

316,  ,388,  522,  592,  675 

diarrhcea  with  . .   241 

dilatation     of     colon 

from  . .  . .   657 

distention    of    oecum 

from  . .   459 

from  diverticula       . .    125 

dry  hard  faeces         . .    125 

after  dysentery        . .   125 

enemata  in  diagnosing  129 

faocal  vomit  with  116, 

129,  388,  766 

no  ficces  in  rectum  in  129 

no  Hatiui  witfi  . .    129 

foul  breath  in  . .     86 

from  furiguting  endo- 
carditis      . .  . .   389 

by  t?all-stones  . .   130 

general  abdominal  pain 

in     . .  . .  . .   425 

Henoch's  purpura 

simulating  . .  . .   767 

-  -  from  hernia   129,  388,  675 

liiccough  from  . .  307 

in  Hirschsprung's  dis- 
ease 127,  130,  390 

hvpothemiia  with     ..   311 

from    impacted  faaces 

126,  631 

indicanuria  from       . .  314 

indigestion    simulated  316 

in  infants       . .  . .   130 

from     intussusception 

1.30,  388,  585,  678,  717 

leucocytosLs  in  . .   360 

from  malformed  rec- 
tum.. ,.  ..    129 

Meckel's  diverticulum  130 

minute  hernia  . .   656 

oj>eration  in  diagnosing 

cause  of      . .  . .   241 

pain  with       . .  . .   131 

in  epigastrium  from  436 

hvpochomlrium  from  450 

iliac  fossa  from     . .  454 

right  iliac  fossa  from  459 

pancreatitis  simulat- 
ing  ..        264,  594,  767 

by  pelvic  adhesions  . .  130 

from  pericolitis         . .   125 

peritoneal  band        . .   388 

peritonitis  from    388,  593 


INTESTINAL   OBSTRUCTION 
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-  occupation  and . .  . .  540 

-  in  papular  eczema       . .  487 

-  pediculoeis  . .      490,  540 

-  pemphigus         . .         . .  540 

-  of  penis,  from  herpes  . .  754 
•  in  pityriasis  rosea         . .  540 

rubra 540 

pUaris  . .      489,  540 

-  prickljr  heat      . .         . .  540 

-  iMiu%o   . .  . .      489,  540 

-  pooriasts  . .      540,  603 

-  scabies    . .         . .     490,  540 

-  Beborrhcea  . .  540 

-  from  serum  injections  . .  223 

-  in  small-pox      . .         . .  601 

-  from  tinea  circinata    . .  249 
mandnata  . .  540 

-  in   miicaria      489,  540,  771 

-  -  pigmentosa    . .         . .   732 

-  from  Tesicles  . .  753 

-  Tulral,  from  leukoplakia  701 

-  (and  see  Pruritus) 

Irorj  exostoses  of  skull  . .  671 


JA.BORANDI,     ptjaliBm 
from 542 

Jackfonitii    epilmsy    (see 

Epilepsy,  Jacksonian) 
JacqiMt'i  anfthema,  tlmu- 

hiting   oonoanltal  ty- 

plillis 400 

Jactitations,  in  epilepsy..  145 
Jalli't  test  for  Indican  . .  su 
Jamaica,  ankylostomiasis  in  521 
Japan,  distoma  pulmonale 

in         292 

-  tang  fluke  in  . .  . .  045 
JAUNDICE  ..824 

-  from   abdominal   aneur- 

ysm    . .  . .  331 

-  from    abscess    of    liver 

326,  330,  332,  370 

-  acholuric  (see  Acholuric 

Jaundice) 

-  from  acute  congestion  of 

Urer 334 

Jaaiidiea  in  acutt  favart . .  335 

yellow  (atrophy    273. 

333,  764 

-  alveolar     echinococcus 

disease  . .  376 

-  from  aneur3rsm  of  hepatic 

artery  . .  . .  331 

-  with  angina  abdominal  Ls  115 

-  from    arseniuretted    hy- 

drogen . .  337 

-  ascaris  himbricoides     . .  328 

-  ascites  with  46,  50,  52 

-  from    bile-duct  obstruc- 

tion    ..         ..      369,  372 

-  after    biliary   colic  131, 

326.  767 

-  black  urine  from  . .  745 

-  brain  not  coloured  in  . .  324 

-  bradycardia  with  . .  329 
rare  with        . .         . .     84 

-  braising  with    . .         . .  324 

-  —  from  trivial  causes  in  555 

-  bleeding  due  to. .         . .   274 

-  from  carcinoma  . .  326 

-  -  of  ampulla  of  Voter. .  239 

bile-duct        ..         ..  662 

colon    . .  . .      329,  330 

duodenum      . .      330,  661 

liver  52,  252,  326,  330, 

331,  373,  374 

pancreas     239,     254, 

326,  451,  661,  662 

rectum  . .  . .   326 

. stomach  . .      329,  330 

-  catarrhal  . .  . .  326 
acute  yellow  atrophy 

simulating  . .  . .   273 

albumosuria  with     . .     16 

Jaundica,  catarrhal,  oenerai 
account  of     . .     328,  329 

pain  in  shoulder  from  474 

secondary         syphilis 

simulating  . .  . .   334 
specific  infectious  nature 

-  cerebrospinal    fluid    not 

coloured  in    . .         . .   324 

-  from  chloride  of  sulphur  337 

-  cbotemia  from  . .         . .  3'J4 


Jaundice^  contd. 

-  from     cholangitis      326, 

332,  369 

-  choluria  with     . .         . .  744 

-  from  chronic  pancreatitis 

239,  264 

-  from     cicatrization     of 

duct 329 

-  cirrhosis  35,  46,  51,  326, 

332,  371,  635 

-  clay-coloured      motions 

with 326 

-  from  colon  tumours     . .  330 

-  congenital  obliteration  of 

bile-ducts  ..  ..  329 
syphilis  . .      329,  334 

-  congestion  of  liver       . .  326 

-  constipation  with         . .  324 

-  dark  green  urine  with. .  747 

-  from  dinitrobenzene     . .  337 

-  distoma  hepaticum      . .  328 

-  in  dogs    . .  . .  . .  337 

-  from  duodenal  tumours  330 
Jaundica,  emotional       ..  337 

-  with      enlarged      gall- 

bladder ..         ..326 

Jaundice,    from    enlarged 
portal  oiandt . .        . .  329 

-  epistaxis  in         . .  . .  221 

-  fffices  colour  with         . .  324 

-  familial,  spleen  enlarged  681 

-  fatal  oozing  due  to     . .  555 

-  fatty  stools  with  . .  239 

-  with     fungating     endo- 

carditis . .         . .  334 

-  from  gall-stone  116,  252, 

272,  326,  327,  328,  374,  451 

-  gastrointestinal  secretions 

not  coloured  in         . .  324 

-  green       . .         . .         . .  745 

-  from  gumma  of  liver  330,  334 

-  hffimatemesis  from       . .  274 

-  hfemorrhagos  with        . .  324 

-  in  Hanot's  cirrhosis     . .  372 

-  from  hepatic  aneurysm     51 

-  hepatoptosis      . .         . .  368 

-  Hodgkin's  disease         . .  329 

-  from    hydatid    cyst    of 

liver  . .  328,  380,  375 
Jaundice  in  Infknti  ..  329 
Jaundice,    infectious    or 

epidemic  ..  336 

-  in  influenza        . .  . .  465 

Jaundice,  from  inipitiated 
bile 328 

-  irritability  from  . .   323 

-  itching  in  . .  . .   324 

-  from     leukaamic    portal 

glands  . .  . .  330 

Jaundice,  list  of  cautet  of  326 

-  liver  enlarged  with    326,  369 

-  from  local  liver  enlarge- 

ments . .         / .         . .  330 

-  in  lymphadcnoma        . .  329 

-  malaria   ..  ..      273,  335 
Jaundice,  mailgnant       ..331 

-  with  malignant  liver  . .     50 
portiil  glands  . .  330 

-  meninges  not  coloured  in  324 

-  milk  tinged  in  . .         . .  324 

-  with  multiple  liver  ab- 

scesses . .         . .  335 

-  from  movable  kidney  . .  331 

-  in  new-born       . .  . .   326 

-  with  nutmeg  liver    334,  308 

-  olive  green         . .  . .   373 

-  from  omental  tumour. .   331 

-  ovarian  cyst       . .  . .   331 

-  pancreatic  calculus       . .   661 

lesions  . .  . .   101 

new  growth    . .  . .   630 

tumoiu^  . .  . .   330 

-  with     pancreatitis     101, 

116,  254,  326,  328 

-  in  pernicious  anaBmisi  . .   325 

-  pernicious  aiissmia  simu- 

lating   324 

-  due  to  phosphorus    320,  336 

-  in  i)neumonia    . .  . .   335 

Jaundice,  due  to  poisons 

336,  337 

-  from  portal-vein  tlu-om- 

bosis    . .  . .  . .     51 

-  with  i>res.sure  on  portal 

vein 272 

-  prolonged    htemutcmesis 

from    . .  . .  . .   266 


Jaundice,  contd. 

Jaundice,  puise-rate  in    . .  324 

-  purpura  in         . .      553,  555 

-  in   pyaamia   and   septic- 

iBmia  . .  . .  . .  335 

-  from  pylephlebitis    326,  333 

-  pyrexia  with     . .  . .  326 

-  rectal  examination  in  . .  326 

-  in  relapsing  fever         . .  336 

-  from   right   kidney    tu- 

mours            . .         . .  330 
Jaundice  wttii  rigors,  causes 
of       326 

-  saliva  not  coloured  in . .  324 

-  with  sarcoma  of  liver 

52,  252,  330 

-  in  secondary  syphilis  . .  334 

-  serous   effusions    tinged 

in         . .  . .  . .  324 

Jaundice,  signs  of..        ..324 
Jaundice,  skin  dianges  In  324 

-  slow  pulse  from        329,  548 

-  from  snake  poison        . .  337 

-  spinal  cord  not  coloured 

in         324 

-  in  splenic  anaomia        . .  372 

-  splenomegalic  cirrhosis 

332,  633 

-  from  stomach  tumours    330 

-  suppurative  cholangitis    369 
pylephlebitis  . .         . .  596 

-  sweat  tinged  in . .  . .  324 

-  from  syphilis     . .         . .  326 

-  tears  not  coloured  in  . .  324 

-  from  tetrachlorethane 

334,  337 

-  toluylenediamine  . .  337 

-  tuberculous  portal  glands    51 

-  in  typhoid  fever      826,  335 

-  typhus  fever      . .         . .  335 

Jaundice,  urine  dianges  in  324 

-  urobilin  with     . .         . .  101 

-  from  uterine  tumour  . .  331 

-  in  Weil's  disease  . .  326 

-  yellow  fever      . .     273,  336 
Jaundice,  xantiielasma  from  324 

-  xanthoma  planum  with     732 

-  xanthopsia  from       324,  762 

Jaw,  actinomycosis  of  74, 

458,  683.  736 

-  clenching,  in  convulsions  143 

-  dislocation  of,  ptyalism 

from 542 

-  endothelioma  of,  spread 

to  nose  . .         . .  179 

-  enlarged,  in  acromegaly 

204,  237,  685 

-  fixation    of,    by    osteo- 

arthritis        . .  . .  542 

-  fracture  of         . .  542,  683 

-  gangrene  of        . .  . .     74 
Jaw,   inflammatory  affec- 
tions of  . .  683 

Jaw,  necrosis  of   . .        . .  683 

-  osteo-arthritis  of,  ptyal- 

ism from  . .  . .  542 

-  papilloma  of  . .     72 

-  sarcoma  of  179,  683,  684 

-  tics  affecting  . .  . .   136 
Jaw,  tumours  affecting  683,  684 
microscope  in  dia- 
gnosing . .  . .     74 

Jejunum,  obstruction  of, 
no  abdomitial  disten- 
tion with        . .         . .   130 

Jelly-fish,  erythema  from 

-  itching  from      ..      224,  540 

-  O'dema  from      . .  . .  224 

-  urticaria  from   . .  . .   224 
Jerks,    ankle    (sec    Ankle- 
jerk) 

-  elbow,  increased  in  heml- 

ple$da 303 

-  knee  (see  Knee-jerk) 

-  supinator             . .          . .  502 

-  wrist,  (see   Wrist-jerks) 
Jennor's  stain        . .          . .  21 
.fewcllors,  nail  changes  in  399 
Jews,  tuberculous  penis  in  619 
Joint,  great  toe,  gout  and  344 

-  loose  hotly  in     . .          . .  350 

-  teniporo-mandibular,  sup- 

puration in,  otorrhcea 
from 423 

-  temporo-maxillary,  rheu- 

matoid arthritis  of  . .  343 


JOINTS,  AFFECTIONS  OF 

-  Charcot's,     in     syringo- 

myelia . .  . .   257 

-  hflBmorrhage  into       272, 

350,  362,  363 

-  hydatid  disease  of       . .   350 

-  interphalangcal,  pulmon- 

ary arthropathv  of  . .   352 

-  -  spindled        (Fig.  169)  377 
in    rheumatoid    ar- 
thritis     . .       343,  378 

spindle-shaped  35,  (Fig. 

153)  342 

-  malignant  disease  of  . .   350 

-  prominent,  in  achondro- 

plasia . .  . .  . .   187 

-  tul)erculous  (see  Arthritis, 

Tuberculous) 

-  urate  of  sodium  in       . .  344 

-  (and    see     the    Various 

Joints) 

Jolting,  vesioil  calculus  and  471 

Jordan,  Dr.  A.  C,  skia- 
grams   bv     209,    279, 

282,  289,  318,  485 

Judgement,    defetrtive,    in 

general  paralysis       . .   146 

Jugular  vein  (see  Vein, 
Jugtilar) 

Jumpiness,  from  alcohol. .  726 


KAHLER*S    DISEASE       17 
Eala-azar,    confused 
with  malaria      . .     29 

-  due  to  trypanosomes    . .     29 
.  -  geographical  distribution 

I  of         ..  ..        29,  633 

I  -  Leishman- Donovan 

J  bodies  in        . .        29,  633 

-  pyrexia  in  . .  . .     29 

-  spleen  cnlarge<i  in      29,  631 
'  -  splenic  puncture  in  dia- 

I  gnosing  . .  . .   633 

Kaposi's  disease ;   general 
account  of  ..731 

pigmentation  in        ..  528 

I  Kathode     . .  . .   583 

I  Keith,  Dr.  A.,  on  malforma- 
tions of  rectum         . .   586 
I  Keratin-coated  capsules,  in 
detecting  pancreas  di- 
sease   . .  . .  . .   328 

diagnosing     pyloric 

obstruction        . .  653 

-  particles  in  faeces  . .  520 
Keratitis,  black  spots  be- 
fore eyes  from           . .     72 

-  in  congenital  syphilis  . .   235 

-  corneal  opacity  from    . .     72 

-  interstitial,  in  congenital 

syi)hilis  . .      348,  752 

opaque  cornea  after. .   733 

pain  in  eye  from       . .  445 

Keratitis  e  lap'ophthaimo  . .  734 
Keratitis  neuroparaiytica..  734 

-  photophobia  from         . .   524 

-  punctata,  with  iritis  . .  232 
Keratomaiacia  . .  734 
Keratosis  follicuiaris  732,  733 
Keratosis   pilaris,    general 

account  of  . .  488 

ichthyosut  and  . .   488 

keratosis   follicuiaris 

simulating  . .  . .   733 

nutmeg-grater  skin  in  488 

scales  in         . .  . .   601 

Kerion         ..         247,  248,  710 

-  baldness  from    . .  . .     71 
Kernig's  sign,  in  meningitis  315 
Khorsivan  (sec  Sulvarsan) 
Kick  from  horse,  paraplcs:ia 

after 510 

-  on  ktie^,  sljock  from  . .  765 
voniitifii;  from  . .   765 

-  urethra  injured  by  . .  470 
Kidno}-,  ubsooss  in  (see  Ab- 

sc«>ss,  llonal) 

-  angioma   of,    hnematuria 

from     . .  . .      275,  278 

-  atropiiy  of,  from  ureteric 

calculus  . ,  . .   578 

-  calruhi<  in  (-^e  Calculit'', 

Honal) 

-  carcinoniH  of  (see  Carci- 

noma of  Kidney) 
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KIDNEY    —    KNEE-JOINT 


Kidney^  cotitd.  I 

-  cloudy  swelling  in        . .     13  , 

-  cystic,  albuminuria  from  537 
anuria  with    . .  40,  42 

-  arteriosclerosis  with . .     42 

ascites  rare  with       . .     42 

Cheyne-Stokes'  breath- 
ing with      . .         . .  108  I 

flatulence  witli  . .     42  j 

KMneyc.  cystic,  oeneral  ac- 
count of  12,  42 

hiematuria  with  42 

headache  w^ith  . .     42 

intestinal    obstruction     12 

kidney  enlarged  in    . .  355 

cedema  rare  with      . .     42 

ovarian  cyst  simulated 

by    ..'        ..         ..  351 
Kidntys,    cystic    physicai 
signs  of  . .  354 

polyuria  from        536,  537 

porencephalus  with..  511 

renal  tumours  with  . .     42 

simulating  chronic  ne- 

pliritis        . .  . .     42 

-  -  spleen  simulated  by . .  662 

tube  casts  from         . .  537 

ursBmia  with..         42,  108 

urine  changes  wiUi  42,  357 

a  variety  of  Bright's 

disease        . .  . .       6 
vomiting  with  . .     42 

-  cysts  of,  kidney  enlarged 

from    . .         . .         . .  352 

-  displaced  in  visceroptosis  426 

-  embolism  of  (see  Embol- 

ism, Renal) 

-  embryoma  of  (see  £m- 

bryoma  of  Kidney) 
KIDNEY,         ENLARGE- 

MEIIT   OF     ..         ..352 

by  abscess      . .  . .  352 

albuminuria  with    51,  330 

aneurysm  mistaken  for  631 

appendix  lesions  simu- 
lating . .  . .  354 

bile-duct  obstructed  by  330 

from   bladder  growth  281 

from  calculus  . .      41,  451 

by  carcinoma  . .  355 

carcinoma  coli   simu- 
lating . .  . .  354 

in    compensation    for 

the  other    . .         . .  355 

contralateral      aching 

from  . .  . .  355 

dilatation  of  stomach 

from  ..         ..  174 

KMney,  enlargod,  distinc- 
tion from  ottior  tumours 

353,  354 

dullness  in  loin  with. .   253 

faaces  simulating       . .  354 

gall-bladder  simulating  353 

hematoma     mistaken 

for 631 

hsBmaturia  with       51,  33U 

hypvonephrosis     280, 

352,  355,  350,  536,  575 

from  injury    . .  . .   278 

intussusception    simu- 
lating . .  . .   678 

jaundice  from  . .  330 

Kidney,     eniarged,     large 
spleen   distinguished 
fl^om  • .  629 

liver  simulating       51, 

330,  353 
mesenteric  tumour  si- 
mulating    . .  . .   354 
movement  with  respi- 
ration         . .  . .   629 

bynewgrowth  7.  278,  362 

omental  tumour  simu- 
lating . .  . .   354 

-  -  pancreas  tumour  simu- 

lating . .  . .   354 

from  papilloma         . .   278 

pelvic  tumours  simu- 
lating' . .  . .   353 
perinonhric  lesions  si- 
mulating    . .  . .   353 
Kidney,  eniarged,  piiysicai 
signs  of         . .     352,  629 

by   polvrvstic   flisease 

12.    ■12".     280,     .^r>2, 

355,  357 


Kidney^  enlarged^  amtd.  \ 

from  pyelitis  . .  . .  461 

pyelography    in    dia- 
gnosing      . .         . .  354 

from    pyelonephritis 

355,  576 

pyoneplu-osis  352,  355, 

356,  536,  577 

pyuria  with    . .        51,  330 

spleen  simulating  353, 

662,  664 

suprarenal        tumour 

simulating  331,  354,  630 

by  tuberculosis      282, 

352,  355,  579 

varicocele  with         . .  352 

from  vesical  growth. .  277 

-  fatty,  in  phosphorus  poi- 

soning . .  . .  337 

-  floating,     RiedePs    lobe 

simulating      . .         . .  367 

-  granular    (see    Granular 

Kidney) 

-  growth     in,     varicocele 

with 366 

Kidney  growths,  varieties  of  355 

-  hydatid  cyst  of  . .         . .  357 

-  hypernephroma   of   (see 

Hypernephroma       of 
Kidney) 

-  in  iliac  fossa      . .         . .  676 

-  infarct  of,  abscess  from    7fi 

albuminuria  due  to  . .       7 

in  blood  diseases       . .       7 

Kidney,  infarct  of,  causes     8 

from  embolism         . .       7 

in  fungating  endocar- 
ditis ..  7,  34 

liscmaturia  from    275,  283 

renal  tube  casts  due  to      7 

Kidney,   Infarct  of,   sym- 
ptoms of  . .      8 
from  thrombosis       . .       7 

-  -  (and    see    Embolism, 

Renal) 

-  injury  of  (see  Injury  of 

Kidney)         ..         ..278 

-  lardaceous    (see     Lard- 

aceous  Disease) 

-  lesions,    bladder    lesions 

simulated  by  . .         . .  575 

increased  frequency  of 

micturition  with  . .  575 

-  liver  simulating  . .  367 

-  movable,  aching  in  loin 

from    . .  . .         . .  280 

albuminuria  from     7,  460 

appendicitis  simulated 

by    ..         ..      460,  665 

bile-duct  kinked  hy. .  331 

biliary  colic  simulated 

by    . .  . .      450,  451 

blue  brain  and  . .  163 

carcinoma  of  colon  si- 
mulating    . .         . .  663 
Kidney,  movable,  charac- 
ters of  . .  663 

chronic  nephritis  from       7 

colic  from      . .      280,  394 

collapse  from  . .   115 

constipation  with      . .   127 

Dietl's  crisis  from  116, 

280,  665,  765 

duodenum  dragged  on  280 

kinked  by  . .  . .  331 

entcroptosis  with      . .  331 

faeces  in  bowel  simu- 
lating . .  . .   663 

faintness  from  . .  115 

fretjuent    micturition 

from  ..      280,  394 

gall-bladder  simulating  663 

gastro-intestinal  sym- 
ptoms from  . .   280 
gastroptosis  with       . .   318 

Kidney,   movable,  general 
account  of  . .  280 

haematuria  from   115, 

275,  280,  460 

hydatid  simulating  . .   663 

hydronephrosis  from 

115,  536,  665 

in  iliac  fossa  . .  . .   678 

iiitcrmittent       hydro- 
nephrosis from      . .  451 

jaundice  from  . .   331 

mucocele  simulating     254 


Kidney^  mowible^  eontd. 

nausea  from  . .         . .  116 

noises  in  the  head  with  406 

omental    mass    simu- 
lating        . .  '      . .  663 

ovarian  cyst  simulating  353 

tumour  simulating    663 

pain  in  iliac  foesa  from 

464,  460 

loin  from   . .         . .  460 

palpation  in  diagnosing  253 

polyiiria  from  . .  666 

no  pyrexia  with        . .  460 

renal  tube  casts  due  to      7 

-  Rieders    lobe    simu- 

lating ..     262,  663 

-  simulating   enlarged 

gall-bladder  262,  263 
swelling  in  right  iliac 

fossa  from  . .         . .  666 

torsion  of       . .         . .  394 

with  undue  abdominal 

aortic  pulsation    . .  643 

urethral  kinking  from      7 

vomiting  from  . .  766 

without  symptoms  . .  28U 

-  neuralgia  of,  simulating 

stone  . .  . .  426 

-  new  growth  of,  albumin- 

uria from       . .         . .       7 
cystoscope    in    dia- 
gnosing . .         . .       7 

kidney  enlarged  from  362 

tube  casts  from     . .       7 

Kidney,    new   growth   of, 

urine  changes  from  . .      7 
varieties     . .         . .  278 

-  pain  over  (see  under  Pain) 
Kidney,  palpitation,  tech- 
nique of  • .  277 

-  papilloma  of      ..      275,  278 

-  pelvis,    carcinoma    coli 

opening  . .         . .  630 

-  polycystic,  age  incidence 

of        280 

arteriosclerosis  with. .  367 

Kidney,  polycystic  general 

account  of  280,  857 

hsematuria  from    276,  280 

hydronephrosis  distin- 
guished from         . .  280 

kidney  enlarged  in  . .  355 

urine  changes  with  . .  367 

-  right,  normally  palpable  663 

-  sarcoma  of  (see  Sarcoma 

of  Kidney) 

-  scarred,  from  ascending 

nephritis        . .         . .       8 

-  sickening    sensation    on 

palpating        . .      263,  331 

-  single,  good  health  with    40 

-  stone   in   (see  C^culus, 

Renal) 

-  tuberculous  (see  Tuber- 

culosis of  Kidney) 
Kink  of  colon,  constipation 

from    . .  . .         . .   126 

-  of      duodenum.       with 

movable  kidney        . .  331 

-  ileocoecal,   appendicitis 

simulated  by..         ..  467 

constipation  from     . .  467 

heartburn  fiora         . .  297 

pain  in  iliac  fossa  from 

454,  457 

j--rays  and  bismuth  in 

diagnosing  . .  467 

-  of  ureter,  from  movable 

kidney  . .  . .       7 

Kirkland*s  disease,  cervical 
glands  enlarged   from 

379.  616 

Kirkiand's  disease,  general 
account  of     . .     615,  616 

temperature  chart  in  616 

Klebs-I/oeffler  bacillus  (see 

Bacillus  Diphtheriue) 
Kiumpke's  palsy  . .        . .  507 

-  hJEematomyelia    simu- 

lating . .  . .  509 

Knee-elbow  position  in  ab- 
dominal   examination  693 

detecting  ascites  . .     44 

Knee,  housemaid's  . .  476 

-  subacromial     bursitis 

allied  to      . .  . .   476 

-  injury,  shock  from       . .  765 


Knee  injury,  eontd. 

vomiting  from  ..  7fej 

KNEE-JERK.        ABNOR- 
MALITIES OF         ..  3S7 

-  absence  of  one,  in  tabes  5U 

-  in  chorea  . .     359,  &).C 

-  diminished,    in   anterior 

CTuritis  . .  439 

from    broncbopoeo- 

monia  . .  3-^^ 

epidemic  diarrhota  . .  3^*« 

in  infants  ..  Ht* 

-  ebb   and   flow   of.  with 

cerebral  tumour       . .  3o9 
•  increased,  abdominal  re- 
flexes and       . .         . .  l^*> 

in  amyotrophic  latere 

sclerosis      . .       62,  ^V> 

with  ankle-clonus  39,  3^" 

blue  brain  and         . .  16^ 

with  brachial  mono- 
plegia •  •         . .  60! 

from  cerebellar  abscess  51 

tumour       . .         . .  51 

in  convalescence      . .  JC» 

in  disseminated  scler- 
osis . .         S07.  496.  51 

with  extenscH'  i*Uiitar 

reflex  . .         . .     % 

functional  nerve  tremble  3 

from  general  ill-hf^lth  3S 

in  hemiplegia  . .    3 

-  -  hysteria  307,  308,  Af». 

497,  %\ 

lateral    scleroses        . .  &1 

neurasUienia  . .      168.  40 

from    new   growth   iu 

spine  . .         . .  71 

noises  in  the  head  witli  4*' 

in  paraplegia..  3 

patellar  clonus  with . .  56 

in  phthisis  . .  36 

plantar  reflexes  and. .  36 

with  pyramidal  tract 

lesions         . .        39.  36^ 

in  renal  diseasae        ..  35" 

in  spastic  parapleiria    51: 

syringomyelia  ..  6("^ 

from  tramsverse  mye- 
litis . .         . .        . .    €: 

after  tjrphoid  fever  . .  35; 

with  undue  abdominal 

amrtic  polsatiofi   ..  64C 

-  lost,  from  anterior  crural 

nerve  lesion  . .         . .  49S 
cerebral  tumour       . .  35» 

-  -  in  diabetes      63.  S«4.  359 

after  diphtheria       . .  35:» 

from  fractore-disloca- 

tion  . .  35:^ 

in   Friedreich's  ataxv 

113,  512.  313 
increased    intracranial 

pressure      . .        . .  3^-' 

myelitis  ..         ..  35.«> 

myopathy  - .  5> 

peripheral  neuritis  358. 14* 

pneumonia     . .         . .  S5ti 

sick  children  . .         . .  51' 

-  -  tabes    126,  316,  358, 

420,  426,  466,  514, 

660,  719.  :«? 

from  transverse  mye- 
litis . .         . .       * . .    «; 

Knee-lark,  methed  of  lartkii  351 

-  in  myasthenia  gravis  . .  35' 

-  unequal,  in  general  par- 

alysis . .         . .         . .  35 

from  gross  intracrauial 

lesion  ..         ..11 

in  hemtplciria        363,  35 

poliomyelitis  acuta  ..  35 

tobes    '. .  3-'>9.  515,  65 

Knee-joint,  Charcot *»  diwasp 

of  . .       (Fig.  162>  Gl 
difiease.  rickets  simu- 
lating . .         . .  5»' 

sninal  caries  and      . .  •''■ 

thigh     atrophy    from 

61,  :• 
with  tuberculous  peri- 
tonitis        . .         . .    4 

-  Hexed,     from     popliteal 

abscess  . .         . .  C? 

-  forcible  extension  ctf  con- 

tracted, sciatic  nerve 
paralysis  from         ..  U 
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Kn^if-foint,  contd.  ' 

-  forcible  extension  of  i*on- 

tractei,  talipes  from     113  i 

-  foreign  body  in  . .         . .  362 

-  gonoooocal  arthritis  of. .  340 

-  sroat  of 3 15  . 

-  nsmophilic  arthritis  of    350 

-  hdMDorrha^  into  . .  3G3 

-  hysteria  affecting     142,  350 

-  iatemiittent     hydrarth- 

roois  of  . .   349 

-  osteo-arthriUA  of      346,  347  < 
"  pneumococcal  arthritis  of  339 

-  syphilitic     arthritis     of 

235,  348 
limpini;  from..         ..  362 

-  taberculous,  aiuemia  with    35  I 
Baker's  cyst  witli     . .  692 

-  -  disease  of  . .  347 
limping  from. .         . .  362 

Warn  Itint,  variout  tffsc- 
tl*nt  of,  causbm  limp- 

Mf                                •  •  362 
Knees,  lichen  planus  affect- 
ing        603 

-  linese  albicantes  on       . .  365 

-  pftyriasia    rubra    pilaris 

affecting  . .  489 

•  position  in  tetany       . .       2 

-  psoriasis  affecting    489, 

491,  603 

-  -  starting  on    . .         . .  602  ' 

-  pulpy  . .         . .  348  ' 

-  srt>orrh(£ic  eczema  affect- 

ing        401 

-  spurious  osteoma  above  671 
>  xanthelasma  of . .  . .  324 
Kneeling,  housemaid's  knee 

from    . .  . .  476 

Knife-grinders,  siderosis  in  288 

•  hmg,    hflsmoptysis  from  286  ' 
Knife-restcr  crystals       . .  52 1 
Knock-knee,      in      dwarfs 

{Fig.  85)  . .  186 

-  ICongolism  . .  191 

-  from  rickets  {Fig.  85)  186 
Knot-grass,  erythema  from 

222,  224 
Knuckles,   pads   on   {Fig.  \ 

160.  p.  347)  405 
Ko(^*s  old  tuberculin,  in  i 

diagnosing       tubercle  { 

738,  740 
Ko(^er,  on  cervieobrachial 

plexus  . .         . .  507 

-  lumbosacral  plexus  . .  500 
K«pllk'slpOtt(i'to/«  F///) 

178,  228 
Korea,  lung  fluke  in  . .  645 
Korsakow's  syndrome  . .  20 
Ktmkow'ttyndrome,  from 

porlplionil  neuritis  ..  465 
Krauro«»  tuIvsb,  age  inci- 
dence of         . .         . .  701 

dyiipareunia  from  193, 

194,  701 

Kriurotli  vulva,  teukophUcle 
vulvitis    distineuislied 
from 701 

levator  ani  spasm  from  193 

-  parts  affected  by     . .   701 

vaginal  stenosis  from    194 

vaginLnmus  from       . .    193 

vulval  swelling  from     699 

Kyphosis  in  adolescence. .   155 

-  from  caries  ..  ..  188 
of  spine  . .         . .  154 

-  in  congenital  spastic  para- 

plegia . .  . .   155 

-  diffuse,  in  rickets         . .   155 

-  dwarfism  from  . .         . .   188 

-  in  Friedreich's  disease..  140 
Kyphosis,  oonortl  account 

of  ..154,  155 

-  from  growth  of  spine..   154 

-  hydatid  of  spine  . .    154 

-  in  idiocy 155 

-  infantilism  with  . .   189 

-  from  lazv  habits  . .    155 

-  in  Little's  disease        . .   139 

-  lordosis  with      ..      155,  156 

-  from  osteo-arthritis     . .   188 

-  osteomalacia      . .  . .    18H 

-  in  porters  . .  . .   155 

-  from  rickets       . .         . .   188 

-  ^ort  sight         . .  . .   155 

-  weight-carrying  . .  155 


LABIA,  condylomata  on    700 
-  herpes  of  . .   754 

-  majora,  leukoplakia  of..  701 

-  minora,  kraurosis  affect- 

ing      : .  . .  . .   701 

-  -  leukoplakia  of  194,  701 
p5;eudo -elephantiasis  of  701 

-  myxoma  of  . .  . .  732 
Labium  majus,  epithelioma 

Ot  . .  .  .  .  •    3o 1 

pain  in,  from  renal  cal- 
culus . .  ..117 

-  minus,  oedema  of  . .  701 
Labioglosso-pharyngo-lnryn- 

geal  paralysis  (see  Par- 
alysis, Bulbar)  ..  543 
Labour,  difficult  (see  Dys- 
tocia) 

hemiplegia  from       ..   113 

Labour,  oxhaustlon  during, 
signs  of  ..201 

-  pain  in  the  back  from. .  716 
pelviii  from     . .  . .   468 

-  pelvic  cellulitis  after  . .  691 

-  phlegmasia  alba   dolens 

in         . .         . .         . .   737 

-  stages  of..  . .  211 

-  straining  at,  subcutaneous 

emphysema  from      . .  203 

-  (and  see  Childbirth) 
Labyrinth,  component  parts 

of  the 163 

-  liquor  Cotunnii  from  . .  421 
T^abyrinthitiSftinnitus  from  723 
Lacey,    Dr.    T.     Warner, 

illustration  lent  by  . .  195 
Lachrymal  ducts,  obstruc- 
tion of            . .          . .  220 

-  glands,  enlarged  {Fig.  3)  25 

in  chloroma           . .  556 

leukiemia    . .         . .  25 

Miculics's  syndrome  695 

-  sac,     excision     of,     for 

suppuration    . .  . .  220 

suppuration  of  . .   220 

Lachrymation     (and  see 

Epiphora)       ..  ..   220 

-  from  conjunctivitis  . .  231 

-  glaucoma            . .  . .  231 

-  in  influenza        . .  . .  465 

-  from  iritis  . .  . .   231 

-  nasal  discharge  from    . .   178 

-  neurotic  . .         . .         . .   178 

-  in  tic  douloureux         . .  447 

-  from  ulceration  of  cornea  733 
Lacrosse-players,  cramps  in  150 
Lactate  of  calcium,  effect 

on  albuminuria          . .  15 
Lactation,        amcnorrhrea 

during             . .          . .  18 

-  flushing  in          . .          . .  241 

-  {jalactocele  in    . .          . .  686 

-  mastitis  in          . .          . .  685 

-  mastoilynia  in  . .          . .  431 

-  milk    flow    from    nipple 

during  ..  ..181 

-  no  pregnancy  during  . .     35 

-  swelling  of  breasts  in  . .  685 

-  tet4iny  during   . .  . .   151 
r^actic  acid  (sec  Acid.  Lactic) 
Lactose,  Rial's  test  for    . .   261 

-  bismuth  salts  re<luced  by  262 

-  copper  sjilt  reduction  by  261 

-  osazoiic  cryytals  from 

261,  262 

-  picric  acid  test  and  . .  262 
I..aenriRc,  metullio  tinkling 

of,  with  pneumothorax  168 
LtBvulose,  fermentation  with 

yeast 263 

Lallihg       628 

T#aTnenejvS  (see  Linipint;) 
Lamina  crihrosa  415,  410,  417 
Landouzv-Dojorine    mvo- 

pathy      .'in,   135,   514.   628 

Landry's  paralysis,  general 
account  of  ..518 

pluntivr  reflex  in        . .     68 

Lano,  Sir  A.,  ileooDcal  kink 

of         . .  . .  . .   4r>7 

Lanuuo-liko  hair   . .  . .     70 

Laparotomy,    after    ahdo- 

miri.'il  injury  . .  . .   593 

-  acute        dilatation        of 

stoin:icl»   after  ..   17.1 

-  for  ju'ute  pancreatitis  . .  ♦WU 
peritonitis        17,  42'>,  THT 


Laparotomtf,  contd. 

-  in  colic  ciaes     . .  . .  593 

-  cryptomenorrhoea         . .     18 

-  diagnosing  actinomycosis  458 

acute  abdomens       . .  436 

peritonitis      . .  . .  693 

carcinoma  c»ci        . .   677 

of  sigmoid  . .  . .  676 

of  stomach         271,  769 

cicatrization    of    bile- 
duct  ..  ..   329 

diverticulitiB  . .         . .  676 

double  ovarian  tumours  19 

embolism  of  pancreas     76 

encysted  ascites       . .  657 

enlarged  spleen        . .  662 

haemorrhage  into  pan- 
creas . .  . .     76 

hepatic  abscess         . .  253 

Hirschsprung's  disease  390 

hydatid  disease     253, 

328,  658 
malignant    peritonitis    49 

-  mesenteric  embolism     389 

thromhosLs  . .  389 

pancreatitl«*    389,  694,  767 

pyloric  stenosis     174,  653 

renal  growth . .         . .       7 

retroperitoneal  cyst  . .  661 

-  -  Ilieders  lobe  . .         . .  252 

ruptured  spleen        . .  641 

splenic     vein     throm- 
bosis ..  ..   272 

suppurating  gall-blad- 
der   678 

suprarenal  tumour    . .  354 

tui)erculous  csecum  . .  677 

-  in  distinguishing  carcin- 

oma from  ulcer        . .  1 74 
pancreatitis  from  gall- 
stones        . .          . .   328 
salpingitis  and  appendi- 
citis  456 

-  In  hysteria         . .  . .   390 

-  pneumonia  in  error      . .   593 

-  scar,    visible    peristalsis 

beneath  ..      621,  522 

-  for  twisted  spleen        . .  641 

-  (and  see  Operation) 
Jjardaceous  disease,  Addi- 
son's    disease     simu- 
lated by         ..         ..627 

albuminuria  in  7,  35, 

375,  636 

anemia  with  35,  636 

anuria  in       . .  40,  42 

Lardacoous  disoast,  causos 

from  chronic  sepsis  . .     36 

diarrhoea    in    8,     35, 

172,  375,  636 
Ijirdacoous  disease,  genoral 
account  of  . .    35 

from  hip  disease      . .  376 

intestine  involved  bv 

636,  638 

kidney      affected     by 

172,  636 

albuminuria  from..       7 

anuria  from  40,  42 

disease  affecting    . .  636 

renal  tube  casts  due 

to  . .  . .       7 

LArdacoous  disease  of  the 
kidney,  urine  changes 
with  8 

liver  affected  by        8,  172 

enlarge<l  in  8,  35, 

375,  635 
Lardacoous  disease,  notes  on  635 
Lardacoous  disease,  organs 

affected  liy     . .  8 

poniiiMouB         anaemia 

simulate-!  by         . .  527 

-  -  from  phthisis. .  . .   375 

polyuria  from  . .   636 

from  jtsoas  abscess  . .   375 

rarer  than  formerly  . .  636 

-  -  severe  anemia  from  . .   527 

skin  colour  In  , .     35 

spleen  affected  hy    . .   172 

enlarged  in  35,"  375, 

632,  635 
from  suppuration  172, 

376,  635 

-  -  syphilis    35,  172,  372, 

375,  527,  635 


LardacfOHX  disraxe.  cmitd. 
witn    tuberculous    ar- 
thritis , .  . .   348 

Lardacoous  disease,   urine 
changes  in     . .  8 

-  kidney,  albumitmria  from 

7,  537 

polyuria  from        53(5,  537 

renal  tube  ca'*u«  due  to       7 

tube-casts  from         . .    537 

-  intestine,  diarrhopa  from  375 

Ljuilacoous   liver,   general 
account  of  •  •  375 

-  tubc-«*iist.'*  .  .  .  .        8 
I>arynijeal  crises    . .  . .    1 59 

in   t4ibod    41S,  420,  487,515 

Laryngismus  stridulus,  cya- 
nosis from      . .       157,  420 

dij)htheria  mistaken  for  120 

UuYngismus    stridulus, 

general  account  of   . .  420 

larynx  obstructed   by 

157,   118 

orthopncea  from      IIH,  420 

in  rickets        . .       145,  420 

spasmophilia  aii<l      . .   420 

Laryn»7itl«',  acute,  pneumo- 
coccal . .       158,  650 

sputum  in      . .  . .    1 19 

stiiphyloi'occal  . .   6.50 

streptococcal  158,   6.50 

stridor  from  . .  . .   650 

Laryngitis,  acute  suffocathre  616 

from  pneumococci. .  158 

tnicheotomy  for   . .    15S 

Laryngitis,  bacteria  causing  613 

-  bactoriolouical  diagnosis 

of         ..  ..       19'.»,  616 

-  bronchitis  with  ..  ..  157 
I  -.  broncliopneumoiiia  sinm- 

Iate«l  by  . .  . .    160 

-  from  congenital  syphilis  400 

-  convulsive     movements 

of  chest  in      . .  . .    160 

-  cough  from  . .    149 

-  cyanosis  from    . .       157,  160 

-  diphtheria  liacilli  causiiii{  199 

-  dysphagia  from. .  . .    199 

-  luBmoptysis  from       149,  287 

-  hoarseness  from  . .  199 
I  -  huskinoss  from  . .  . .  616 
I  -  from  irritant  cases  . .  157 
'  -  larvncreal     obstruction 

I  from    ..  137,  418 

-  loss  of  voice  from        . .   616 

-  in  measles  ..       109,  41H 

-  orthopntra  from  .  .    41H 

-  pneumo<-occal     l!»9,  IIX,  119 

-  simple,  with  phthi-is  . .    199 

-  simulatint;  laryngeal 

paralysis         . .  . .   491 

-  sore  t hroat    from  . .   i\\ .1 

-  stroptococral      111'.).   IIS,  419 

-  sucking  in  of  intercostal 

spitces  in        . .  . .    160 

-  from  syphilis  73 
Laryngitis,  tuberculous,  dia- 
gnosis of                 .199 

(and  see  undf^r  Tuber- 
culosis of  larynx) 

-  voice  change  with  . .    150 
Larynx,    absence    of   deep 

tenderness  in,  in  tubes  515 

-  angioma  of         . .       2S7.  293 

-  carcinoma  of  (see  Cin'i- 

noma  of  Tiurynx) 

-  cocaine  in  evainining  .  .    199 

-  epithelioma  of  (see  Car- 

cinoma of  Larynx) 

-  flbroma  o(  .  .       533,  650 

-  foreign      body      in     (see 

Foreigfi        Bo<ly        in 
liarvnx) 

-  irritable  . .  . .  . .    150 

-  lupus     of  . .  .  .   287 

-  myasthenia     gravis     af- 

fecting .  .  .  .    197 

-  ohstniction  of,  from  iil>- 

(liu'tor  paralysis        ..    419 
in    MrighCs  dist':u«y'   ..    159 

-  -  cyanosis  from  .  .    157 

from  diphtheria      157,  5H9 

dysprK^a  from  . .    590 

from  foreign  l)o<ly  157,  419 

Larynx,    obstruction    of, 
general  account  of    .419 

from  iodides  . .  . .    159 


LEUCOCYTES    —    LIPOMA 
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"  racrinal  discbarge         . .   185 

-  Tuieties  of  normal      . .     22 
LEUCOCYTOSIS   ..         ..359 

-  from  acute  peritonitu. .  593 
rheumatism   . .         . .  360 

-  appendicitis  361,  677 

-  bronchiectasis    . .         . .  360 

-  carcinoma         360,  374,  630 

-  in  caseous  bronchopneu- 

monia . .  . .   360 

-  with  cellalitis    . .  . .  410 

-  cbolaiuritis         . .  . .   360 

-  in  cholera  . .         . .   360 

-  cirrhosis  . .         . .  374 

-  from  cinnamon . .         . .  360 

-  deffinition  of       . .         . .  359 

-  in  diphtheria     . .         . .  360 
-r  disappearance  of,  when 

abscess  opened         . .  360 

-  from  drugs        . .         . .  360 

-  with  empyema  . .        35,  361 

-  -  of  gall-bladder  . .  254 
•  etyaipelas           . .         . .  360 

-  from  essential  oils       . .  360 

-  in  foetid  bronchitis      . .  360 

-  gangrene  of  lung  . .  360 

-  with  hepatic  abscess  . .  361 

-  in  intestinal  obstruction  360 

-  leukemia  24, 25,  55, 273, 

570,  572,  632 

-  with  liver  abscess         . .  362 

-  lymphatic  leukssmia  51,  330 

-  in  measles  . .  360 

-  meningitis  . .         . .  361 

-  myxcedema  . .  360 

-  osteomyelitis     . .         . .  668 

-  from  peppermint  . .  360 

-  periostitis  . .  693 

-  in  phthisis  with  secondary 

infection         . .         . .  360 

-  pneumonia  35,  361,  593 

-  from  protargol  . .         . .  360 

-  pyaamia  . .  . .  596 

-  pylephlebitis  . .  360 

-  pyosalpinx  . .  361 

-  rabies 360 

-  ratbite  fever  . .  698 

-  raptured  tubal  gestation  593 

-  sarcoma  . .  . .  360 

-  scarlet  fever  . .  360 

-  septic  arthritis  . .         . .  339 

-  septicnmia  . .  567 

-  after  severe  blood  loss. .  360 

-  from  succinic  acid        . .  360 

-  sabdiaphnigmatic    ab- 

scess   . .  . .      451,  658 

-  with  suppuration  . .  360 

-  suppuration  suggested  by  572 

-  with  thrombosis  of  vein  360 

-  in  tonsillitis       . .  . .  360 

-  trichinosis  . .  464 

-  tuberculous  meningitis. .  360 

-  from  turpentine  . .  360 

-  In  typhus  fever. .         . .  335 

-  orethritis  . .         . .  360 

-  with  whitlow     . .         . .  360 

-  in  whooping-cough       . .  360 

-  worms  suggested  by    . .  572 
Leucocyttuemia  (see  Leu- 

kannia) 

LMcottormia  ..529 

-  linese    atrophloe    simu- 

lating   365 

Leuco-melanodermia  (Figs. 

223,  224)        . .  . .   528 

I^eaconvchia  . .         . .  400 

LEUCOPENIA  ..361 

-  malaria   ..        361,  362,  370 

-  in  pernicious  ansamia  24,  361 

-  typhoid  fever    76,  171, 

3.35,  361,  636 
LeMporrhcp^.  cachexia  ^xKTi     99 

-  from  endometritis     192,  387 

-  pigmentation  of  face  with    99 

-  with  pyosalpinx  . .  682 

-  pyuria  from      ..      675,  581 

-  urethritis  from  . .      182,  478 

-  from  uterine  congestion    387 
Leuksemia,  aches  and  pains 

in         . .         . .         . .  467 

-  albumosuria  with         16,  17 

-  amenorrhoea  in..         ..18 

-  ansemia  in  . .        99,  283 

-  aiicites  in  46,  46,  65 

-  basoi>hile  cells  in  . .     24 

-  bleeding  gums  in  . .     72 


Lntkctmia,  contd. 

-  blood  per  anum  in      . .     76 

-  cachexia  in        . .  . .     99 

-  Gharcot-Leyden  crystals 

in         102 

-  chloroma  related  to     . .     39 

-  chlorotic  antemia  in     . .     24 

-  chylous  ascites  from  50,  106 

-  chylous    fluid    in   chest 

from    . .  . .  . .   106 

-  chyluria  from    . .  . .     50 

-  cirrhosis  simulating     . .  273 

-  deafness  from    . .  . .   166 

-  cpistaxis  from  . .      221,  273 

-  luematemesis  in . .      266,  273 

-  hematuria  in    . .      276,  283 

-  iusmoptysis  in  . .         . .  287 

-  hemorrhages  in  . .  273 

into  middle  ear  in  . .  16C 

tongue  in       . .  . .  698 

-  jaundice  in         . .  . .  325 

-  leucocytosLs  in   64,  273, 

570,  672 

-  liver  enlarged  in         64,  374 

-  loss  of  we^ht  in  . .     99 

-  lymphatic,  age  incidence 

of         26 

anaamia  in      . .        25,  556 

ascites  in        . .         . .     51 

basophile  cells  In      . .     26 

Leukamla,  iymphttic,  blood 
chanom  In    ..        ..25 

(Plate  F)  . .     28 

blood    count    in    dia- 
gnosing      . .  . .  633 

change    of    temi)era- 

raent  in      . .         . .     25 

chloroma  allied  to, . .  566 

simulating  . .       ' . .  205 

colour  index  in         . .     26 

different  types  . .     26 

epistaxLs  in    . .  . .     25 

witliout  gland  enlarge- 
ment . .  . .     25 

hiemorrhages  in      25,  566 

into  tongue  in       . .  699 

inguinal     glands     en- 
larged in    . .  . .  679 

-  -  irritability  in..         ..     25 

jaundice  in     . .  . .   330 

lachrjrmal  glands  en- 
larged in     ..        25,  695 

leucocytosis  in  25,  61, 

66,  330 

without  leucocytosis       26 

loss  of  appetite  in    . .     25 

lymph  glands  enlarged 

in  26.    51,    55,    64, 

376,   556,  570,  632 

lymphocytes  in  25,51, 

66,  64,  274,  330,  632 

in  cerebrospinal  fluid  308 

Miculicz's  syndrome  in 

25,  G95 

myelocytes  in  . .     26 

nodules  in  liver  in    . .  374 

portal  glands  enlarged 

in     . .  . .  45,  51 

prognosis  in  . .  . .     26 

purpura  in     . .  . .     25 

first  sign  of  . .  556 

pyrexia  in       . .  . .     25 

salivary  glands  enlarged 

in      . .  . .        26,  696 

serous  inflammations  in    25 

simulated  by  lympho- 
cytosis       . .  . .     26 

spleen  large  in  25,  61, 

56,  650,  631 

Loukamla,  lymphatic,  tym- 
ptomt  of  . .    25 

visc'cral  glands  enlarged 

in 330 

-  malaria  Bimulating       . .   273 

-  marrow  hyporpliisia  in . .   707 

-  metrorrhagia  from    390.  392 
Leukamla,  mixod  forms  of    26 

-  rayolocytes  in    . .  . .     G4 

-  occipital  glands  enlarged 

in         . .  . .  . .   378 

-  rcdcma  of  logs  in       413,  415 

-  peripheral  neuritis  from 

61,  64 

-  plenrifio  effiLsion  in      . .   106 

-  portal  jrlamls  enlarged  in  325 

-  priapism  in         . .  . .   638 

-  prolonged  pyrexia  from  503 


Leukcpmia  ronia. 

-  pseiido   (see   Pseudoleu- 

kasniia) 

-  purpura  in         . .  . .  663 
Loukamla,  pyrexia  In  570,  572 

-  renal  infarct  in . .         . .       8 

-  rigors  in  . .      595,  596 

-  shortness  of  breath  from    87 

-  simulating    malignant 

peritonitis      . .         . .     61 

-  skodaic  resonance  in  . .  611 

-  spleen    enlarged   in    64, 

99,  273,  283,  570,  611 

-  splenic     annmia    simu- 

lating   273 

Leukamla,  iplenomedullary, 
blood  changefl  In      . .    24 

{Plate  IV)  ..     26 

count  in  diagnosing  632 

duration  of    . .  . .     24 

eoeinophilia  in  . .   219 

leucocytosis   in        65,  632 

myelocytes  in  28,  24, 

55,  274,  632 

pyrexia  in  {Fig.  4)  . .     25 

spleen  enlarged  in  24, 

55,  631,  632 

-  tenderness  of  bones  in 

467,  707 

-  thrombosis  in    ..         ..  411 

-  thrombotic  infarction  in  640 

-  tinnitus  from   . .         . .     723 

-  tongue  swollen  in         . .  698 

-  uric  acid  in       . .  . .  742 

-  effect  of  x-rays  in         . .     25 
I>eukoplakla,    carcinoma 

from    . .  . .      701,  739 

-  from  syphilis      ..      209,  739 

-  tongue  swollen  from    . .  698 

-  vulvBB,  age  incidence  of  701 

appearances  of  . .  194 

dyspareunia  from     . .  193 

Leukoplakia  vulva,  kraurosli 

dittlnoulihed  from    . .  701 

levator  ani  spasm  from  193 

pain  in  . .  . .   194 

vaginismus  from       . .  193 

vulval  swelling  from     699 

Levaditi's  stain,  for  spiro- 

chiBta  pallida  . .  701 

Levator    anguli    scapulae, 

nerve  supply  of        . .  50  i 

-  ani.  injiuy  of,  prolapse 

from    . .  . .  . .  538 

role  in  defsecation  127,  128 

spasm  of,  causes       . .   193 

dyspareunia  from. .  193 

vaginismus  from  . .   193 

-  palpebrsB.  spasm  of,  in 

Graves's  disease       . .  229 

siiperioris.  absence  of     542 

paralysis  of  (and  see 

Ptosis)     . .  . .  541 

Leyden,  myopathy  of     . .  135 
Lice,  genitAl  region  affected 

by       . .  . .  . .   540 

-  shoulders  affected  by  . .  640 

-  typhus  fever  spread  by  335 
Lichen    annularis,    fingere 

affecte<l  by    . .  . .   239 

-  planus,  arsenic  relieving  489 

hrov^'n  stains  from  . .  487 

Angers  affected  by  239,  240 

Lichen  planus,  general  ac- 
count of        . .     487,  488 

itchinff  in       . .      491,  6-10 

lips  affected  by         . .  306 

iniicules  in     . .  . .   383 

Lichen  planus,  papular  ec- 
zema distinguished 
from  . .  487 

-  -  papule  of  487, 491, 603,  756 

-  -  pityriasis  rubra  after    604 
pilaris  distinguished 

from    . .  . .  489 

prurigo    distinguishe<l 

from  . .  . .   490 

Lichen  planus,  psoriasis  dis- 
tinguished from    488,  603 

s\'pliilides  simulating    491 

verrura    plana    simu- 
lating . .  . .   488 

vesicles  in       . .  . .   766 

xanthoma    sinlulating  733 

-  ruber  planus,  papule  of  487 

Lichen  scrofulosorum,  gene- 
ral account  of  . .  488 


Lichen^  contd. 

-  urticatus,  eczema  simu- 

lated by          . .          . .  756 

itchinur  in        . .       540,  756 

Licheiiizatioii,  itching  in . .  640 

-  in  prurigo           . .          . .  490 

Lientery     . .          . .          . .  173 

Life    insurance    examina- 
tions,  albuminuria  at  15 

effects  on  heart     . .  2 

nephritis  discovered 

at             . .          . .  12 

polyuria  from        . .  535 

obesity  and   . .          . .  408 

preglycosuric  state  and  408 

urine  reduction  and . .  743 

Lifting  loads,  orchitis  from  67 
Ligament,  long  plantar,  cal- 
cification in  . .          . .  439 

-  plantar,  ossification  of. .  671 

-  round,  fibromyoma  of. .  681 
malignant  deposits  in 

060,  057 

-  Poupart's,  line  of         . .  074 

-  torn,  pain  long  after  . .  476 
Ligaments      affected       in 

osteo-arthritis            . .  346 

-  ossification  of   . .          . .  143 
Ligature  of  art<?ry,  pain  on  434 

-  neurotic,  oedema  from. .  411 

-  of  vessels,  gangrene  from  255 
Light,   intolerance  of  (see 

Photophobia) 

Lightning,  gangrene  from  255 

Lightning  pains,  described 
as  rheumatics  . .  440 

sporjtaneous  cessation 

of 719 

in  tabes  110.  315,  400, 

516,  609,  650 
Ligneous  thyroiditis  . .  168 
Limbs,  cliromidrosis  of  . .  655 

-  leprosy  erythema  of    . .   383 

-  lichen  s^-rofulosorum  af- 

fecting . .  . .   488 

-  pigmentation  of  . .   527 

-  pityriasis  rosea  affecting  604 
rubra  pilaris  affecting  489 

-  prurigo  affecting  . .   489 

-  psoriasis  affecting         . .  603 

-  seborrhoea  affecting     . .  602 

-  small-pox  affecting       . .   757 

-  syphilis  roseola  on        . .   383 

-  syphiloderms  of  . .  490 

-  tics  affecting     . .  . .   136 

-  xeroderma  affecting     . .  488 
Lime,  dermatitis  from     . .   756 
Lime-kilns,    carbon    mon- 
oxide poisoning  from  119 

Lime-salts,  in  stools         . .   170 

-  (and  see  under  Calcium) 
Limestone,  silicosis  from . .   288 
Lime-water,  in  bile  test  . .   744 

-  in  lia)matopor|>hyTin  test  744 
LIMPING  IN  CHILDREN    362 

-  from  hemiplegia  . .   251 

-  hip-joint  disease       362,  303 

-  infantile  paralysis         . .   251 
Limping,  list  of  causes  of  • .  382 

-  from  monoplegia  . .   251 
-osteoarthritis      ..  ..   347 

-  osteomyelitis      . .  . .   302 

-  pain  on  walking  . .   251 

-  paraplegia  ..  ..251 

-  psoas  abscess     . .  . .   713 

-  s.acro-iliac  disease. .   347,  680 

-  trench  feet         . .  . .   224 

-  tuberculous  arthritis     . .   347 

-  x-rays      in      diagnosing 

causp  of  . .  . .   303 

Linea  alba,  minute  hernia) 

aloncr  . .  . .  . .   050 

-  semilunaris,  minute  hernia) 

alonjj   . .  . .  . .   050 

LINE>E  ALBICANTES    ..365 
from  ascites  . .  . .     43 

-  atrophirte  . .  . .   365 
Linen,  stained  by  jaundiced 

urine    . .  . .  . .   324 

Lipins  in  ascitic  (Inid       . .     50 
Lipoma  of  abdorniial  wall  056 

-  in  axilla  . .      000,  067 

-  of  breast  . .  . .  080 

-  chronic     abscess     simu- 

lated by         ..       000,  007 

-  cystic  hygroma  simulatingr.OT 

-  of  face    . .  . .  . .   073 


LOCOMOTOR   ATAXY    —    LYMPHATIC    GLANDS 
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Lxvoniotor  ataxy  (see  Tabes 
DoTsalis) 

Lock-jaiw     (see    Tetanas ; 
and  Trismus) 

liOcke,  Dr.  Lindsay,  skia- 

Krams  by       . .      440,  531 

LockiniE;  of  joints  . .         . .  346 

liOin  filled  out  by  perine- 
phric abscees. .      352,  451 

-  oedema  of,  in  acute  ne- 

phritis..        ..  9,  412 

-  pain  in  (see  Pain  in  Loins ; 

Backache ;  and  Aching 

in  TiOins) 
Lftin,  tumour  In.  from  peri- 

nophric  lisioni        ..  353 
London,  ringworm  of      . .  247 

-  School  of  Tropical  Medi- 

cine     . .        28,  29,  30,  31 
Looff  plantar  ligament  439,  671 

-  thoracic  nerve  504,  505,  536 
Loose   cartilage   in    knee, 

limping  &t>m..         ..  362 
Lordosis,  abdomen  promi- 
nent from      . .         . .  156 

-  in  achondroplasia        . .  187 
"  from  congenital  disloca- 
tion of  hip    . .      156,  251 

-  in  contortionists  . .  156 
LoNoil^  genoril  account  of  156 

-  with  kyphosis  . .      155,  156 

-  from  myopathy  (Fig.  66)  156 

-  rickets 188 

LooB  of  appetite  (see  Appe- 
tite, Loes  of) 

-  weight  (see  Weight,  Loss 

oO 
Looenges,  eosin  in . . 
Lamhago,  a  form  of  my 

al^ia    . . 
>  iwin  in  the  back  from 

428,  438 

-  rectal  examination  in  . .  429 

-  sciatica  with  . .  438 

-  simulated      by      pelvic 

lesions 429 

spondylitis  deformans   715 

tomour  . .  429 

-  tendemesis  in  the  back  in  438 
of  spine  from . . 

-  vaginal  examination  in 
lAmbar  cushion    . . 

-  pain  (see  Pain  in  Tx>ins ; 

Backache ;    and  Ach- 
ing in  Loins) 
tmmbmr  ptexui  498,  499. 

-  puncture,  in  diagnosing 

cMise  of  pain  in  arm. . 

prolonged  pyrexia  563 

cerebral  tumour    . .  525 

'_  —  encephalitis  . .  525 

'■  —  general  parol  vsis  ..  243 

meningitis  117, 225, 

316,     511,     515, 
525,  566,  590,  640 

pachymeningitis    . .  525 

sarcoma  of  cord    . .  305 

sciatica       . .         . .  439 

spinal       meninsritis 

417,  439 

spotted  fever 

(and    see    Cerebro- 
spinal Fluid) 

-  region,    Jaoquet*s    ery- 

thema of 
Uiiiibir  region,  left,  organs 

contained  In  .. 
Lambor  region,  right,  or- 

CI  contained  In 
legmentf  of  cord, 
muscle  connections  of  499 
Lombricais,     affected     in 

ulnar  paralysis         ..110 

-  of  foot,  nerve  supply  of  498 

-  hand,  nerve  supply  of  . .  504 
root  innervation  of  . .  509 

-  paralvsii*  of,  talipes  from  114 

-  rdle  in  claw-hand        . .  190 
Long,  abscess  of  (see  Ab- 
scess of  Lung) 

-  actinomycosis     of     (sec 

Actinomycosis) 

-  aneurysm  ruptured  into 

287,  290 

-  aspeigillosis  of  (see  As- 

pergillosis) 

-  carcinoma  of     . .      287,  290 


713 
429 
412 


500 

442 


554 


401 
660 
660 


Lung,  cirrhosis  of  (see  Pneu- 
monoconiosis) 

—  compressed  by  aneurysm  431 
Lung-condKlons,  heart  ftill- 

ure  from  14 

—  congestion     of,     hsamo- 

ptosisdue  to  . .         . .  212 
from  mitral  regurgita- 
tion  212 

stenosis      . .         . .  216 

—  diseases,  heart  large  from    51 
pancreatitis  with      . .  100 

—  embolas  of  (see  Embol- 

ism, Pulmonary) 
Lung,  empyema  ruptured 
through   86,  168,  287, 
291,  531,  532,  643.  705 

—  engorgement    of,    from 

myocardial   degenera- 
tion      90 

—  fibroid,  albuminuria  from    14 
amphoric      breathing 

over  ..         .'.  210 

ascites  from!  ...        . .     46 

back  pressure  from  . .     46 

—  bronchial    breathing 

over  . .         . .  168 

bronchiectasis  and  14, 

111,  168,  216,  292 

bronchophony  over  . .  216 

bubbling  riles  in      . .  168 

—  cavernous    breathing 

over  . .         . .  216 

—  chest  of  affected  side 

shrunken  from  153, 

154,  216 

movement  defective 

with        ..         ..168 
outline  with  (/•j^.  79)  167 

—  -  Cheyne-Stokes  breatli- 

ing  from     . .         . .  108 

clubbed    Angers    with 

14,  111,  168,  216,  643 

—  compensatory  emphy- 

sema of  other  lung 
with  ..         ..  216 
cough  from    . .         . .  216 

—  cracked-pot  sound  over  216 

—  crackling  r&les  over. .  216 

cyanosis  from  . .  161 

deficient      movement 

over  ..         ..  216 

—  distinguished    from 

phthisis      . .         . .  216 

—  dyspnoea  from  ..  216 

—  epigastric      pulsation 

from  . .         . .  216 
foetid  sputum  with   . .  168 

—  hsemoptysis  from     . .  210 

—  heart  displaced  by  111, 

168,  206,  216,  299 

failure  from  14,  46, 

108,  161,  418 
intercostal         spaces 

narrow  with  . .  168 

Lung.flbroM,  list  of  causes  of  292 

liver  depressed  with. .  367 

nutmeg  liver  from  . .  334 

orthopnoea  from       . .  418 

osteo-arthropathy  from  352 

palpitation  from       . .  484 

pectoriloquy  over     ..  210 

Lung,  flhroM.  physical  signs 
of  168,  206,  292,  643 

j>olycyt>ja>-raia  with  . .  533 

precordial      pulsation 

from  . .  . .   210 
resonance       impaired 

over  . .      108,  210 
retraction     of     ciiest 

from  . .      108,  109 
ripht  ventricle  enlarged 

from  . .       215,  216 

si^oliosia  from         153,  210 

slioulder  drawn  down 

in 210 

lowered  with  . .   108 

Lung,   fibroid,   signs   and 

symptoms  of  ..        . .  216 
sinmlatcd     by     new 

prrowtli        . .  . .   104 

spinal  curvature  from  108 

sputum  from..  ..   210 

vesicular  murmur  im- 

paire«l  over  . .   108 

vocal     fremitus    over 

108,  210 


Lung^  fibroid^  contd. 

vomiting  from  . .  766 

Wassermann  test  with  292 

-  fluke        . .         . .         . .  645 

LUNG,  GANGRENE  OF  259 
(and  see  Gangrene  of 

the  Lung) 

-  glanders  affecting        . .     97 

-  growth     of,     aneurysm 

simulating      . .         . .  159 

bronchus  obstructed  by  169 

cyanosis  from  . .  159 

medixistinal     fibrosis 

simulating  . .         . .  159 
oedema   of   face    and 

arms  from  . .         . .  159 

pleuritic  effusion  from  159 

vena     cava    superior 

obstructed  by       . .   159 

x-rays  in  diagnosing. .  159 

Lung,  hepatic  abscess  rup- 
tured through  149,  287, 

291,  332,  370,  644,  705 

-  hernia  of 169 

pulsation  in    . .         . .  694 

-  hydatid  cyst  of         287,  291 

-  induration  of,  from  mi- 

tral stenosis   . .         . .  215 

-  infarction  of  (see  Infarct 

of  Lung) 

-  injury  of,  subcutaneous 

emphvsema  from      . .  203 

-  knife-grinder's  286,  288 
Lung,  new  growth  of     . .  104 

-  sarcoma  of  (see  Sarcoma 

of  Lung) 
Lung,  sporotrichosis  of  287, 

290,  292 

-  stonemason's     . .         . .  286 

-  vagus  branches  to  . .  148 
Lupoid,  multiple  benign  . .  405 
Lumpus  erythematosus,  age 

incidence  of  . .         . .  710 

atrophic  scarring  in  . .  242 

atrophy  of  ears  from . .  603 

baldness  from         71,  710 

Lupus  erythematosus,  char- 
acters of  . .  402 

cheeks  afl!ected  by    . .  603 

chilblains  simulated  by  602 

comedones  in . .         . .  602 

erysipelas  simulated  by  710 

erythema  from         . .  222 

face  affected  by       . .  247 

favus  simulating      . .  247 

fingers  affected  by  239,  240 

granulosis  rubra  nasi 

distinguish^    from  664 
Lupus  erythematosus,   le- 
sions of  . .  602 

lips  affected  by        . .  365 

lupus    vulgaris    simu- 
lating ..  ..402 

parts  affected  by      . .  602 

Lupus  erythematosus,  psori- 
asis distinguished  from  603 

rosacea    distinguislied 

from  ..         ..  242 

-  -  scaliness  in  242,  602,  003 
scarring  in     71,    247, 

002,  003 

sex  incidence  of       . .  710 

tenderness     of     scalp 

from  . .         . .  710 

-  vulgaris,  age  incidence  of 

179,  402,735,738 

Lupus  vulgaris,  apple-Jelly 
nodules  of      179,402. 

601,  738 
bone  never  eroded  by 

402,  735 

cartilage  eroded  by  . .  402 

crusts  in        . .  . .  001 

of  cheeks       . .  . .   179 

erection  from . .         . .  220 

epithelioma  simulating 

402,  422 

stjirting  from        . .   731 

linger  affected  by     . .  240 

Lupus    vulgaris,    general 
account  of  . .  735 

granulosis  rubra  nasi 

distinguished  from     654 
of    larynx    158,    199, 

287,  293 

of  leg 738 

leprosy  mimicking  403,  404 


LuftUA  vulijarii,  contd. 

lips  affected  by        . .  305 

lupus     erythematosus 

sinmlatinsr  . .  . .  402 
lymphatic    ^jlaiid     in- 
volved in    . .         . .  403 

nose  affected  by    179,  402 

of  palate        . .  . .   285 

pharynx         . .  . .   285 

rodent  ulcer  simulating  402 

scarring  in      . .  . .  402 

scrofoloderraia    simu- 
lating ..  ..402 

distinguished  fronx     569 

spinal  caries  and      . .  516 

syphilis  simulating 

402,  403 

tuberculous    ulcer    of 

palate  with  . .  588 
with  tuberculous  peri- 
tonitis. .          . .  . .     48 

Lying,  from  alcoholism  . .  405 
Lymphadenoma   (and    see 
llodgkin's  Disease) 

-  albuminuria  in  . .  . .     13 

-  anaemia  in         . .      329.  079 

-  ascites  in  . .  45,  51 

-  axillary  glands  affected 

by       380 

-  bronchiectasis  from      . .  292 

-  bronchus  stenosis  from     292 

-  cervical  glands  enlarged 

from    . .  . .  . .  379 

-  fibroid  lung  from         . .   292 

-  general     glandular     en- 

largement in  ..       61,  370 

-  hajmoptysis  in  . .  . .  287 

-  hiccough  from   . .  . .  308 
Lymphadenoma.  Hodgkin's 

disease  and    . .     377,  635 

-  inguinal  glands  enlarged 

in         . .  . .  . .   079 

-  jaundice  in         . .      325,  329 

-  lacluTrmal  glands  enlarged 

ih         . .  . .  . .   096 

-  large-celled  hyperplasia  in379 

-  leucopenia  in     . .  . .  301 

-  liver  changes  in. .  . .   374 
enlarged  in     . .      329,  374 

-  lymphoma  and..  ..   377 

Lymphadenoma,  lympho- 
sarcoma and  ■ .     377,  635 

-  Miculicz's  syndrome  in     096 

-  myelocytes  in    . .  . .     23 

-  occipital      glands      en- 

larged in        . .  . .   378 

-  orthpna?a  in      . .  . .  419 

-  pleuritic  effusion  in      . .  100 

-  portal  glands  enlarge<l  in 

46,61,325,329 

-  purpura  in         . .  . .  553 

-  pyrexia  in  . .  . .   079 

-  salivary  }.'latid.s  enlarpe<l  096 

-  simulating?        malignant 

peritonitb      . .         . .     51 

-  spleen  enlarged    an   51, 

329,  079 

-  thrombotic  infarction  in  040 

-  tuberculous  trlands  simu- 

lating . ,  . .  . .  378 

-  vocal  cord  pari^lysis  from  496 
Lymphangioma       circum- 
scriptum . .  756 

-  of  cord,  hernia  simulated 

by        082 

Lympliangitis,  blubber  lips 

from    . .  . .  . .   674 

-  from  dissection  wounds    240 

-  erythema  from  . .  . .   222 

-  of  penis  . .  . .  . .   473 

Lymphatic  glands,  abdo- 
minal, enlarged,  case- 
ous thoracic  glands 
with  . .  . .   308 

in  llodgkin's  dis- 
ease    . .  . .   036 

leukajmia  . .     61 

lymphadenoma..     61 

Lymphatic  glands,  axillary, 
anatomy  of    ..        ..666 

Lymphatic  glands,  axillary, 
enlarged  ..  380 

from   carcinoma 

380,  080,  087 

Lymphatic  glands,  axillary, 
enlarged,  general  ac- 
count of        . .     666.  667 


LYMPHATIC    GLANDS    —    MALTA    FEVER 


845 


488 
379 
379 

379 
379 
379 

360 
567 

567 

380 

380 

630 

7 

317,  630 
..  738 


49 


635 

.   51 

51 

380 

32 

379 

573 
379 


Lffmphalic  glands^  eontd. 
Lfinpluitic    otandt.    rail- 
maxillary,  MlargMi  . .  379 

in   diphtheria    . .  379 

epithelioma    379,  738 

-  -    -  -  lichen    scrofulo- 

sorum  with    . . 

-  from  quinsy 

-  in  scarlet  fever.. 

from  septic  abaorp 

tion 

- suppuration  of  . . 

from  tonBillitia  . . 

suppurating,    leuco- 

cytosis  with 

septicaemia  from  . . 

prolonged     pyrexia 

from        . . 
Lymphatic  oiandt,  supra- 
clavicular, enlarged  . . 

from     abdominal 

new  growth  . . 

carcinoma  coll  . . 

of  rectum 

stomach 

epithelioma 

Lymphatic   ghmd,    lupra- 
davicular,   cnhuvMl 
malignant  {Fig,  17)  . . 

•> left,  carcinoma  in 

107,  252,  253 

thoracic,   enlarged   in 

Hodgkin*s  disease. . 

leukiemia 

lymphadenoma 

tuberculous,  age  inci- 
dence of 

anaemia  with 

from  milk  . . 

obscure        pyrexia 

from 
phthisis  rare  with . . 

-  leakaimia  (see  T^eukamia ; 

and  Leukaemia,  I^ym- 
phatic) 

-  obstruction,    from    car- 

cinoma mammao 

elephantiasis  from   . . 

by  filaria 

-  —  oedema  from . . 

of  arm  from 

after  operation 

Lymphatics,      abdominal, 

obstructed,  chylous 
ascites  from  . . 

chyluria  from 

Lymphatltm,  general  ac- 
count of 

Lymphocytet.  in  cerebro- 
mlnal  fluid  120,  305. 

in  general  paralysis 

243,  306 

tabes  . .      116,  440 

-  in  Hodgkin*s  disease  ..     37 
Lymphocytet,  tau^c,  charac- 
ters of. •  22 

-  -  (Ptete  //,  Fig.  j)     . .     22 

-  —  increased    in   malaria 

335,  361,  362,  536, 

596,  637 

in  lymphatic  leuksemia    26 

relative  numbers  of. . 

.  in    leuknmia      64,  274,  632 

-  lymphatic  leuksemia    . .  330 

-  myelocytes  simulating. . 

-  numerous  in  children  . . 

-  in  pleuritic  effusion 

-  small       . .         iPlate  V) 

in  ascitic  fluid 

Lymphocytes,  small,  charac 

tors  of*  • 

in  leukaemia  . . 

Ijrmphatic  leukaemia  25,  51 

pernicious  anmmia   . .     24 

relative  numbers  of..     23 

in  tjTphoid  fever    361,  636 

Lymphocytes,  transitional     22 
Lymphocytosis  of  children, 

simulating    leuksemia 

-  in  Hodgkin's  disease    . . 

-  pernicious  anasmia 
Lymphoma,    generalized 

lymph-gland    enlarge- 
ment in 

-  Hodgkin's  disease  and . . 

-  lymphosarcoma  and 


411 
411 
411 
410 
411 
411 


50 
50 

382 

511 


Lymphosarcoma^  contd. 

-  cervical  glands  enlarged 

from 379 

-  cliloroma  related  to     . .     39 

-  eosinophilia  from         . .  219 

-  generalized  lymph-gland 

enlargement  in  . .  376 

Lymphosarcoma,  Hodgkin's 
disease  and    . .     377,  635 

-  jaundice  from    . .  . .   329 
Lymphosarcoma,    hfmph- 

adenoma  and..        ..  635 

-  of  mediastinum. .  . .  287 

-  portal    glands    enlarged 

from 329 

-  swellings   in   abdominal 

wall  in  . .  . .  655 

Lysis  in  pneumonia  . .  160 

-  typhus  fever  {Fig.  268)   638 


Malaria,  contd. 

-  cachexia    in    4,   13,  33, 

173,  274,  313,  413, 

-  characters  of  attack  of 

-  chattering  teeth  in 

breath- 


415 
.'JO 
30 


335, 


30, 
symptoms 


McBURNEY'sspot  451,454 
McCall    Anderson, 

psoriiisis  rupioides  of  601 
liackenzie,  on  extrasystoles  547 
Mackenzie    polygraph,    in 

heart  cases  . .  . .  544 
Macmillan  &  Co.,  Messrs., 

blocks  lent  by  . .  235 

Macrocheilia  . .  . .  698 

Macrocytes  (PkUf  //,  Fig.  B)  22 
Macrogiossia  . .         . .  698 

Macula,  cherry -red  . .  416 

-  white  patches  at  . .  416 
MACULES 382 

-  in  erythema  multiforme  489 
fourth  disease  . .   229 

-  German  measles        228,  562 

-  hsemosiderin  in . .         . .  382 

-  in  herpes  . .  . .  383 

-  lentigo 382 

-  leprosy    . .  . .      383,  403 

-  lichen  planus     . .  . .  383 

-  measles   . .  . .      228,  562 

-  pityriasis  rosea. .         . .  383 

-  syphilides  . .  . .  560 

-  syphilis  (/•j^.  170)         ..383 

-  tinea  versicolor . .  . .  383 

-  types  of' 382 

-  in  typhoid  fever  . .  382 

-  xanthoma  . .  . .  383 

-  xeroderma  pigmentosum  383 
Madura  foot  . .  736 
Magnan's  sign  ..611 
Magnesium     in    intestinal 

sand     . .  . .  . .   599 

I  -  phosphate,  deposit  of  . .  524 

. needles  of       . .  . .  524 

' solubility  of  . .         . .  523 

urine  cloud  from       . .       4 

-  rectal  concretion  from..  718 
Main  bote,  in  Friedreich's 

disease  . .         . .  140 

MAIN-EN-GRIFFE  ..   109 

-  (and  see  Claw-hand) 
Main  sucoulente,  insyringo- 

myelia  . .  . .  110 

Maize,  pellagra  and  . .  226 
Malaise,   from   abscess   of 

liver    . .  . .  . .  597 

in  acute  yellow  atrophy  273 


Cheyne-Stokes 
ing  in  . . 

-  chill  in    . . 

-  cirrhosis  and 
' simulating 

-  cold  stage  of 

-  collapse  in 

-  coma  in   . , 
1  -  death    from, 

preceding 
I  -  diazo-reaction  in 

-  double  tertian  . . 

-  English  . . 
I  -  eosinophilia  after 

-  erythema  in       . .      222, 

-  exhaustion  in    . . 

-  in  fen  districts  . . 

-  flushing  of  face  in 

-  gangrene  from  . . 

Malaria,  general  account  of 

29,  30 

,  -  general  wasting  from  . .     59 

-  hffimatemesis  in  265,  273,  274 


108 
568 
372 
273 
30 
30 
117 

30 
173 

30 
574 
218 
225 

30 
632 

30 
255 


273, 


30, 


325, 
with 


275 

284 

30 

30 

309 

309 

313 

632 

335 

29 

633 


273 

370 

770 

386 

29 

9 


30 
446 
463 

614 
335 


23 
23 
102 
28 
48 

22 

55 


Lymphosarcoma  of  csBcum  665  i  - 


23     -  from  phthisis    ..  ..  572 

-  in  poliomyelitis..         ..  140 
acuta  . .  . .  . .  509 

-  from  polymyositis        . .  464 

-  pyelonephritis    . .  . .  355 
Malar  flush  in  mitral  sten- 
osis     ..          53,  485,  704 

myx(Bdema  (Fig.  104, 

p.  234)         . .        38,  409 

-  process,  enlarged  in  acro- 
megaly . .  . .  237 

Malaria,    ab?3cess   of    liver 

simulated  by . .  . .  335 

-  acetonnria  from  . .       4 

-  acute  congestion  of  liver  334 

-  aestivo-autumnal,     cres- 
oentic  parasites  in   . .     31 

-  albuminuria  in  13,  31,   273 

-  algidity  in  . .  . .     30 

-  anaemia  in     21,  29,  33,  637 

-  ascites  in  . .  . .     46 

-  blackwater  fever  and  . .   284 

-  blood  changes  in       274,  637 
examination  in         . .  273 

films  in  diagnosing  . .   335 
brachial  neuralgia  and. .  442 


26 
64 
64 


376 
377 
377 


haematuria  in 
hasmoglobinuria  in 
headache  in 
hot  stage  of 
hyperacusis  in  . . 
hyperpyrexia  in 
impotence  from 
in  Italy  . . 
jaundice  in       273, 
kala-azar  confused 

-  distinguished  from  . . 
large  Ivmphocytes  in  335, 

361,  362,  536.  596,  637 

-  mononuclear  cells  in . .  568 
latent      . .  . .  . .     32 

no  leucocvtosis  in    335, 

'361,  536,  568,  596 
leucocytosLs  rare  in  . .  360 
leucopenia  in  361,  362,  370 
leukajmia  simulating  . . 
liver  abscess  simulatiiig 
361,  362, 
loss  of  weight  after 
mcnorrhagia  from 
mosquito  bites  and 
nephritis  from  . . 
oedema  of  legs  from  413,  415 
overwork  causing  attack  32 
pains  in  the  back  in     . . 

-  eyes  in 

-  limbs  in 
parasites  of  (PlaU>it  F/, 

XX  VI IT)   32, 

-  absent  after  quinine. . 

-  in  blood  in   27,  29,  31, 

32,    64,    225,    334, 

536,  568,  596,  637 
peripheral  neuritis  in  61,  64 
pernicious,  yellow  fever 

simulating  . .  . .  336 
pigment  granules  in  urine  31 
pigmentation  of  skin  . .  528 
polyuria  in  . .  535,  536 
prolonged  pyrexia  in  563,  568 
purpura  in         . .  . .  553 

pyeemia       distinguished 

from    . .  . .  . .  596 

pyrexia  in  . .      335,  574 

Malaria,  pyrexia  In,  types 

of  ..  28,  29,  30 

-  quartan  . .  . .  . .     29 

ring  form  of  parasite  in     31 

-  quinine  in         536,  596,  637 
in  diagnosing. .        31,  568 

-  quotidian  . .         29,  30 

-  relation  of  pica  to         . .     99 

-  rigors    in    29,   30,   225, 

594,  595,  596 

-  ring  and  crescent  forms 

of     (Plaies     VI     and 
XXVril^V.p.  32,614)    31 

-  septiciemia  simulated  by  568 
Malaria,  spleen  enlarged  In 

273,  274,  568,  631,  632,  637 

-  splenic     anaemia    simu- 

lating   273 

-  sweating  in        . .        30,  568 

-  temperature  charts  in  28, 

29,  30,  31 
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29 

32 

31 

722 

723 

632 

595 

31 

30 

32 
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586 

4 

18 
33 

173 
50 
60 
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Malaria,  contd. 

-  tenderness  of  sciilp  in  . . 

-  tertian     . . 
and  quartan  parasites 

distinguished 
ring  form  of  parasite  in 

-  thyroid  gland  enlarged  in 

-  tinnitus  from     . . 

-  in  tropics 

-  types  of  . . 

-  urobilinuria  in  . . 

-  weakness  in 

-  worry  causing  attack  . . 

-  yellow   fever   simulating  273 
Male  fern,  juurjdice  from . . 

Malformations   of   rectum 

(Fujs.  249-252) 
Malignant  disease,  aceton- 
uria  from 

amenorrhnpa  in 

antcniia  from . . 

cachexia  from     4,  33, 

chylous  ascites  from 

chyluria  from 

diazo-reaction  in 

(and  see  under  Carci- 
noma, Sarcoma,   etc.) 

-  peritonitis    (see    Perito- 

nitis, Malignant) 

-  pustule,  erythema  from 
Malignant  pustule,  general 

-  account  of 

(an(i  see  Anthrax) 

Malingerers,  p3'rexia  and. . 
Malingering,  ancurvsm  simu- 
lating .'.      432,  467 

-  aimria  and 

-  bullio  in  . . 

-  carcinoma  simulating  . . 
of     spine     simulating 

432, 

-  coloured  sweat  and 

-  coma  in  . . 

-  convulsions  in  137.  144. 

Malingering,  convulsive  fits 
In 

-  deafness  m 

-  epilepsy  simulated  by  . . 

-  erj'thema  from  . . 

-  by  external  applications 

-  fatigiie  in 

-  foaming  at  mouth  in  . . 

-  hajmatemesb;  and     265, 

-  hiomoptysis  and 

-  hysteria       distinguished 

from    . . 

-  insomnia  and      ..      321, 

-  ligature  and  crdema  from  411 

-  localized   cotjvulsions  in  144 

-  paraplegia  in      . .      514, 

-  perspiration  in  . . 

-  photophobia  and 

-  purpura  from     . . 

-  quivering  eyelids  in 

-  risus  sardonicus  in 
I  -  stertor  in 

-  trismus  in 
I  Mallein,  in  diagnosing  glan- 
I  ders 

'  Malpresentations,  dystocia 
I  from    . . 

,  -  early   rupture   of   mem- 
branes from  . . 

Malt  liijuors,  obesity  from 

Malta  fever  (and  see  Medi- 
I  terranean  fever) 

I arthritis  in     . .      340. 

I bacteria^niia  in 

bronchitis  in  . . 

i constipation  in 

, continued  fever  in    . . 

debility  in 

■ trastric  symptoms  in . . 

I  Malta  fever,  general  account 

Of  •  •  •  ■  *  • 

' goats'  milk  and 

headache  in   . . 

in  Mediterranean 

micrococcus  melitensis 

and  . . 

micro-organism  of  (see 

Micrococcus     Meli- 
tensis) 

orchitis  in 

pain  in  limbs  in    463, 

, perspirations  in 

rigor  rare  in  . . 


O'lO 


559 

310 


42 

97 

467 

714 
655 
144 
599 

147 

IfiO 
137 
222 
223 
599 
147 
260 
280 

350 
323 


518 
417 
525 
554 
137 
598 
147 
729 
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200 

200 
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466 
597 
4  66 
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466 
466 
466 

466 

466 
466 
466 

466 
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MEIGE'S    DISEASE    —    MENSTRUATION 


847 


I's    dtflsaie,    0M*rtl 
account  of  ..  226 

erythema  in  . .      223,  226 

febrile  attacks  in      . .  414 

■EUENA  (and  see  Blood 

per  Anum)     . .       75,  385 

-  in  acute  yellow  atrophy 

273,  333 
"  anaemia  from     . .  . .     3G 

-  from  ankylostomiasis  . .  521 
-cirrhosis..         ..         ..  371 

-  duodenal  ulcer     36,  75, 

271,  461 

-  from  ^il-stones  . .  272 

-  gastric  ulcer       75,  268,  269 

-  in  Henoch's  puri>ara  . .  343 
Hotona  neonatorum       . .    76 

-  from  portal  vein  tbrom- 

boeis    . .         . .         . .  272 

-  in  small-pox      . .  . .  272 

-  splenomegalic       polycy- 

themia . .         . .  633 

Melancholia,  catalepsy  and  598 

-  hearing  of  voices  in      . .  405 

-  hif;h  blood-pressure  with    81 

-  insomnia  from  . .  . .  322 

-  irritability  in     . .         . .  323 

-  k)^  of  appetite  and     . .     43 

-  mutism  in  . .         . .  624 

-  suicide  from      . .         . .  405 

-  the  unpardonable  sin  in  405 
Melanin  in  urine  . .  . .  374 
Helano(?en  . .  . .  745 
Melanotic  carcinoma  of  skin  730 

-  sarcoma    (see    Sarcoma, 

Melanotic) 
■otenuria,  omerel  account 
of  . .     745,  746 

-  (Plau  XXXIV)  ..   748 
Melon-seed  bodies,  in  teno- 
synovitis       ..         ..  152 

Membrana    propria,    per- 
foration in     . .  . .  423 

-  tympani  (see  Tympanic 

Membrane) 
Membranes,  adherent,  dys- 
tocia from      . .         . .  200 

-  early  rupture  of,  dystocia 

from 200 

Membranous  dysmenorrhoea 
(see    Dysmenorrhoea) 

-  rhinitis     (see     Rhinitis) 

-  vaginitis  (see  Yaf^nitis) 
Memory  changes  in  demen- 

vis  ••  ••  •■  aaf 

epilepsy  . .         . .     20 

hysteria  . .  . .     20 

-  defective,     in    general 

paraljTsLs  ..   1-16 

-  defects  after  fevers  . .  20 
■EMORY,  LOSS  OF  .19 
from  alcoholism  20, 

14G,  465 

frontal  lobe  tumour. .  727 

M^ni«^re*s  disease,  deafness 

from    . .         . .  . .   166 

■wiiero'i  dfnaM,  o«neral 
account  of    . .        . .  752 

headache  in  . .         . .  768 

from  syphiUs..         ..   166 

tinnitiis  from  . .  723 

vertigo  in       . .         . .  768 

vomiting  due  to       . .  765 

Meningeal  tuemorrhRge  (see 

Hflsmorrhage,  Meningeal) 
Meninges,  branch  of  vagus 

to        . .         . .         . .  148 

-  gumma   of,   bradypnoea 

from    . .         . .         . .     84 

-  spinal,  gumma  of,  allo- 

cheiria  from  . .         . .     17 

neoplasm     of,     allo- 

cheiria  from  . .     17 

-  not  tinged  by  jaundice  324 
Meningitis,  acute  bedsore 

from    . .  . .         . .  258 

-  albuminuria  with         . .     13 

-  basal,        hydrocephalus 

from    . .         . .         . .  511 

-  -  pupil  reacting  to  light 

but  not  to  accom- 
modation in  . .  551 

-  blood  culture  in  . .  566 

-  cerebrospinal,  acetonuria 

from    . .         . .         . .       4 

-  -  acute  general  tender- 


225 
525 


225 
566 

591 
729 
594 
225 


ness  in 


591 


Meningiti4,  cerebrospinal^  contd. 
Chcyne-Stokes  breath- 
ing from     . .         . .  108 

coma  from     . .         . .   117 

erythema  in  222,  225,  691 

green  vomit  in  . .  226 

headache  in  . .      225,  295 

hemipl^ia  from        . .  303 

herpes  facialis  in       . .  225 

hyperpyrexia  in        . .  309 

lumbar  puncture  in 

147,  225 

meningococci  in 

photophobia  from    . . 

purpura   in   225,   553, 

554,  591 

pyrexia  in 

pyrexial  crises  in 

relation    of    posterior 

basal  to 

rigidity  of  face  in     . . 

rigor  in 

somnolence  in 

vesicles  in      . .      225,  691 

-  choroid  tubercles  with. .  307 

-  coma  from         . .      144,  566 

-  constipation  in  . .  . .   128 

-  convulsions    from     120, 

144, 146, 146,  307,  511,  515 

-  deafness  from    . .  . .   166 

-  diphtheria  mistaken  for  590 

-  drowsiness  from  . .  566 

-  dyspepsia  simulated  by  315 

-  encephalitis  simulating 

120,  611,  591 

-  foreign  body  in  larynx 

mistaken  for  . .         . .  590 

Mooingltis,    general    tym- 
ptomi  of  . .  590 

-  gummatous,    dysarthria 

from    . .         . .         . .  627 

pain  in  the  face  from  447 

-  headache  from  120,  294, 

315.  323,  515,  525, 711,  768 

-  hemi|>legia  from  . .  306 

-  hypertension  of  cerebro- 

spinal fluid  witli        . .   304 

-  irritability  in     . .      316,  323 

-  Kernig's  sign  due  to    . .  315 

-  leucocytes    in     cerebro- 

spinal fluid  in  . .  305 

-  lumbar  puncture  in  dia- 

gnosing 147,  225,  304, 
307,  315,  417,  439, 
511,    515,    625,    566,    590 

-  in  malignant  endocarditis  567 

-  malignant     endocarditis 

simulating      . .         . .  567 

-  meningococcal,  age  inci- 

dence of         . .         . .  304 
arthritis  with  . .  340 

Meningitit,  meningococcal, 
general  account  of  590,  591 

hemiplegia  from    303,  304 

hydrocephalus  after. .  205 

liyperacusis  in  . .  308 

leucocytosis  with      . .  361 

lumbar    puncture 

diagnosing  . . 

pyrexial  crises  of 

recovery  from 

retracted  head  in 

temperature  chart 

tuberculous  simulating  590 

-  meningococci  causing  . .   305 

-  occipital  headache  from  295 

-  optic  neuritis  from    120, 

307,  515,  525 

-  pain  in  the  back  from. .  427 

-  paniplcgia  from  610,  514,  515 

-  photophobia  due  to     . .  315 

-  pneumococcal   305,  567,  590 

-  posterior  basal,  Cheyne- 

Stokes  breathing  from  108 

coma  from..         ..  117 

headache  from      . .  295 

hemiplegia  from   . .  303 

hyperpyrexia  in  309,  310 

relation  of  cerebro- 
spinal to. . 
rigidity  of  face  in . . 

-  pyrexia  with    145,  511, 

-  pyrexial  crises  in       310,  590 

-  retracted  head  from  295, 

323,  566,  589.  590, 

-  retroplmryngeal   abscess 

mistaken  for  . .         . .  590 


in 

..  304 
..  590 
..  590 
..  589 
in  591 


591 
729 
563 
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MeningiiU,  contd. 

-  rigors  rare  in     . .         . .  597 

-  simulated  by  otitis  media  202 

-  simulating  sinus  throm- 

bosis   . .         . .         . .  611 

"  sinus   thrombosis   simu- 
lating . .         120,  591,  597 

-  spinal,    atrophy    of    leg 

from    . .  . .         . .  499 

convulsions  in  . .   138 

crural         monoplegia 

from  . .  . .  499 

fever  in  . .         . .  138 

girdle  pain  in . .         . .  260 

lumbar    puncture    in 

417,  439 

meningococci  in       . .  417 

opisthotonos  in         ..417 

optic  neuritis  in       . .  417 

pain  in  head  and  neck 

in     . .         . .         . .   138 

part  of  cerebrospinal 

meningitis  . .         . .  417 

priapism  from  . .  538 

pyrexia  in      . .  . .  417 

sciatica  simulated  by  439 

simulating  tetanus  . .   138 

syphilitic         . .      2G0,  499 

Wassermann    reaction 

with  ..499 

-  squint  due  to     ..  ..316 

-  staphylococci  causing  . .  305 

-  stiff  neck  from         295,  649 

-  strabismus  from       323,  516 

-  streptococci  causing     . .  306 

-  suppurative,      due      to 

bacillus  coli  . .  . .  590 

diphtheriae  . .  590 

from  cavernous  sinus 

thrombosis  . .  229 

-  CJheyne-Stokes  breath- 

ing from     . .         . .  108 

coma  from     . .         . .   117 

first  sign  of  . .  118 

hemiplegia  from        . .  303 

hyperacusis  in  . .  308 

hyj)erpyrexia  in        . .  309 

due       to       influenza 

bacillus       . .  . .  590 

leucocjrtosLs  with       . .  361 

lumbar    puncture    in 

147,  511 

from  otitis  media     . .     84 

photophobia  from    . .  525 

prognosis  in  . .  . .  590 

rapid  pulse  with       . .     84 

retracted  head  in      . .  589 

due  to  typhoid  bacillus  590 

Meningitis.       luppuratlve, 
various  causes  of      ..  590 

-  tache  c/;r<:'brnle  in         . .   7(»2 

-  tendcrnessof  iK'alp  in  710,  711 

-  tuberculous,       abdomen 

retracted  in   . .          . .  566 
jige  incidenco  of       . .  590 

-  -  Biofs  breathing  in . .  84 

l)radycardia  from     . .  84 

hradypnoja  in           . .  84 

from  caseous  glands . .  386 

Chcyne-Stokes  breath- 
ing from     ..      108,  147 

in  children      . .  . .     84 

choroidal  tubercles  in 

516,  590,  640, 

coma  from     ..      117,  147 

convulsions  in  . .   566 

duration  of    . .  . .   566 

Meningitis,    tuberculous, 

general  account  of  . .  590 

headache  in  566,  574, 

690,  640 

hemiplegia  from        . .  303 

hyperacusis  in  . .  308 

hyperpyrexia  in    309,  310 

irregular  pulse  with..  147 

leucocytosis  with  360,  361 

no  leucocytosis  in     . .  640 

lunihur    puncture    in 

147,  511,  640 
l3'mphocytes  in  cerebro- 
spinal fluid  in        . .  305 

after  measles. .         . .  385 

meningococcal     simu- 
lating . .  . .  590 

optic   neuritis  in  566, 

590,  640 
paralysis  in    . .         . .  566 


Meningitis,  tubtrctdous.  contd, 

photo|)hohia  from     . ,   525 

prognosis  in  . .  . .   590 

prolonge<i  pyrexia  in    566 

pvrexia  from  117,566, 

574,  590 

retracted  liead  in    589,  640 

rigidity  of  face  in     . .    729 

stjuint  from    . .  . .    117 

taohe  c6r6hrale  in      . .    702 

tacliycardiii  from      . .     84 

t.vphoid  sinuilated  l)y  566 

simulating  . .  . .   565 

unilateral   convulsions 

from  ..  ..147 

vomitini;    from     574, 

590,  640 

-  unilateral  paresis  from, .   118 

-  vomiting  from  120,  148, 

307.     315,    323,     511. 
515,     525,     571.     590. 

640.   765,   768 
ileningocele,  dystocia  from  200 

-  exophthalmos  from      . .   229 

-  paraplegia  from  . .   51o 

-  pulsation  of        ..  ..   23o 

-  puncture  in  (li:ii,'n(»sing     230 

-  situation  of  (Fi'j.  102). .   230 
Meningococci,    in   cerebro- 
spinal fluid     . .      305,  590 

-  (Plate  XXVIII)  ..614 

-  within   leucocytes         . .   591 

-  meningitis  froni        146, 

225,  305,  590 

-  in  otitis  media  . .  . .   422 

-  spinal  meningitis  . .  417 
Meningomyelitls,  acute  bed- 
sore from        . .          . .   258 

-  gangrene  from  . .  . .  255 
Meningomyelocele..  ,.  694 
Menopause,  eplstaxis  at..   221 

-  flushing  at  . .  . .   241 

-  hypothyroidism  at        . .   409 

-  male,  priapism  from     . .   538 

-  menorrluuria  at  . .   387 

-  metrorrha;,'ia  at  . .   390 

-  nervous  symptoms  al..   409 

-  noises  in  ears  and         . .   723 

-  obesity  at  . .  . .   409 

-  phantom  tumour  at  45,  691 

-  thyroid  extract  beneficial 

at         409 

MENORRHAGIA  ..  .385 

-  aniemia  and       . .        .'J2,  387 

-  from  arteriosclerosis     . .   388 

-  calcium  and       . .  . .   387 

-  chilblains  and    . .  . .   387 

-  from  cirrhosis    , .  . .   387 

-  cold  hands  and . .  . .   387 

-  from  constijiation         ..   387 

-  dead  finsjers  and  . .   387 

-  distinction  from  nietror- 

rh:igia  .  .   386 
metrostaxis    . .  . .   386 

-  from  emphysema  . ,   387 

-  endometritis      185,  192,  387 

-  exanthemata      . .  . .   387 

-  pxcessiveovarian  activity  387 

-  fibroid      ..         391,  C88,  689 

-  in  Graves's  disease        . .   388 

-  from  hasmophilia  . .   387 

-  heart  disease     . .  . .   387 

Menorrhagia,  list  of  causes 
of        386 

-  at  menopause    . .  . .   387 

-  from  prevention  of  con- 

ception . .  . .   388 

-  at  puberty         . .      387,  392 

-  from  purpura     . .  . .   387 

-  with  retroversion  . .   387 

-  salpingo-oophoritis  and 

387,  690 

-  from  sarcoma  of  uterus  387 

-  scurvy     . .  . .  , .  387 

-  sexual  excess     . .      388,  392 

-  subinvolution     . .  . .  387 

-  tight  lacing        . .  . .  387 

-  treadle  machine  . .  387 

-  uterine  congestion        . .  387 
Menses,  excessive  (see  Men- 
orrhagia) 

Menstruation,  age  of  start- 
ing      . .  . .  . .     17 

-  calcium  and       . .  . .   392 

-  excessive     (see     Menor- 

rhagia) 

-  flushing  with     . .  . .   241 


MICTURITION    —    MOORE'S    TEST 
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JtichiritioM,  inerfosfd^  contd. 

in  reiial  colic  . .  39t 

—  -  —  lesions         . .         . .  575 

retrovert«d        gravid 

uterus         . .         . .  394 

salpingitis  . .  39-1 

small  meatus .  4         ..  394 

stricture         . .         . .  534 

tubercjlous      bladder 

471,  534,  579 

kidney       277,  279, 

282,355,393,577,579 

ureter  . .  . .  473 

ulceration   of   bladder  580 

undue  acidity  . .   7-12 

ureteric  calculus    472,  578 

-  ureteritis        . .         . .  472 
uric  acid  and . .         . .  742 

-  vaginal     examination 

in  detecting  cause . .  394 

-  from   v^cal  calculus 

2?2,  471,  679 

-  -  irorms. .  . .  394 

-  interruption  of,  by  stone 

in  bladder     ..      181,  282 

nretliral  calculus  282,  469 

>  Inroluntory,  in  epilepsy  143 

-  muscles  of,  nerve  supply 

of         499 

-  nervous  control  of       . .  397 
■tetarttloii,  night  frequmcy 

01  9v9 

-  iioctnmal,  with  arterio- 

sclerosis 12 
granular  kidney        . .     12 

Mictviitioii,  normal  featurtt 

■teliiritlon,  painful  pmsral 
account  of    466.  470.  471 

(and    see     I'ain     on 

Hicturitioii) 

-  precipitate,  from   spinal 

cord  lesions    . .         . .   3i4 

-  scalding  on,  from  bacteri- 

uria  . .         . .     70 

in  gonorrhoea  182,  700 

Mieturttion  ttirougii  fittula  387 
Micalicz's  tyndromo 

(Fiff.  3)  25,  665 

MU-kraln  iMion.  facial  pv- 
alyali  witli     . .       .463 

-  tumour  of,  deafness  from  166 
md-brain.  tumour  of.  signs 

of       727 

Middle  cerebral  artery  (see 
Artery,  Middle  Cere- 
bral) 
Viddle-ear  disease  (see 
Otitis  Media,  and  Otor- 
rhcea) 

hemorrhage  into      . .  IGG 

Midwives,  chaiicre  of  finger 

in        . .         . .         . .  240 

Migraine,  acetonuria  in  . .       4 

-  amblyopia  from  . .  759 

-  aphasia  in  . .  626 

-  blindnetas  in       ....  762 

-  central  scotoma  in    759,  760 

-  glaucoma  simulating  . .  233 

-  headache  in      296,  316,  762 
^  hemianopsia  in         301,  302 

-  hemicrania  in    . .         . .   760 

-  hyperacnsis  in  166,  308,  309 

-  from  Iiypermetropia    . .  446 

-  indigestion  simulated  by  316 

-  monocular  blindness  in     759 

-  periodicity  of  attacks  of  316 

-  photophobia  in . .         . .  525 

-  polyuria  from    . .         . .  535 

-  quadrant  hemianopia  in  759 

-  ring  sootoraa  in . .         . .  759 

-  sick  headache  and        . .  526 

-  sickness  in         . .  . .   762 

-  tinnitus  from     . .         . .   72.1 

-  unilateral  headache  in . .  294 

-  vertiiro  in  . .  . .   752 

-  vomiting  in        . .      760,  765 

-  xanthoma  planum  with  732 

MUiaria 654 

Miliaria  rulira.  notos  on  . .  755 
Milium       1H9 

-  colloid     . .  . .  . .   733 

«!kin  tumours  from  . .  732 

-  papule  of  . .  . .  487 
MiUc,  caseous  glands  from 

308,  385 

-  colic  from         . .         . .   117 

D 


-  I 


J/t/ir,  eonld. 

-  goats',  Malta  fever  and    466 
Mediterranean  fever 

from  . .         . .  566 

-  in  rcnnin  test    . .  . .  320 

-  spontaneous  discharge  of  181 

-  ill  test  meal       . .         . .  317 

-  tinged  in  jaundice        . .  324 

-  tinncij,  scurvy  from     . .     72 

-  transmission  of  bromides 

in        . .         . •         . .     98 
iodides  in       . .         . .     98 

-  tuberculosis  from         . .  768 

-  tuberculous  glands  from  379 

peritonitis  from        . .  631 

Milkers,  cow-pox  in         . .   240 

-  cramp     . .         . .         . .   151 

Mllicy   urlno,   from   plios- 

pliates  ..  524 

Mliroy's  disoaso  (Fig.  179)  414 

dedema  of  one  leg  iu 

(Fig.  177,  p.  411)..  415 
Mimicry,  nervous,  of  arth- 
ritis    . .         . .         . .  350 

Miners,  nystagmus  in      . .  407 

-  phthisis    (see    Phthisis, 

Miner's) 
Mines,  workers  in,  anky- 

lostomum  in  . .         . .     81 
Mirror,    in    distinguishing 

trance  from  death    . .     85 

-  maken«,  mercurial  ism  in     33 
Mirth,    exaggerated,    from 

lenticular  degeneration  238 
MUcarringe  (see  Abortion) 
Mitral  area,  bruits  in  (see 

Bruits) 
definition  of  . .         . .     89 

-  disease,  bruits  of  . .       2 

gastritis  with . .  . .     43 

losi  of  appetite  with. .     43 

pain    in    epigastrium 

from  . .  . .  437 
passive  congestion  of 

liver  in        . .  . .  437 

polycy thfflmia  with  . .     34 

pulmonary  second  sound 

with  . .  . .       2 

-  endocarditis,  distinction 

from  mitral  stenosis. .       2 

-  regurgitation,   from   ad- 

herent      pericardium 

89,  90.  211 

albuminuria  from  210,  211 

from  alcoholism        ..  211 

aorti(?  disease   46,  89, 

90,  211,  212,  288,  368 

arteriosclerosis  89,  90,  212 

aacitert  from    46,  210,  211 

from  atlilete's  heart..   214 

back- pressure  from  46,  212 

berieliteil  by  rest  and 

diu:italis       . .  . .   214 

bruit  of  68,  210 

cardiac    impulse    dis- 
placed from  . .  210 

-  cardiorespiratory  bruit 

simulating  . .  . .  190 
Mitral  regurgitation,  causes 

of  2,211 

Mitral  regurgitation,  charac- 
ters of  Bruit  witii      . .    86 

after  chorea  . .         . .     89 

from  chronic  nephritis  298 

rlubbod  firicers  from     1 1 1 

conj.'ostion  of  fiice  from  21u 

couirh  from    ..         ..210 

Mitral  regurgitation,  from 
dilatation  of  left  ven- 
tricle   ..  88.  211,  212.  298 

dyspmi'a  from  . .   210 

from  endocarditis     ..   211 

epiuHstric    pulsation 

from  ..         ..  210 

from  fiitrv  hc:irt      81»,  211 

lihroi.i  hem  ..        H9.  211 

Mitral  regurgitation,  general 
account  of  . .  216 

from  ^riinular  kidney  211 

ha^njopiyiis  from       ..   210 

heart  enlar^'oJ  with  89,  210 

failure  from         46,  418 

from     hi^'h     blood- 
pressure      ..  ..211 

liyclrothorax  from     ..   211 

from    infective    endo- 
carditis      . .  . .   211 


Mitral  regurgitation,  contd. 

interstitial  nephritis  89,  90 

pulsatile  liver  from  . .  211 

left  ventricle  enlarged 

,  from  ..         ..206 

liver  enlarged  from  . .  210 

loud  pulmonary  second 

sound  with  . .       1 

with  mitral  stenosis. .     95 

from  myocardial 

changes  53,  89,  90,  211 

nutmeg  liver  with    . .  368 

(cdema  from         210,  211 

orthopn(Ba  from       ..  418 

palpitation  from  210,  484 

I with  pericarditis  211,  213 

I polycythsBmla  with  . .  533 

; precordial  bulging  with 

'  89,  210 

' pulse  irregular  with. .  210 

I after  rheumatic  fever    89 

' site  of  impulse  with . .  299 

:  -  -  thrill  from     . .      210,  720 

I tricuspid  regurgitation 

I  from  ..         ..211 

;  Mitral  regurgitation,  various 
I         causes  of  . .    88 

!  -  stenosis,  accentuated  pul- 
I  monary  second  sound 

in         ..     1,  95,  28S,  289 

acute     dilatation     of 

!              stomach  in..         . .  173 
—  after  acute  endocardi- 
tis     211 

aaite  rheumatism  and 

486,  704 

after  acute  rheumatism    53 

age  incidence  of       . .     96 

ante-mortem  clot    in 

heiu-t  from . .         . .  289 

aortic  disease  with  . .  209 

apical   diastolic   bruit 

from  . .  . .     93 

ascites  with      46,  53,  694 

atheroma  of  pulmonary 

artery  from  216, 289,  291 

auricular  extrasystoles 

in     . .         ..  ..  517 

: fibrillation  in       91,  518 

bronc)iiecta.sis  from  . .  292 

bronchus  stenosed  from  292 

'  Mitral  stenosis,  bruito  of 

{Fig.  39)  . .     64 

, without  bruit     2,  53,  485 

■ cardiac  dullness  in  216,  289 

' impulse  displaced  in  216 

I cerebral  embolism  from 

,103,  301 

after  chorea  ..  ..63 

i chorea  from  ..         ..701 

clubbeil  fingers  from     111 

, congestion  of  the  lungs 

from  . .  . .  215 

difiiculties  in  diagi losing  53 

I digitalis  f or    . .         . .     53 

I dIsippeiuTincc  of  bniit  548 

I thrill  of      . .         . .  518 

j distinction  from  endo- 
carditis      . .         . .       2 

' epigitstric  pulsation  in  216 

fiwies  in  (/'/«//•  17  .1)     53 

I fibroid  lung  from     . .  292 

I forces  causing  bruitj?  in     94 

luDinoptysis  from  149, 

'  286,  288,  289 

. heart  failure  from   1 1, 

46,  53,  55,  418 

hemiplegia  from    303,  301 

' high       bloo<i-pres.sure 

with  . .  11,  55,  81 

livpothcrmia  in  (Fig. 

■  112)  ..         ..  311 

induration  of  the  lungs 

from  . .  ..215 

infarction  of  lung  from  289 

' irregular  heart  wHh    2,  91 

left     auricle    hyper- 

trophie«l  from        . .   292 

anddilatcvl  from  215 

, ventricle  not  large  in     91 

llvidity  with  . .  . .  694 

' malar  fiush  from   485,  704 

, niid-diastolic  bruit  in     94 

I mistaken   for  emphy- 
sema . .         . .     15 

' mitral     regurgitation 

with  . .  . .     95 


Mitral  stenosis^  contd. 

myxoRdema  simulating    38 

nephritis  simulating. .     55 

nutmeg  liver  with  334,  694 

(e<lema  of  legs  with. .  694 

orthopncBs  with    418,  694 

palpitation  from       . .  484 

panting  from..  ..     14 

paroxysmal        tachy- 
cardia from        548,  549 

polycythnimia  with 

632,  533 

polyuria  in     . .  . .  535 

precordial  pulstition  in  216 

I)resystolic  bruit  with 

53,  93,  216,  289,  720 

pseudo-bradyoardia  in     82 

pulmonary     a[ioj)lexy 

from  ..  ..289 

embolism  from      . .  289 

regurgitation     from 

93,  217 

thrombosis  from  .  .*  289 

pulsating  liver  with..  694 

pulse  fast  and  irregular 

in     . .  . .  . .     53 

irregular  in  14,  55, 

81,  216 

reduplicated   second 

sound   in    95,    216, 

288,  588 

right  ventricle  enlarged 

from  . .  . .  215 

second  sound  inaudible 

in     . .  . .  . .     95 

see-saw  impulse  with     54 

Mitral  stenosis,  signs  of  . .      2 

site  of  impulse  with. .  289 

slapping  first  sound  in 

2,  95,  216,  289,  485 

sputum  in      . .         . .   149 

systolic  bruit  in     95,  216 

tachycardia  from  703,  704 

-  -  thrill  in  . .      216,  720 

tricuspid  stenosis  with  694 

vocal    cord    paralysis 

I  from  . .  . .  495 

Mo«lesty,  blushing  from  . .  241 
Moebius,  myopathy  of  . .  135 
Moebius's  sign  . .  215,  228 
Molar,  uncrufttcd,  pain  in 

jaw  from        . .  . .  462 

ski:igram  iu  diagnosing  462 

Mole,  epithelioma  starting 

from    .....  . .  731 

-  hairy,  over  spina  bifida  511 

-  hydatidiform,         blood- 

stained dlscliarge  from  186 

chorion-epithelioma 

after  . .  . .  391 
microscope    in    dia- 
gnosing      . .  . .   186 

-  sarcoma    starting    from 

.179,  381,  731 

-  tubal       . .         . .  . .  393 

Molimhia    . .         . .  17,  18 

Moliities   ossium,    general 

account  of  . .  . .  242 
Moliuscum     contagiosum, 

characters  of . .        .  ■  732 

keratosis      follirnlaris 

simulating  . .  . .   733 
skin  tumours  from  . ,   732 

-  fibrosum  (/-'tV/.  291)       ..711 

of  vulva  . .  .  .    702 

Mongolism  {Fig.   i«0)    l«»(i,  237 

-  double-jointed  tliuinbs  in  191 

-  fint  occiput  in   . .  . .   190 

-  heart  disease  with        ..    191 

-  knock-knee  in   . .  . .   191 

-  ton^Mie    swollen    in    190,  698 

Monopiegia,  braciiial  561,  562 
Monoplegia,  braciiial,  iiys- 

terical  . .  563 

Monoplegia,  crural,  general 

account  of     . .         . .  486 

-  from  dilli -nil  labour   ..  113 

-  hysterical  . .  . .  141 

-  limping  from      . .  . .  251 

-  from  ineriiiii.'eal  hicmor- 

rhatre  . .  . .  . .   113 

-  spiistic,  ififantile  . .  132 
Montgomery's  fjlan-l,  swollen, 

in  pret»nariry.  .  . .  436 
Moore's  test,  alkapton  and  262 
iridioan  and    . .          . .   262 

Moore's  test  for  sugar     . .  262 

5& 


MYELOCYTES 


NECK 


861 


MiftUc^s,  rontd. 

-  neacrophile  . .     23 

-  in  per.iicioas  ansa.uia   . .     iZ 

-  poljmorplioauctear  celb 

simuUtia^  . .     23 

-  ia  splenic  a:ue  nia        . .     55 
Mjeloid  3'.ircomi  (see  ^m- 

coma.  Myeloid) 
lljelomaca,     albumoaurla 

with  • .  17 

Hjlabm,  bulla  from  i)7 

■yvcardiil    chanoM,    ae- 

eMint  Qf  ..14 

age    incidence  of     . .     9U 

from  alcohol  . .  . .   701 

ascites  from  . .         . .     46 

back-pressure  from  . .     46 

€?heyne-Stokes  breath- 
ing from     . .         . .   108 

digicali£  and  . .  . .  485 

dyspepsia    simulatitig  485 

dyspnoea  from  . .  300 

e:u?orged   lui^s    from     S»0 

first  sound  like  second 

in     . .         . .         . .     88 

gallop  rhvthm  with  . .   300 

heart  block  with       . .     83 

heartburn    simulatifig  2J7 

-  heart  failurt  from  14, 

46,  108 

heart  impulse  displaced 

with        ..  ..299 

large  from  . .         . .     54 

insomnia  from  . .  321 

irregular  heart  from . .     88 

pulse  from . .         . .  300 

-  -  liver  enlarged  from  . .     90 
mitral     regurgitation 

from  2,  89,  90,  211 

Myocardial  changts,  rnodt 
of  attinatlnO"        ••    89 

Nauheim      treatmeit 

and  . .         . .  . .  485 

-  -  nutmeg  liver  from    . .  368 

oedema  from  . .        90,  300 

in  old  people. .         . .     85 

palpitation  irom    300, 

484,  485 
rheumatic      ..         ..701 

-  shortne^    of    breath 

from  85,  90 
simulating     adherent 

pericardium  . .     54 

Myocardial  diangM,  soma 
formt  of        . .     4«4,  485 

syncope  from  . .  300 

systolic  bruit  from  89,  300 

-  -  from  sypbiUs. .         . .   701 

-  -  tachycardia  from      . .   704 

varieties  of    . .         . .     46 

(and  see  Heart,  Fatty  ; 

and  Heart,  Fibroid) 
Myocardttiik    general    ac- 
count of  ..  212 
•  -  pain  in  the  back  from  . .   716 
parenchymatous,     acute 
'    dilatation     of     heart 
from    ..         ..         ..  214 

in  acute  fevers         ..  211 

Myocardium,  etironic  affM- 

tiont  of  . .    53 

Myocardium,   dimMS  of, 

ooneral  account  of  . .  212 
'  rheumatic  nodules  in  . .  405 
Hyoclonut . .  136,  137 

-  chorea  electrica  and     ..   137 

-  localized     convulsions 

from    . .  . .  . .   144 

-  p»^thyroid  glands  and      137 
Myokymia,  in  intermittent 

claudication   . .  . .  441 

Myoma  cutis         . .  . .   732 

Myopathy,  age  incidence  of    60 

-  arm  involved  by  . .  609 

-  atrophy  of  muscles  in  60, 

509,  514,  583 

-  deep  reflexes  in . .         . .     59 

-  drooping  eyelids  in     . .   235 

-  dysarthria  from  . .  628 

-  exophthalmos  in  . .  235 
Myopathy,  faciei  of  {Figs. 

109,  110)        ..         ..235 

-  fam^ily  history  in       509,  512 

-  fibrillary  contractions  in  504 

-  no  fibrillary  contraction  509 

-  fibrillary       contractions 

rare  in  . .         . .  135 


Myopathy,  contd. 

-  Friedreich *s  ataxy  simu- 

lating   60 

-  infantile  . .  . .      510,  513 
paralysis  simulating..     60 

-  juvenile  ..  ..      510,  513 

-  knee-jerk  lost  in  . .   358 

-  Landouzy-Dejerine  type  514 

-  limping  from     . .         . .  362 

-  lordosis  from      {Fig.  66)  156 

-  orbicularis   palpebrarum 

weak  in         . .         . .   235 

-  paraplegia  from  . .  510 
Myopathy,  peripheral  neu- 
ritis dittinouishMl  from 

513.  514 
simulating  . .  . .     60 

-  plantJir  reflex  in  . .     68 

-  pouting  lips  in  . .  . .  235 
Myopathy,  pieudo-hyper- 

trophic  113,  509,  510,  513 

climbing  up  self  in  113,  251 

waddling  gait  in        . .  251 

-  no  Il.D.  In  59,  509,  513 

-  reflexes  in  . .  . .  513 

-  rire  en  travers  in         . .   235 

-  scoliosis  from     . .      153,  154 

-  shoulder    involved   by     509 
Myopathy,  some  account  of  513 

-  synonyms  for    . .  . .    135 

-  talipes  in  . .  . .   113 

-  Tootli's  paralysis  distin- 

guished from..  60,  113 
Myopathy,  types  of  59,  135 
Myopia,  crescents  in    415,  418 

-  nyctalopia  from  . .   763 

-  optic  disc  in  {Plate  XIX)  416 

-  pupil  large  with  . .  551 

-  strabismus  from  . .  649 
Myositis,    from    cold    and 

damp  . .         . .         . .  475 

-  infective      peri -arthritis 

and      . .  . .  . .   475 

-  from  injury        . .  . .  475 

-  intercostal,     tenderness 

from    ..         ..      706,  707 

-  interscapular  pain  from  461 

-  occupation  neurosis  simu- 

lating . .  . .  *  . .  476 
Myositis  ossificans  ..  143 
trismus  simulated  by     729 

-  pain  in  the  limbs  from. .  463 

muscles  from . .  . .  464 

the  shoulder  from    . .  474 

-  rheumatic,  torticollis  from  142 
Myositis  of  shoulder  rralon  475 

-  tenderness  of  sphie  from  713 
Myotonia    atrophica    (and 

see  Myopathy)         . .  135 
Myxcedema,  adiposis  dolo- 
rosa simulating         . .  410 

-  age  incidence  of  . .   414 

-  albuminuria  in  . .        38,  414 

-  amenorrhoea  in..        18,  388 

-  anwmia  in  . .         . .     38 

-  apathy  in  . .  . .   234 

-  broad  features  in       409,  537 
hands  and  feet  in     . .   410 

-  cerebral    tumour    simu- 

lated by         ..         ..38 

-  coarse  skin  in   . .  . .  234 

-  coma  in  . .  ,.     117,  119 

-  cyanosis  in        . .  . .   234 

-  delusions  in       ..  ..119 

-  depression  in     ..         ..119 

-  diabetes  insipidus  and. .   537 

-  dry  skin  in        . .  . .   537 

-  ears  thick  in      . .  . .   234 

-  excitation  in      ..  ..119 

-  eyebrows  defective  in  . .   234 

-  eyelids  puffy  in. .  . .   234 

MyxoBdema,  fades  of  {Fig. 

104)  234 
in  diagnosing. .  ..   119 

-  falling  of  hair  in  . .   409 

-  fatty  masses  in  . .  . .   234 
MyxQBdema,  general  account 

Of  WW 

-  hair  in    . .  . .  . .     .H8 

scanty  in        . .  . .   234 

-  lieart  disease  simulated 

by        . .  . .         38,  414  | 

MyxoBdema,    hypotliyroid- 
Ism  and  . .  409 

-  incre.isini:  stoutness  in. .  409 

-  intellect  dull  in  234,  409,  537 

-  leucocytosis  in  . .  . .   360  j 


Myxcedema^  contd. 

-  lips  swollen  in    . .  . .   234 

-  loss  of  strength  in       . .  409 

-  malar  flush  in  38,  {Fig. 

101)  234,  409 

-  mental  changes  in  . .  38 
symptoms  in..         ..  119 

-  mitral  stenosis  simulated     38 

-  nephritis  simulated     38,  23  4 

-  nose  broad  in    . .         . .   234 

-  oedema  in  . .  . .  38 
of  leg  in         . .         . .  415 

-  paralysis   agitans   simu- 

lated by         . .         . .   234 

-  perspiration  deficient  in  537 

-  podgy  fingers  in  . .     38 

-  polyuria  in         . .      636,  537 

-  sex  incidence  of         38,  414 

-  skin  thickened  in         . .     38 

-  slow  pulse  in  . .  81,  235 
speech  in        . .         . .  23 1 

-  swelling  of  legs  in      414,  537 

-  temperature    subnormal 

in         ..  ..      235,  311 

-  thickened  fingers  in     . .  409 

-  thyroid  extract  in    119, 

2^:*,  537 
diagnosing  . .        38,  415 

-  tongue  swollen  in         . .  698 

-  urine  in  . .         . .  . .     38 

-  weight  increased  in  . .  537 
Myxtcdcme  fruste  . .  190 
Myxoma,  parts  affected  by  732 


^|J3VI,    buccal:     blood 
"I      oozing  {Plate  X  VII) 

292,  293 
Naivus     of     tongue      and 
moutn  . .         . .  283 

-  ivethraI,hoBmaturiafrom  275 

aneemia  from  . .   283 

haamaturia  from        . .  283 

urethroscopy    in    dia- 
gnosing      ..         ..  283 

NAIL5,   AFFECTIONS  OF 

inc..  399 
Nails,  brittle  . .  . .  400 
from  ringworm          . .  250 

-  capillary  pulsation  in  . .  207 

-  congenital  syphilis  affect- 

ing        400 

-  dull,  from  ringworm     . .  250 
psoriasis         . .  . .   399 

-  eczema  affecting       250,  399 

-  egg-shell  . .         . .  400 

-  epidermolysis*     bullosa 

affecting         . .         . .  399 

-  exfoliation      of,      from 

eczema  . .  . .  399 
ringworm       . .         . .  250 

-  favus  affecting  247,  250,  399 

-  gout  affecting    . .  . .   250 

-  hypertrophy  of..  ..  400 

-  orango-ririd    like,    from 

eczema  . .  . .  399 

-  psoriiisis  affecting     250,  399 

-  rheumatism  affecting  . .   250 
Nails,   rinflworm  of    247, 

249,  399 

-  shedding   of,   from   dia- 

betes  . .  . .  . .  400 

locomotor  ataxy       . .  400 

from  syphilis  . .  400 

-  pitting  of,  from  eczema  399 

-  splitting  of,  from  eczema  399 
psoriasis         . .  . .   399 

-  spoon       . .  . .  . .  400 

-  thickened,     from     ring- 

worm . .  . .  . .   249 

-  time  of  growth  of  . .   769 

-  transverse  furrowing  of, 

from  psoriasis  . .  399 

Nails,  transverse  ridges  on 

{Fig.  306)       . .         . .  769 
Names,  proper,  associated 
with  (^ee   end   of   In- 
dex)    diseases,    signs, 
symptoms,  tests,  etc. 
Nanosomia  (see  Dwarfism) 
Naphtha,    hasmoglobinuria 

from    . .  . .  . .   284 

-  peripheral  neuritis  from 

61,  65 
NAPKIN-REGION   ERUP- 
TIONS ..400 
seborrhoeic  dermatitis  401 


Narcotics,     Ciieyne-Stokes 

broatiiing  from  . .   108 

Nares.  active,  in  pneumonia  593 

-  collapsing,  snoring  due  to  613 

-  occluded,  anosmia   from  612 

-  posterior,   rhinostrleroma 

affecting         . .  . .   733 

-  pruritus  of         . .  . .   540 
Nasal    borifts,    necrosis    of 

(see  Necrosis) 

-  diphtheria     (see     Diph- 

theria, Niisal) 

-  disctharge  (see  Discharge, 

Nasal) 

-  process,      erdarged,     in 

acronieiraly     . .  . .   237 

-  septum,  djslocate^l,  anos- 

mia from         . .  . .   612 

spur  on,  anosmia  from  612 

Nasolabial     fissure,   sebor- 

rhcjeic  eczema  affecting  401 

-  folds,  eczema  seborrhuci- 

cum  of 

in  hemiplegia 

Nasopharyngeal  catarrh, 
hcudaclie  from 

Nasopharynx,  fibrosarcoma 
of         ..  ..       179, 

suppuration  in,  menin- 
gitis from 

-  recurrent  fibroma  of 
Natal   fold,   oblique,    with 

hip  disease 
Nates,  eczema  marginatum 

on 
Navel  (see  Umbilicus) 
Navvies,  occupation  neuro- 
sis in    . . 

-  pain  in  shoulder  in 
Nauheim  treatment,  heart 

affection   benefited  by 
Nausea,   from    acute  c*on- 
gestion  of  liver 

-  in  acute  vellow  atrophy 

273, 

-  angina  abdominalis 

-  from  arsenic      . .        64, 

-  bacteriuria 

-  carcinoma    of    stomach 

270, 

-  catarrhal  jaundice 

-  chronic  alcoholism 

-  cirrhosis 

-  after  flushing     . . 

-  from  tjastric  ulcer     268, 

-  gastritis  267.  317, 

-  with  intestinal  colic     . . 

-  in  Meniere's  disease 

-  migraine 

-  from  movable  kidney  . . 

-  pancreatitis 

-  in  pellagra 

-  phosphonis    poisoning.. 

-  phthisis  . . 

-  plumbsni 

-  portal  obstruction 

-  pre'editis    luuniateuiosis 

-  in  scarlet  fever         614, 

-  from  snakc-lnte 

-  tuberculou"*   jtcritonitis 

Nausea,  vomitl.10  and  765.  766 

-  with    undue    abdominal 

aortic  pulsation 
Neck,  acne  affecting    489, 

-  aclinomy<?osu5     affecting 

-  brawny  swelling  of,  from 

anifina  Ludovici 

-  cellulitis  of 

-  chorea  electrira  affecting 

-  cramps  in,  in  tetany     . . 

-  crick  in  . . 

-  irritation  of  back  of,  from 

pediculosis 

-  local      fatness     of,      in 

Dercuni's  disease 

-  lymph    glantli    in    (see 

Lympliatic        Glands, 
Cervical) 

-  pain  in  (see  Pain  in  the 

Neck,  and  Stiff  Nf<:k) 

-  seborrha'ic  ct'zcma        . .   401 

-  sensory   areas   of   {Fvf*. 

1S8,  189,  liJl)  448 

-  short,  in  emphysema    . .   1G7 
thick,    apoplexy    and  167 

-  siniLHca  in,  from  actino- 

mycosis    . .    . .  683 


491 
303 

294 

613 

590 
179 

363 

250 


476 
476 

485 

334 

333 

115 

268 

70 

316 
329 
51 
51 
241 
270 
766 
425 
7.">2 
768 
115 
767 
225 
336 
315 
3  4 
272 
280 
765 
337 
657 


543 
560 
736 

158 
651 
134 
151 
429 

378 

410 
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jV«*,   COHtd. 

-  Stiff  (see  Stiff  Neck) 

-  swelling  of,  from  aneur- 

ysm opening  vena  cava 
thyroid  gland  enlarge- 
ment  (see   Thyroid 
Oland  Enlargement) 

from  vena  cava  obstruc 

tion  . .         .  •         •  • 

-  syphilis  roseola  on 

-  tics  affecting 

-  ulcer  of,  from  tubercu- 

lous glands     . . 
Necrobiosis  of  fibroids    . . 
Necrosis  of  bone,  abscess 

ia  heart  from 
acute,    mistaken    for 

acute  rheumatism. . 
anaomia  with . . 

-  central,   sarcoma   simu- 

lated by 

pytemia  from 

suppurative  pericardi- 

t^  from 

-  of  cartilage,  in  lupus  402, 

-  ear  bones,  otorrhcea  from 
polypi  from 

-  fat  (see  Fat  Necrosis)  . . 

-  of     femur,     popliteal 

abscess  from . . 

Necrosis  of  law 

stomatitis  from 

-  in  leprosy 

-  of  nasal  bones,  anosmia 

from    . . 
bridge  of  nose  fallen 

in  from  . . 

foul  breath  from    . . 

from  injury 

pus  from  nose  due 

to 
from  syphilis     179, 

-  from  periostitis 

-  of  pubic  bones,  scrotal 

swelling  from 

-  tibia,  talipes  from 
Necrospcrmia       . .      Gi6, 
Needle    in    foot  . . 

-  rectum    . . 
Needlewomen,        acropar- 

OBsthesia  in 
Needlework,  cramps  in  arm 
from    . .         . .         . . 

-  eyestrain  from  . . 

-  pain  in  the  eyes  from    . . 
Needling  of  chest,  in  dia- 
gnosing emi)yema  35, 

103, 

fluid  in  chest      10-1, 

liiBmopneumothorax 

630, 

hepatic  abscess 

subphrenic    abscess 

pyopneumothorax: 

651, 

hajmoptysis  from 

subcutaneous  emphy- 
sema from 

-  of  meningocele  . . 

-  of  joint,  in  diagnosis     . . 
Negro  blood,  pigmentation 

of  mouth  from 
Negroes,  cachexia  in 

-  dirt-eating  in     . . 

-  perverted  appetite  in  . . 

-  pica  in    . . 

-  picmented  mouth  in     . . 

-  stomach  disease  of 

-  white-tongue  in 
Nelster.  oonococcus  of 
Neisser's  stain,  for  baciUus 

diphtheria}     . .      157, 
Neosalvarsan,       erythema 
from     . .  .'.      222, 

Nephritis*,  acute,  acute  di- 
latation of  heart  from 

albuminuria  in        42, 

albumosuria  with 

-  -  anpic-neurotic    O'doma 

simulating  (FjV7.178) 

-  -  anuria  in 

Oicyne -Stokes  breath- 
ing from 
from  chill 

-  -  chronic     parenohjnia- 

tous  nephritis  after 


159 


168  -  - 
383  -  - 
136 

379  -  - 
690  I 

696  i  -  - 


338 
35 

668 
696 

696 
735 
422 
422 
131 

692 
683 

642 
63 

612 

179 

87 

179 

179 
210 
668 

697 
114 
647 
362 
362 
684 

444 

445 
446 
446 


160 
630 

661 
253 
668 


10 

42 

283 
9 


211 
415 

412 


652 
286 

203 
230 
340 

528 
99 
99 
99 
99 

52«; 
99 
99 

182 


614  -  - 


224 

211 

281 

IG 

412 

42 

lOK 
281 

408 


XephritiSf  contd. 

Nophritis,  acuta,  axaeerba- 
tion  of  chronic 

-  from  exposure  to  cold 

-  from  fungrating  endo- 

carditis      . .     7,  8, 
Nepliritls,    acuta,    ganeral 
account  of    • . 

hematuria  in  42,  275,  281 

Henoch's         purpura 

simulating  . .  666 

mercurial  stomatitis  iu  642 

mitral    r^urgitation 

from 
cedema  of         9,  281, 
-  from  beer  simulat- 
ing 
Nephritis,   acute,   without 

oedema      9,  11,  II,  281 

pallor  in         . .  . .     42 

pneumococcal  9,  42 

polyuria  after  . .  636 

pufflness  of  ankles  in    42 

face  in         . .         . .     42 

pyrexia  in       . .         . .     42 

in  secondary  syphilis  642 

simulated   in   ansemic 

girls  ..  418 

by  carcinoma  recti       7 

in  infants    . .         . .  413 

Nopliritis,  acute,  simulated 
by  tlirombosis  of  renal 
veins  7 

Nephritis,  acute,  In  scarlet 
fever    ..        ..  14,42,614 

from  a  specific  fever. .  281 

streptococcal  . .       9 

Nephritis,  acute  suppura- 
tive, general  account 
of  • •  594 

tube  casts  in  42,  281 

without  tube  cfl«ts     10,  13 

-  -  from  typhoid  fever    . .     42 
Nephritis,  acute,  unhrersal 

osdema  in  . .  412 

uraimia  from . .         . .   108 

Nephritis,  acute,  unrecop* 
nized  9 

Nephritis,    acute,     urine 
changes  In     9,  10,  14,  42 

Nephritis,  acute,  various 
causes  of  9 

vena  caval  thromboeis 

simulating 

-  amenorrhoea  from 

-  anasarca  w^ith    . . 

-  anuria  in 

-  ascending,    albuminuria 

from 

causes  of        . .  7, 

Dieyne-Stokcs  breath- 
ing from 

empyema  from 

hyperpyrexia  in 

perinephritis  from     . . 

pleurisy  from 

ureemia  from  108. 

-  B.  coli  with 
pyocyaneus  with 

-  bulla)  in  . . 

-  cachexia  with    . . 

-  chronic,  acute  superven- 

ing on 

age  incidence  of 

albuminuria  with 

191,  212,  274, 

a  first  sii?n  of 

albuminuric    retinitis 

with     47,  212,  274, 

anaemia  in    11,  34,  76, 

anasarca  witli 

anuria  from  . . 

apical  bruit  in 
arteriosclerosis  with . . 

Nephritis,  chronic  ascend- 
ing, general  account 
of 

}L«st'itos  with    .  .         42, 

hlootl  per  anum  in     . . 

blood-pressure  high  in 

10,  11,  42,  76, 

breathlossness  in 

cardiac  impulse  in     . . 

causes  of 

catarrh  of  small  intes- 
tine from    . . 

-  chylous  ascites  from . . 


76, 
298, 


749 
18 

104 
40 

13 
13 

108 

106 

309 

106 

106 

146 

69 

69 

96 

99 

412 
10 

408 
13 

408 
274 
42 
42 
11 
42 


8 

212 
76 

408 
11 
11 


172 
106 


yephritiM^  chnmie^  contd. 

coma  in  . .         . .     42 

convulsions  in  . .     42 

Ctieyne-Stokes  breath- 
ing from     . .         . .  108 

-  chylous  fluid  in  chest 

from  ..         ..  106 

diarrhoea  from  . .  172 

Nephritis,  Chronic,  effects  Of  42 
enlarged  heart  with  1 0, 

11,  42.  64,  109,  274,  408 

epistaxis  from  11,  76,  266 

first  symptom  of   . .  221 

frequent    micturition 

from  . .  393 

at  night  with     . .  394 

gastritis  from  . .  317 

general  osdema  in      . .     10 

giddiness  in    . .         . .     42 

hsmatemesis  in        . .  274 

hfemoptysis  from      ..  212 

hflsmorrhages  in        ..11 

headache  in    ..         11,  42 

heart  impulse  dis- 
placed with  . .  298 

heart  sounds  with    10,  11 

high-tension   pulse   in  274 

hydrothorax  from     . .  S12 

hyperacusis  in  . .  309 

hypothermia  in         . .  311 

infantilism  from        . .  191 

infarction     of     lungs 

from  ..  ..  212 
inflammation  of  scroui 

membranes  in        . .     11 

insomnia  in    . .         . .     11 

Nephritis,  chronic.  InterstHlai 

(see  Granutar  Kidney) 

-  -  irritability  in  . .  323 

left  ventricle  large  in    76 

liver  enlarged  from  . .  212 

mitral    regurgitation 

from  ..         ..  298 

morning  headache  from  294 

nutmeg  liver  from     . .  368 

-  -  obesity  from  . .         . .  408. 

-  -  cedema  of  less  from  . .  212 
palpitations  in  . .     11 

Nephritis,  chronic  paren- 
chymatous, penerai 
account  of  10,  408 

polyuria    in   42,  191, 

274,  298 

radial  artery  thick  and 

tortuous  with        . .  212 

resulting  from    acute 

10.  408 

retinal  changes  with  11,  42 

hasmorrhages  with     212 

ringing    aortic   second 

sound  with . .         . .  408 

shortness  of  breath  in     11 

simulated  by  polycys- 
tic kidneys  . .     42 

stertor  in        . .         . .     42 

thick  tortuous  arteries 

in 274 

tinnitus  from  . .  723 

tubal,  anosmia  in       . .     32 

coma  in      . .         . .      11 

Nephritis,  chronic  tuhal, 
Rose  Bradford  type  . .     II 

ursomia  in  . .         . .     11 

tube   casts   with     76, 

212,  274,  298 

unomia  in      . .       42,  108 

Nephritis,    chronic,    urine 

changes  in     . .        . .    10 
weakness  from  . .     76 

-  chylous  ascit-js  with      . .  109 

-  chyluria  with     . .         . .  109 

-  from  cold  and  damp      . .     10 

-  convulsions  from  . .  144 

-  FriedlUnder's       bacillus 

with     . .         . .         . .     60 

-  gastritis  with      . .         . .     43 

-  liasmoglobinuria  in        . .  284 

-  hijrh  blood-pressure  in. .     47 

-  latent      . .  . .  . .       9 

-  loss  of  appetite  with     . .     43 

-  myxcrdema  simulat  ing       38 

-  opiiema  with       ..     109.  413 

-  pain  in  limbs  in . .         . .  463 

-  pleural  effusion  from    . .  104 

-  pneumococcus  witli      . .     69 

Nephritis  of  pregnancy, 
general  account  of  c,  8,  9 


yephritis^  contd. 

-  rigor  in   . . 

-  simulated     by     chronic 

peritonitis 
myxcedema 

-  from  scarlet  fever 

-  staphyloooccas  with 

-  streptooocxtas  with 
Neptarltta,  tabo  caslswMi  f, 

lus, 

-  tubercle  bacilli  with 

-  unilateral 

-  urate  deposit  oncommon 

with     . . 
Nephritis,  varieties  ef         I 

-  vertigo  from 

-  in  Weil's  disease 


affecttoiis  of  . 
:  Nervt,  anterior  craral,  dis- 
I         tributioaef    ..        ..  41 
I  NervoL  antarior  crvral,  par* 
I         alysiB  at  .41 

I spinal  segments  de- 
rived from         . .  49 


musclee  eapplM  by  ■ .  M 

spinal  segmmts  Mip- 

plying     ..        ..  .VI 

-  Arnold's  . .        ..It 

-  auditory,   noises  in  ear 

due  to  lesioD  <rf        . .  7^ 
tomouron,  tremor  with  7:2 

-  cases,   obaciue,   sypliili^ 

at  the  root  of        ..  4i) 

-  circumflex,    affected    by 

weit^rht-carrylng         . .  1»; 
Nerve,  circamflax,  musclos 
sapplM  by    . . 

neuritis  of      . .         . .  47 

paraljrsis  of,  arthritic 

simulating  . .         . .  <Vi 
^inal   segments  sup- 
plying        . .         . .  -Vi 

weight-carrying  afleL'i- 

ing  . .         . .         . .   I'- 

-  externiil  cutaneoos,  pai:i 

in         . .         . .         . .  4."j 

Nerve,    extaraal    plantar, 
dhtribatian  of        .  ■    49 

spinal  segments  d*- 

rived  from        . .  4'.< 
Nerve,   exteraal   peplNaaL 
distribatlan  ef      ..48 

I neuritis  of  . .         . .  V.* 

Nerve,   exteraal  popliteal, 

paralysis  ef   ..         .41 
spinal  segments  de- 
rived from        . .  49 
in  Tooth's  palsy  . .  51 

-  fifth,  hyperidroAis  in'area 

of         a:. 

neuralgia  in  . .         . .  4»i 

ptyalism  from      . .  i* 

neuroses  of    . .         , .  51 

tumour  of,  anasthesa;* 

from  . .         ..71 
neuralgic  pain  frotu  71 

-  glosaopharynfpeal,    para- 

lysis oC    . .         . .  7' ' 

-  gununa'of,  mnede  act- 

ing from         . .         . .    •; 
R.D.  from      . .         . .     ♦: 

-  hypoglossal,  paralysis  of 

63.  ir*.  .'^1 
'  -  impulses,  motor,  rate  of 

discharge  of  . .         . .  7*. 
"  Inferior  dental,  oeoraUnu 

in        4« 

Nerva.  laleriar  abrteal,  dis- 

tributiea  af   . .       .41 
spinal  seemeots  de- 
rived from        . .  4f 

-  inferior  laryngeal  . .  1  < 

-  intercoatal,  abecess  irri- 

tatir^r 4: 

aneurysm  irritating 

43J.    \- 

callus  involving        . .  4: 

\ herpes  affecting        . .  \-^ 

new  growth  irritatitu:  4.1 

Nerva,    intercastal,   tsader 
palatsaa  ..70) 

-  internal  cutaneous,  neu- 

ralm'a  of  ..41 

Narva,     lateraal    plaatar. 
dielrtbatiaa  aff  49 
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-V<rr<',  internal  plantar^  contd. 

spi'iiU  setrmentd  de-  i 

rired  from        . .  498  . 

-  I>opIiteal,       claw-foot 

from  lesion  of       . .  109 
■irve,    internal   poplltui, 
distribution  of         . .  498 

interossei     supplied 

by  ..         ..109 

lambricales  supplied 

by  ..         ..109 

iwio.    Internal   popliteil, 

paralysis  of..        ..  493 
spinal  segments  de- 
rived from         . .  498 

ulnar  nerve  homo- 

logue d  ..         . .  109 
long  thoracic,  mus- 

sopplied  liy        . .  504 
lono  thoracic,  par- 
alysis of  iPiy.  207)  505,  506 
spinal  segments  sup- 
plying    ..         ..  504 
medlM,    muscles 
supplied  by    . .        . .  504 

paralysis  of,  ischemic 

paralysis  simulating  506  ' 
•  -  spinal   segments  sup- 
plying        . .         . .  501 
Nenra,    musculocutaneous. 

mttsdos  supplied  by..  504 
spinal   segments   sup- 
plying        ..         ..  501 
Norvt.  muscuiospiral,  mus- 
dis  supplied  by       . .  505 

neuralgia  of  . .         . .  442 

paralysis  of     65,  ^01,  lOG  ; 

spinal  segments  sup- 
plying        . .         . .  505 

-  ii«w  growth  on,  muscle 

wasting  from . .         ..     61 
R.D.  from..         ..     61 

-  ninth,  paralysis  of        . .  706 

Nonroi,  obturator,  distribu- 
tion of. .  . .  490 

geniculate    branch  to 

knee  . .  363 

spinal  segments  deri- 
ved from     . .         . .  498  j 

Norva,  obturator,  paralysis 

of  . .  498 
spinal     segments  de- 
rived from  . .  498 

-  optic,    compression  of, 

blindness  from      . .  762 

connections    of    (Fig. 

1S8) 300 

-  —  hippus    from     axial 

lesion  of  . .  . .  552 
lesion    of    one,    pupil 

changes  from  . .  552 
Narva,  optic,  opaque  nerve 

fibres  of  (Plait  XIX)  416 
tumour  of,   hypcrme- 

tropia  from  . .  230 
proptosis  due  to    . .  330 

-  phrenic,  ascending  fibres 

in         432 

-  -  compression     of,     no 

pain  with    . .         . .  434 

diaphragm  supplied  by  709 

irritation  of,  by  caseous 

glands  . .  . .  308 
hiccough  from  307,  308 

-  -  paralvsirt  of    . .         . .     65 

role  in  vomiting       . .  764 

roots  derived  from  . .  709 

twisrs  to  liver  and  gall- 
bladder     ..         ..  709 

Norva,  posterior  scapubir, 
muscles  supplied  by..  504 

spinal         segments 

supplying  . .  504 

-  pudic,    neurits    of       . .  193 

-  pyriformis,    spinal    seg- 

ments derived  from . .  498 

-  <iuadratns  femoris,  spinal 

segments  deriv^  from  498 

-  recurrent  laryngeal,  com- 

pressed    by     thyroid 
gland  enlargement  . .  722 

paralysis     of     (see 

Paralysis,  Laryn- 
geal) 

Norvo  regeneration,  sensory 

recovery  after         ..  606 
time  required  for      . .  583 


Xerve^  cotUd. 

-  roots,  sacral,  injury  of, 

claw-foot  from  . .  109 

Nerve,  sciatic,  distribution 

of  . .  498 

injury  of,  talipes  from  113 

Nerve,  sciatic,  paralysis  of 

113,  499 
spinal    segments    de- 
rived from..         . .  498 

-  seventh,  paraljrsis  of  (see 

PariUysis,  Facial) 

Nsrve,subscipuiar,  nuisdss 
supplied  by  . .        . .    505 

spinal  segments  sup- 
plying        . .         . .  505 

Nerve,  superior  gluteal,  dis- 
tribution of  . .        . .  498 

spinal  segments  de- 
rived from      . .         . .  498 

Nerve  supply  of  heart  433,  708 

Nerve  supply  of  the  scalp 

(Fig.  290)  ..710 

Nerve,  suprascapular,  mus- 
cles supplied  by       . .  504 

Nerve,  suprascapular,  par- 
alysis of  ..  506 

spinal  segments  sup- 
plying        . .         . .  504 

supratrochlear,  para- 
lysis of  (see  Paraly- 
sis of  Third  Nerve) 

Nerve,    ulnar,    effects    of 
dhrision  of  . .  606 

internal  popliteal  nerve 

homologuo  of        . .  109 

Nerve,  ulnar,  muscles  sup- 
plied by  . .  504 

neuralgia  of  . .         . .  442 

paralysis  of  (see  Para- 
lysis, ulnar) 
spinal  segments  supply- 
ing . .         . .         . .  504 

Nerva  vagus,  branches  of  148 

compressed  by  thyroid 

gland     enlargement  722 

no  pain  with         . .  434 

irritation  by  aneurysm  703 

caseous  glands    308,  703 

hiccouarh  from       . .  308 

by  mediastinal  fibro- 
sis ..         ..703 

tacliycardia       from 

703,  704 
by  thonwic        new- 
growth    . .         . .   703 

laryngeal    paralysis 

from  changes  in  . .  495 

neuritis  of      . .         . .  703 

paralysis  of  (sec  Para- 

Ivsis     of     Twelfth 
Nerve) 

relat  ion  to  couuh      ..148 

riMe  in  vomiting        . .  764 

Nerves,    callus    involving, 
muscular  atrophy  from 

Gl,  03 
R.D.  from  61,  63 

-  electrical     reactions    of 

normal  . .  583 

-  injury    of,    contractures 

from    ..  138,  141 
muscular  atrophy  from    63 

-  -  R.D.  from      . .  61,  63 

-  olfactory,  absence  of  . .  612 

neuritis  of      . .         . .  612 

role  in  taste  . .  . .  706 

Nerves,  sensory,  distribution 

of  (Fig.  255)  . .  . .  605 

Nerves,  spinal,  distribution 
of  sensory  divisions  of  427 

-  thickened,  in  von  Reck- 

linghaiLsen's  disease. .  732 
Nervousness,    accentuated 

first  heart  sound  from      2 

-  from  alcohol      . .         . .  726 

-  alcoholbm  simulated  by  726 

-  extrasystoles  from       . .  547 

-  in  Graves's  disease  229, 

486,  703,  770 

-  increased  knee-jerk  with     39 

-  irregular  heart  from     . .  549 

-  palpitation  from       481,  486 

-  polyuria  from    . .         . .  535 

-  shortness  of  breath  from    88 

-  tJU'hvcanlia  from  88,  702,  704 

-  tremor  from      724,  725,  726 


*  Neuralgia,  abdominal  425,  426 
Neuralgia,  anterior  crural    439 

'  -  from  antrum  disease     . .   180 
'  -  brachial,  alternating  with 
'  calcanodynia  . .  . .  439 

I  Neuralgia,  brachial,  general 
I         account  of     . .     442,  443 

, writer's  cramp  simu- 

I  lated  by      . .         . .   151 

I  Neuralfiia,  calcanean       . .  439 
I  -  cervico- brachial  . .  477 

pain  in  shoulder  from  475 

!  -  from  decaying  tooth  296, 

448,  710 
I  -  disseminated  sclerosis. .  609 
I  -  distinction    from    head- 
,  ache 296 

-  earache  from  . .  . .  20S 
'  -  from  ear  lesions  . .  710 
I  Neuralgia,  epileptiform  . .  447 
,  Neuraloia   from    error   of 

refraction  ..  449 
'  -  external  cutaneous  . .  439 
I  -  from  eye  lesions  . .  710 
I  -  in  gout 431 

I  Neuralgia,   facial,   general 
account  of  . .  448 

! ptyalism  from  . .  542 

'■  -  after  herpes       431,  445, 

I  448,  754 

I  -  intercostal,     aneurysm 

I  simulating    431,  4.^6,  707 

I  Neuralgia,    Intercostal. 

I         general  account  of   . .  431 

I mediastinal    tumotur 

I  simulating  . .  431 

I new  growth  of   spine 

I  simulating  . .         . .  707 

I pain  on  breathing  with  431 

I in   the  epigastrium 

I  from        . ,         . .  436 

hypochondrium  from 

I  450,  451 

I on  movement  with  431 

I pleurisy  simulating  . .  707 

I pneumonia  simulating 

432,  707 

I spinal    abscess    simu- 

I  lating  . .         ..  707 

caries  simulated  by  154 

simulating  ..  431 

tender  points  with 

431,  436,  450 

tenderness  from     706,  707 

T-rays  before  diagnos- 
ing   ..         ..      436,  707 

-  intestinal,     colic    simu- 

lated by  . .  . .  115 

Neuralgic,  Intestinal,  general 
account  of  ..115 

'  -  of    kidney,    simulating 

'  stone 426 

!  Neuralgia,  mammary    430,  431 

;  Neuralgia,  metatarul       . .  439 

Neuralgia   minor,    general 

account  of  711,  712 

1  -  after  neuritis     . .  . .  431 

-  obturator  . .  . .  439 
I  -  in  osteitis  deformans  . .  670 
I  -  ovarian,    appendicitis 

simulated  by..  ..  665 

;  -  pain  in  the  chest  from 

430,  431 
jaw  from         . .         . .  462 

-  paroxysmal        Iteadache 

<  and 294 

>  Neuralgia,  phrenic  . .  431 

-  sciatic     . .  . .  . .  438 

-  in  tabes  . .  . .         . .  431 

I  -  tender  spots  with    '  296, 

431,  436,  450 
,  -  tenderness  of  scalp  from  710 

-  tinnitus  from      . .         . .   723 

Neuralgia,  trigeminal,  gene- 
ral account  of          . .  447 

I from  glaucoma          . .  761 

nasal   discharge  from  178 

unequal  pupils  in      . .  552 

-  trismus  simulated  by  . .  729 
',  -  from    tumour    of    fifth 

nerve              . .         . .  711 
Neurasthenia,    aerophagy 

with 240 

-  amesthesia  in     . .         . .  716 

-  ataxic  paraplegia  simu- 

lating    313 

-  blue  brain  and  . .         . .  163 


yeurasthenia,  contd. 

-  complete   incapiicitation 

from    ..  ..715 

-  constipation  from         . .   124 

-  craving  for  sympathy  in  71G 

-  disseminated     sclerosis 

simulating  . .  313 

-  dysmerjorrhoKa  from  192,  193 

-  dyspepsia  from  . .  466 

-  exaggeration     of      sym- 

ptoms in         . .  . .   716 

-  fatigability  in    ..  ..715 

-  headache  from  .        liiG,  715 

-  hyperacusis  in    .  . .  309 

-  hypersesthesia  in         10,  611 

-  hysteria  simulatioi:       . .   716 

-  imaginary'     sexual     dis- 

order in  . .  . .  466 

-  incubation  period  of     . .  715 

-  insomnia  from  g'il,  322 

-  intention  tremor  in       . .   728 

-  irritability  in    ..       323,  715 

-  knee-jerks     exiiggerate.l 

in         . .  . .       3'»S,  466 

-  over-work  and  . .  . .   166 

-  oxaluria  and       . .  . .  424 

-  pain  in  tlie  arm  from    . .  445 

back  from       . .         . .  715 

face  in. .  . .         . .  449 

limbs  from      . .     463,  465 

-  palpitation     from     466, 

481,  486 

-  phthisis  simulating       . .  313 

-  phosphates  in     . .  . .   522 

-  plantar  reflex  flexor  in . .  466 

-  polyuria  from     . .  . .  535 

-  from  pyorrhcea  . .     74 

-  rapid  pulse  from  . .     88 

-  sex  incidence  of  . .  466 

-  shortness  of  breath  in  . .     88 

-  stranijury  in       . .         . .  649 

-  suicide  from       . .         . .  309 

-  temperature    subnormal 

in         466 

-  tenderness  of  scalp  from 

710,  712 
Neurasthenia,  traumatic  ..  715 

-  tremor  from       . .  . .   724 

-  weakness  from  ..  ..715 

-  worry  and  . .  466,  716 
Neuritis  from  alcoholism . .  56 
Neuritis,  brachial,  general 

account  of     . .        . .  443 

-  from  cerebral  tumour  . .   264 

-  of  circumflex  nerve        . .   477 

-  contractures  from  . .   138 
Neuritis  of  external  popli- 
teal nerve,  in  dIabotM  499 

-  insomnia  from  . .  . .  321 

-  intercostal,    tenderness 

from    . .  . .     706,  707 

-  multiple    (see    Neuritis, 

Peripheral) 

-  muscular  atrophy  from    477 

-  neuralgia  niter  . .  . .  431 

-  occupation  neurosis  sim- 

ulating . .  . .  476 

-  olfjictory,  anosmia  from  612 

-  optic,    albuminuric  reti- 

nitis simulating  . .   416 

Neuritis,  optic,  appearances 

of  (Plate  XIX)         . .  416 

from  atoxyl    . .         . .  769 

black  spots  before  eyes 

from  . .  . .     72 

bradypnoea  witii        . .     84 

cerebellar  tumour     . ,  592 

cerebral    abscess     84, 

147,  306,  502,  626 

hiemorrhage  . .     84 

lesions    84,  85,  146, 

295,  590 

tumour,      84,     147, 

306,315.429,502, 
537,    525,  626,  711 

convulsions  and        ..   116 

from  encephalitis  120,  525 

fungating  endocarditis     34 

headache  with  . .   768 

hereditary      . .  . .   760 

hypermetropic       disc 

simulating  . .  . .  417 

meningitis,     120,  307, 

515.  525,  566,  590,  640 

never  functional        . .   120 

optic  atrophy  after  . .  416 

from  otitis  media      . .  202 
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Xoae,  contd. 

-  cer^raspioAl  fluid  from 

119,  178 

-  cfaromidroBJs  of . .         . .  655 

-  crusts  in,  from  atrophic 

rhinitis  ..         ..179 

-  deformed    by  cxostosb    201 

-  dinhtheria  of     . .         . .   1 79 

HOSE.  DISCHARGE  FROM  178 

(and    see     Dischai^, 

Nasal) 

-  dry,    from    fifth    nerve 

paralysis  . .  613 

-  emissary  vein  to  . .  220 

-  endothelioma  of        179,  180 

-  enlarged,  by  rosacea    . .  241 

-  epithelioma  of  179,  379 

-  ezeoriati(Hi  of,  in   nasal 

diphtheria  ..178 

>  fibroma  of  . .         . .  220 

-  foreign  body  in  87,  179,  220 

-  gangrene  of,  from  em- 

bolism . .         . .     34 

-  hnmorrhage    from    (see 

Epistaxts) 

-  inability      to      breathe 

tlirou^h,  from  hyper- 
tjrophic  ritiriitis        . .  179 

-  lesions  of,  causing  epis- 

taxis 220 

-  lopos  of  179,  735 

-  picking,  epistaxis  from    220 
from  worms  . .         . .  519 

-  pink  . .  654 

-  polypi   in  (see   I'olypns 

Nasd) 

-  projecting,     in     micro- 

cephaly . .  188 

-  pniritai  of  . .  540 

-  Raynaud's  disease  affect' 

ing       . .  . .      256,  699 

-  red,  Mdth  cirrhosis       . .  371 

-  regurgitation     of     food 

tJirough  (see  Regnnri- 
tation  of  Food  through 
Nose) 

-  rhinoscleroma  of  . .  733 

-  rodent  ulcer  of  179,  735 

-  ronning  at  (see  Discharge, 

Nasal) 

-  sarcoma  of  . .  179 

-  sepsis  in,  arthritis  from  339 

foul  breath  from      . .     86 

meningitis  from        . .  590 

-  syphiloderm  of  . .         . .  490 

-  tuberculosis  of  ..  ..  179 
NiNlMr  paralysis,  facltl  . .  493 
NvcMii,  iirivatlvM  of    . .  742 

-  plioq)hates  from  . .  522 
Nodeoproteid,  albuminuria 

and 424 

-  in  cerebrospinal  fluid  . .  305 

-  nephritis  . .  10 
HHCifloprotskl,  rmctlons  In 

onno  ..  4,  5 

-  uric  acid  from  . .         . .  742 

-  in  orine,  with  oxaluria. .  424 
Numbness,  as  an  aura  of 

epilepsy         . .         . .     67 

-  in  disseminated  sclerosis  609 

-  of    fingers,   in   acropar- 

nsthesia         . .         . .  444 
occupation  and         . .  444 

-  after  flushing    . .         . .  241 

-  in  sciatica  . .         . .  438 

-  sense  of,  in  paroxysmal 

tachycardia    . .         . .  703 

-  from  peripheral  nenritis  465 

-  in  tabes 609 

Nummular  sputum  1-19,  641 
Nursemaids,    hypertrophy 

of  breast  in    . .         . .  685 

-  sooliosLs  in  . .  . .  154 
Nurses,  chancre  of  finger  in  240 
Nutmso   llvsr  (see   Liver, 

Nutmeg) 
Nutmeg-grater    skin,    in 

prurigo  ferox . .         . .  490 

xerodermia     . .         . .  488 

Nyetalepia,  causes  of  . .  763 
Nylandcr's  reagent,  alkap- 

ton  and  . .         . .  746 

Nylander's  test  for  sugar  262 
NYSTAGMUS  .407 

-  from  albinism    . .  . .  407 

-  aural  irritation  . .         . .  408 

-  amblyopia  with  . .  759 


yjfStajmuSf  contd. 

-  from      anterior      polar 

cataract  . .         . .  759 

-  in  blind  persons  . .  407 

-  from  cerebellar  abscess    517 
lesions  . .         . .     59 

-  -  tumour  407,  408,  517,  592 

-  choroiditis  . .         . .   759 

-  colour  blindness  . .  407 

-  congenital  cataract       . .  407 

-  corneal  opacity . .         . .  759 

-  disseminated  sclerosis  | 

118,407,408,496,502,  | 

517,  728,  760  i 

-  Frielrcich's  disease  113, 

140,  407,  513 

-  hippos  with       . .         . .  552 

-  after  injury       . .         . .  4(MJ 

-  from  macular  coloboma  759  { 

-  in  miners  . .         . .  407 

-  ophthalmia        . .         . .  761 
neonatorum  407,  759 

-  persistent  hyaloid  artery  759 

-  after  poisoning  . .         . .  408 

-  from  retinitis     . .         . .  759  j 

-  in  syringomyelia       II'), 

408,  508 

-  from      unusinl     rcti.iul  ' 

pigment  distribution     407 

-  varieties  of        . .         . .  407 

-  vertigo  with      . .      408,  751 

-  from    working    in    dim 

li':jht 407 


OBERMEIER,        spiro- 
chiote  of  (see  Spiro- 
chiota  Obermeieri)  , 

OBESITY 408  I 

-  abdominal        distention  i 

from    . .  '45,  655,  656  j 

-  amenorrhoea  from        . .     18  ; 

-  ansemia  with     . .         . .     32 

-  from  cerebellar  tumour  410 

-  constipation  w  th         . .  127 

-  with    deficient    ovarian 

activity  . .      40t>,  646 

-  in  Dcrcum's  disease     . .  410 

-  after  epididymitis        . .  409 

-  in  eunuchs         . .  . .  409 

-  fatty  heart  with  53,  90,  212 

-  glycosuria  and  . .     260,  264 

-  from  hypernephroma  . .  409 

-  lack  of  exercise  . .         . .  485 

-  life  insurance  and         . .  408 
Obesity,  list  of  causes  of . .  408 

-  at  menopause    . .         . .  409 

-  merals^a      ponosthetica 

and      . .          . .          . .  439 

-  after  orchitis     . .         . .  409 

-  palpitation  from            . .  485 

-  pancreatic    apoplexy    . .  76 

-  from  pituitary  lesions..  409 

-  a  preglycosuric  state  . .  408 

-  shortness  of  breatli  in . .  53 

-  simulating  ascites         . .  44 

-  sterility  from     . .          . .  646 
~  umbilical  hernia  and  . .  483 
Obstipation  (see  Constipa- 
tion) 

Obstruction,  intestinal  (see 
Intestinal  Obstruction) 

Obstruction  to  urine  out- 
flow, causes  of        . .      7 

Obturator  cxternus,  nerve 

supply  of        ..      498,  499 

-  hernia  (sec  Hernia,  Ob- 

turator) 

-  internus,  nen'e  supply  of  498 

-  nerve       . .         . .         . .  498 

-  neuralgia  . .  , .  439 
Occipital      lobe       lesions, 

hemianopsia  from  302,  552 

pupil  reflex  and   . .  552 

tumour  of,  visual  aura 

with  . .         . .     68 

-  lymph  glands  (see  Lym- 

phatic Glands,  OccipitaH 

-  reeion,  flat,  in  Mongolism  190 
Occipito-frontalis,      eyelid 

raided  by        . .  . .   542 

Oc2ipito-posterior  presenta- 
tions, dvstocia  from. .  201 
Occiput,   pain   over,   from 

otitis  nmli.i    . .  . .   202 

Occult  bloo«l  (see   Blood, 

Occult)  ..         ..101 


Occupation,  acropanesthesia 
and      . .  . .  444 

-  actinomyces  and  . .  645 

-  acute  yellow  atrophy  and  334 

-  ankylostomiasis  and  81,  520 

-  anthrax  and      . .      559,  674 

-  aortic  disease  from      . .  209 

-  arthritis  from    . .         . .  476 

-  aspergillus  of  lung  and  645 

-  beri-beri  and     . .         . .  414 

-  bullae  from        . .         . .     96 

-  cai^on  disease  and      . .  307 

-  cervical    rib    symptoms 

and      . .         . .  . .  443 

-  chancre  of  finger  and  . .  240 

-  chronic  pharyngitis  from  613 

-  chlorosis  and     . .         . .     36 

-  cow-pox  and      . .         . .  240  I 

-  cramps  and        . .      150,  151  i 

-  dead  fingers  from     162,  163  | 

-  deafness  and  . .  . .  166  | 
-  dermatitis  from  . .  755  i 

-  in  diiu^nosing  heat-strolio  119  i 

-  drugs  in  sweat  and      . .  655  I 

-  Dupuytren's  contracture  ' 

and  . .         . .         . .   142 

-  earache  trcm     . .         . .  203 

-  cpistaxis  from  . .         . .  221 

-  epithelioma    scroti    and 

621,  695  I 

-  erythema  from         223,  224  , 

-  eyestrain  from  . .      446,  524  j 

-  finger  numbness  and  . .  444  i 

-  glanders  from    . .      179,  645  , 

-  housemaid's  knee  and..  476 

-  itching  and        . .         . .  540 

-  lead  poisoning  and   117,  147  ' 

-  Iptt  ventricle  enlarged  by  206  i 

-  mercurialism  and  33,  73,  726  | 

-  nail  changes  and  . .  399  i 
Occupation  neuroses  445,  476  ' 
tremor  in        . .  . .  724  I 

-  noises  in  the  head  from  406  i 

-  nys&agmus  and..         ..  407  , 

-  o.iyohia  from    . .         . .  400 

-  ossification     of    tendon  i 

from 671  j 

-  pain  in  the  eyes  from  . .  416  ' 

-  pallor  due  to     . .         . .     21  J 

-  peripheral  neuritis  and      65 

-  pharyngitis  and  . .  616 

-  phosphorus    poisoning  ' 

and      . .  . .  . .  336  ' 

-  phossy  jaw  and . .         . .     73  ' 

-  photophobia  from     524,  525  ' 

-  pneumonoconiosis  and..  288  i 

-  scoliosis  and      . .         . .  151  ' 

-  serratus     magnus     par-  ' 

alysin  and      . .         . .  506  { 

-  sore' fingers  from  . .  239  , 
throat  from  . .         . .  613 

-  subacromial  bursitis  and  476  | 

-  tenderness  of  spine  from  715  j 

-  tinnitus  from     . .  . .   724  , 

-  torsio  testis  and  . .  480  ' 

-  tremor  and        ..      151,  724  j 

-  vesicular  dermatitis  from 

97,  224  I 

-  warts  from         . .         . .   240  ' 

-  Weil's  disease  and  . .  336  ' 
Ochronosis,  notes  on  528,  746  ' 

-  (Plaie  JCXXim  . .   746 
Oculo-pupillary    fibres,    in  i 

1st  dorsal  nerve  root  509  i 
Odonfoma  . .  683,  684  , 

-  trismus  simulated  by  . .   729  , 

-  microscope  in  diagnosing    74 
(Edema  of  abdominal  wall, 

from  tuberculous  peri- 
tonitis . .         . .  631  ', 

-  from    acute    nephritis  ; 

281,  412 

-  amniotic  bands..         ..  410  \ 

-  in  ansBmic  girls  . .         . .  412  , 

(Edema,  angioneurotic  4 10.4 1 1,  > 

{Fig.  178)  412  1 

(Edema,       anolonourotic,         1 
acute  attacks  In       . .  226  i 

acute  oedema  of  tongue  1 

in     . .  . .  . .  698  I 

albuminuria  in  . .     13  1 

antrina  Ludovici  simu- 
lated by     . .  . .   699 

aspirin    effects    simu- 

latinu  . .  . .  673 

death  from    . .         . .  699 

-  diorrhcea  in  . .         . .  226 


(Edenia^  angioneurotic,  contd. 

electrical  reactions  in    684 

erysipelas  simulated  in  226 

erythema  in  . .       223,  226 

of  face  . .  . .  673 

familial  nature  of  226,  699 

family  history  in      . .  ^699 

-  -  febrile  attacks  in     . .  «44 

liflDmoglobinuria    with  284 

legs  aflec-tctl  by         . .  414 

limb  pains  in..  ..  226 

cedenia  of  hands  and 

arms  from  . .  . .   113 

ptosis  from    . .         . .  541 

pyrexia  in       . .       226,  699 

rigor  in  . .  . .  699 

tongue  swollen  in     . .  699 

tracheotomy  in         . .  699 

urticaria  simulating  . .  673 

vomiting  in   . .  . .  226 

-  from  antitoxic  sera       ..  410 

-  of    arm    (one),    from 

aneurysm  . .  . .  411 
from   carcinoma   of 

breast  . .  . .  411 
from    mediastinal 

growth  . .  . .  411 
x-rays  in  diagnosing 

cause  of  . .         . .  411 

-  arms,  from  aneurysm  . .   159 
opening    superior 

vena  cava  . .     92 

angioneurotic    rodema  413 

growth  of  lung         . .  169 

lifljmorrhage  into  intra- 
thoracic sarcoma  . .   159 

mediastinum  . .  159 

thymus       . .  . .  159 

heart  failure  . .         . .  413 

mediastinal  fibrosis  . .  159 

— ■■  Raynaud's  disease    . .  413 

(Edema  of  arms,  from  vena 
cava  obstruction    159, 

413,  751 

-  from  arteriovenous  com- 

munications ..  ..  410 

-  from  aspirin       . .          . .  410 
(EDEMA,    ASYMMETRI- 
CAL     410 

-  of  back  from  vena  cava 

thrombosis  7,  52,  749 

-  bladder,  in  cystitis      . .  678 

-  from  bromides  ..  ..410 

-  bull®  with  . .  96,  97 

-  from  cellulitis    . .  . .  410 

-  chyluria  with    . .         . .  109 

-  congenital  . .  410 

-  from  drugs  . .  410 

-  in  eczema  . .         . .  562 

-  of  eyelids,  in  cavernous 

sinus  thrombosis       . .  697 

from  crying  . .  . .  413 

in  glaucoma  . .         . .  233 

Graves's  disease        . .  236 

-  -  nephritis         . .  9,  412 

ptosis  from    . .  . .  64 1 

from  trachoma  . .   231 

in  trichinosis  . .  . .   464 

-  face  from  aneurysm  92,  139 

angina  Ludovici       . .  413 

angioncurusis  . .   673 

anthrax  . .   413 

arsenic  . .  . .  413 

-  -  cellulitis         ..  ..413 

-  -  coughing        . .  . .  413 

colds    . .  • .  . .  413 

crying  . .  . .  413 

erysipelas  . .  413 

fnngating  endocarditis       7 

growth  of  lung         . .   159 

haBmorrhage  into  medi- 
astinum      . .  . .   159 

heart  disca.se..  ..   673 

measles  . .  . .  413 

-  -  mediastinal  fibrosis  . .    159 

-  -  mvxnpdema  simulating     38 
(Edema  of  face,  neck,  and 

arms,  list  of  causes  of  415 

t i«  ncpliritis    . .           9,  412 

I from  potassium  iodide  413> 

I renal   disease..          ..  673. 

I toothache       . .          . .  410 

I in  trichinosis..          ..  464 

>  (Edema  of  face,  from  vena 
cava  obstruction    92, 

159,  413.  673,  751 
from   whooping-cough  413. 
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Oft^raiioH,  ronld. 

-  pjaeaiia  after    . .      335,  596 

-  pyrexia  after  . .  574 

-  reiTiirgitation     of     food 

rhroiij;h  nose  after  . .  588 

-  retention  of  urine  after  396 
>  -status  Ijmphaticud  and    382 

-  nxbphrenic  abscess  from  658 

-  for  taberculous  cecum . .  458 
<-  typhoid  joint    . .         . .  340 

-  nlocration  of  larjnx  from  292 

-  uncent.  for  diverticulitis  453 

-  strangulated       hernia  452 

twL^ted  ovarian  pedicle  456 

volvulus         . .         . .  452 

-  urinary  fiijttula  after    . .  307 

-  (and  «»ee  Ijaparotomy) 
OphUvalmia,  catarrhal    . .  231 

-  ponocoocal,  arthritis  and  340 

-  infectious  . .         . .  231 

-  neonatorum,       anterior 

polar  cataract  from . .   759 

arthritis  and  . .         . .  340 

blindness  from  . .   761 

corneal  opacity  from 

759,  761 

l?onorrfac£al    ..  ..231 

nystagmus  from    407, 

759.  761 

perforation  of  coniea 

from  . .         . .   759 
ulceration  with         . .   231 

-  photophobia  from         . .  524 
Ophthalmic     artery     (sec 

Artery,  Ophthalmic) 

-  v«n«,  en^r^red,  in  cav- 

ernous tiinuK  thrombo- 

Ophthalmoplesria  (and  see 
Paralysis ;    and   Stra- 
bismus)   with    bulbar 
paralysis        . .         . .  135 

-  interna 551 

-  from  plumhism . .         . .     34 
OPHTHALMOSCOPIC  AP- 
PEARANCES ..  415 

-  iPtates  XIX,  XX)    416,  418 
OPISTHOTONUS  ..         ..417 

-  in  hysteria  138,  417 

-  meningitis         ..         ..417 

-  strychnine  417,  599 

-  in  tetanus  138,  417,  599,  730 

-  from  ummia  ..  417 
Opium,  bradypnuBa  from     84 

-  (Theyne-i^tokes  breatliing 

from 108 

-  coma  from  ..118 

-  constipation  relieved  by  124 

-  headache  from  . .         . .  295 

-  hypotliermia  from     1 19, 

310,  311 

-  i>oisoningr,    alcoholism 

simulating      . .         . .  310 

coma  in  . .  . .  310 

heat-stroke  simulating  310 

lavage  of  stomach  for  118 

.  -  pin-point  pupils  in 

119,  310 

pontine""   limmorrhago 

simulated  by         . .  119 
simulating  . .  310 

-  (and  see  Morphia) 
Opplcr-Boas*  bacilli,  with 

gastric  carcinoma  316, 

320,  766,  767 
Opponens    minimi    digiti, 

nerve  supply  of         . .  504 

-  pollicis,  nerve  supply  of  504 
Opsonic  index,  in  diagnosing 

gonococcal  infection . .  340 

phthiste      . .         . .   768 

tubercle      ..     479,  677 

Optic      chiasma      lesions, 

blindness  from  . .  761 
hemianopsia  from. .  301 

-  disc,  coloboma  of         . .  415 
Optic  tf  ite,  in  tiyirarmttropic 

attigniatltfn  ..  ..417 
Optic  disc.  In  oiaucoma  417,  761 

normal   (Plate    XIX)  416 

optic  atrophv  ..416 

Optic  diic,  in  optic  neuritis  416 
pallor  of,  in  dissemi- 
nated sclerosis  728,  760 

-  -  after  retinal  embolism  416 
Optic  disc  various  appoar- 

of  ..415 


Optic  difc,  cnntif. 

-  -  (Platfs  XIX,  XX)  416,  418 
white  and  excavated, 

ill  glaucoma  . .   233 

-  nerve  (see  Nerve,  Optic) 

-  neuritis    (see     Neuritis, 

Optic) 

-  radiation-*,     lesion    of, 

liemianopsia  from  {Ftg, 
141)     ..         ..      301,  302 
pupil  reaction  and . .  302 

-  thalamus,  athetosis  from 

lesion  of         . .  . .   133 

-  iKncmorrhage  into  . .  309 
lesion,  hemianffisthesia 

with  ..         ..  610 

pain  in  limbs  from  610 

tremor  from  . .  729 

-  tract   counoctiona   (Fig. 

138) 300 

-  lesion,    hemianopsia 

from  {Fig.  140) 

301,  552.  761 

pupil    reaction    and 

302,  552 
Oral  sepsis,  atifomia  from      32 

dyspepsia  from         . .  319 

foul  breath  from      86,  87 

gastritis  from  . .  317 

peripheral  neuritis  from  61 

(and  sec  Caries,  dental ; 

and    PyorrluBtt    Al- 

vcolaris)       ^ 
Orange,  sore  fingers  from    239 
Orange-rind  nails  . .         . .  399 
Orators,  pharyngitis  in     . .  616 
Orbicularis   oris,  weak,  in 

myopathy  {Fig.    109)  235 

-  palpebrarum,  cramp   of, 

in    watchmakers       . .   151 

hysterical       . .         . .   141 

ptosis  from   . .         . .  141 

spasm  of,  in  paralysis 

agitans        . .  . .  236 

weak  in  myopathy  . .   235 

Orbit,  abscess  of  ..         ..177 

-  arteriovenous   aneurysm* 

of         694 

-  dermoid  cyst  of.-         . .  230 

-  growth  of  . .  . .   177 
microscope    in    dia- 
gnosing      . .         . .  230 

-  gtimma  of,  diagnosis  of     230 

-  haomorrhage  into  ..  177 
Orbit,  lesions  of,  causing 

exoplitiiaimos  ..  229 

Orlilt,  pulsatile  tumour  of    694 

-  suppuration  in,  headache 

from    . .  . .  . .  294 

meningitis  from        . .  590 

-  swcllini;    in.    from    etli- 

moidal  cell  distention  230 

-  tubercle    of,    cellulitis 

simulated  by..  ..   230 

exoplithalmos   from . .   229 

microscope  in  diognos- 

iner 2.10 

niLsal  siinis  distention 

simulated  by         . .  230 

-  tumour  of,  exophthalmos 

from 220 

Iieadaolie  from  . .  294 

-  varicose  veins  in,  inter- 

mittent exophthalmos 
from    . .  . .         . .   230 

Orbital  rid^'e,  thickened, 
from  frontal  sinus  dis- 
tention . .  . .   230 

Orchitis  (and  see  Epididy- 
njo-orchitls> 

-  atrophy  of  testis  from. .     66 

-  bacillus  coli  causing    . .     67 

-  bturtcrial  diagnosis  of  . .     67 

-  from  a  blow^  . .  . .  478 
Orchitis,  causes  of  66,  478 
Orchitis,  general  account  of 

477.  478,  479 

-  tronococcal  66,  67,  409 

-  in  M:ilt4i  fever  . .  . .  466 

-  obesity  after      . .  . .   409 

-  sarcoma  simulating      . .  480 

-  staphylococci  causing  . .     67 

-  streptococci  causing  . .  67 
Orchitis,  syphilitic,         66,  479 

-  testicular  atrophy  after  313 
Orcln.  in  Bial's  test  . .  261 
Organ  of  Cfirald^s,  cyst  from  481  | 


Organ -playing,       plantarls 
longus  rupture  during  554 

Orientation,  visual  process 

of  . .         . .  175 

ORTHOPNOEA  ..418 

-  from  abductor  paralysis  419 

-  aneurysm  ..      419,  420 

-  with  arteriosclerosis     . .     11 

-  from  asthma      . .         . .  323 

-  in  Briffht's  disease       . .  105 

-  bronchitis  160,  323,  420 

-  bronchopneumoni;\       . .  420 

-  diphtheria  . .         . .  419 

-  emphjsena        . .      160,  323 

-  enlarged  cervical  glands  419 

heart  . .         . .         . .  420 

thymus  gland  . .  419 

thyroid  gland  . .  419 

-  foreign  bodv      . .         . .  419 

-  with  granular  kidney  . .     11 

-  from  heart  failure    105, 

420,  694 
disease  . .         . .  322 

-  insomnia  from  . .         . .  322 

-  from  irruption  of  ca.soou3 

gland  into  trachea  . .  420 

-  laryngeal  obstniction  ..  419 

-  laryngismus  stridulus  . .  420 
Orthopnosa,  list  of  causes  of  418 

-  from    mediastinal    now 

growtli  . .         . .  419 

-  phthisis  . .  . .  823 

-  pleural  effusion  and     . .  104 

-  from  postpharyngeal  ab- 

scess   . .         . .         . .  419 

-  pulmonary  embolism  . .  289 

Orthostatic  albuminuria  . .     15 

Orthotoinis,  in  tetanus  . .  138 
Os  calcis,  spine  on,  painful 

heel  from        . .      439,  671 

skiagram  of  . .  440 

T-rays  in  diagnosing 

439,  671 

-  uteri,      stcnosed.      dys- 

menorrhrea  from      . .    192 

(and  see  Uterus) 

Osazone  crjrstals  in  Cam- 
midge's  reaction       . .  100 

from  glucose  . .         . .  262 

jflycuronic  acid         . .  262 

lactose  . .      261,  262 

pentose  ..      261,  262 

Osier,  on  ntevi  of  mouth . .  283 

-  typlioid  jaundice  . .  335 
Osier's  •  Modem  Medicine,' 

Fig.  from        . .         . .  607 
Osmic  acid  (see  Acid,  Osmic) 
Ossicles  of  c-ir,  caries  of  422,  423 
Ossification  of  ligaments. .   143 

-  muscles  . .  . .         ..143 

-  plantar  ligament  ..  671 

-  premature,  in  infantilism  188 

-  of  tendon  ..      671,  693 

Ossified  man  . .  143 

Osteitis  deformans,  age  inci- 
dence of     . .  . .  670 
bone  changes  in     406,  670 

-  -  {Figx.  63  and  64)     . .   155 

dyspncea  In   . .  . .  670 

kyphosis  from  . .   155 

legs  bent  in    . .  . .   155 

leontiasis  ossea  and..   204 

neuralgic  pains  in     . .   670 

noises  in  the  head  from  406 

Osteitis  deformans,  notes  on  670 

osteo-arthrltls  with  . .   155 

sarcomata  from        . .   670 

-  svphills  simulated  by    670 

-  of  fenmr,  typhoidal     . .  3  40 

-  hyperplastic,     in     con- 

genital syphilis  ..   711 

-  rarefyinu,  in  congenital 

syphilis  ..  ..711 

-  sarcoma  simulating      . .  693 

-  tenderness  from  . .   707 
Osteo-arthritis,     (Charcot's 

joint  simulating        . .  349 

Osteo-arthrltls,  general  ac- 
count of  . .  346 

-  trratinsr  in  . .  . .  347 

-  Heberden's  nodes  in    . .  316 

-  of  jaw,  earache  from  . .  202 

-  gout  simulated  by       . .  345 

-  of  hip-joint        . .  . .   676 
psoas  bursa  from     . .  681 

-  from  injury        ..         ..476 

-  of  jaw,  ptyallsm  from . .  542 


Oileo-arthritiit.  omtd. 

-  joints  affected  by    345, 

346,  347 

-  knee  affected  by  . .  347 

-  knuckle    pads    confused 

with  . .  . .   347 

-  kyphosis  from  . .  . .   188 

-  lameness  from  . .  . .  347 

-  limping  from     . .  . .   252 

-  loose  body  in  joint  in  . .  350 

-  nippinL' of  synovial  frii^es  35(> 

-  nodules  in  skii  in         . .  338 

-  in  osteitis  deformans  . .    155 

-  pain  in  the  limbs  in     . .   463 

-  popliteal  l>urs:i  in         . .   692 

-  no  pyrexia  with  ..   316 

Osteo-arthrltls,  rheumatoid 
arthritis  distinguished 
from    . .  343,  346 

-  sciatica  caused  by  . .  347 
simulating      ..  ..346 

-  of     spine,     appendicitis 

simulated  by..  ..  461 

]>ain  in  iliac  fossa  from 

452,  454 
ureteral  calculus  simu- 
lated by     , .  . .   461 

-  spondylitis    deformans 

and      . .  . .  . .   714 

-  stethoscope  in  diagnosing  347 

-  swelling  of  bones  in      . .  670 

-  syphilis  simulating       . .  348 

-  syringomyelic  joint  simu- 

lating . .  . .  . .  3-18 

-  ulnar  deflection  in        . .   347 

-  wet  sand  in  bag  sensa- 

tion in  . .  . .  347 

O^teo-arthropathv,       pul- 
monar3r(!see  Pulmonary 
Osteo- arthropathy) 
Osteochondritis,     in    con- 
genital syphilis  ..318 
Osteocopic  pain     . .  . .   463 

Osteogenesis       imperfecta 

(Fig    87)    187,  188 
Osteoma  of  bone  . .  . .  670 

-  cranium,         bradypncca 

from    . .         . .  . .     84 

-  frontal  bone       . .  . .   230 

-  ilium,  pain  in  iliac  fossa 

from    . .  . .      454,  459 

-  jaw  . .  . .   683,     664 

-  spurious  . .  . .  . .   671 

Osteomalacia,  dwarfism 

from    ..  ..      186,  187 

-  eosinophilia  from  . .  219 

-  kyphosis  from  . .  . .  188 

-  muscles  weak  in  . .  187 

-  relation      of      fragilitas 

ossium  to       . .  . .    187 

Osteomvelitis,   Jicute   pain 

with 668 

-  acute,  suppurative  arth- 

ritis from        . .  . .   341 

-  anicmia  with      . .  . .     35 

-  endocarditis  in  . .  . .   283 

-  eosinophilia  from         . .   219 

-  ervthema  nodosum  simu- 

lating . .          . .      404,  668 

-  from  gumma      . .          . .  669 

-  of  ilium  . .          . .          . .  363 

-  infective,  rigors  in        . .  595 

-  leucocytosis   with         . .  668 

-  limpinsf  from     . .      362,  363 

-  of  pelvis. .          . .          . .  678 

-  periosteal  abscess  with  668 

-  pyajmia  from     . .          . .  668 

-  pyrexia  with      . .          . .  668 

-  rcdriKis  and  swellintr  with  668 

-  s'U-coma  simulating       . .  672 

-  seldom  bilateral            ..  40  4 

-  suppurative,  albumosu''ia 

with 16 

-  tibia  affe-ted  by  . .   404 

-  swell ini»  on  a  bone  from  667 
Osteophyte.  Potipirt's  liga- 
ment bulged  by        . .   676 

Osteophytes  , .  . .   346 

Osteoporosis.         leontiasis 

ossea  and        . .  . .   204 

-  noises  in  the  head  from  406 
Osteopsathyrosis  . .  . .  187 
Osteosarcoma,    eujj-shell 

crackling  with  150, 152. 693 

-  of  orbit  . .  . .  . .    694 

-  pulsation  with  150,  152.  693 

-  x-rays  in  diagnosing    . .   152 
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OTALGIA    —    PAIN,    ABDOMINAL 


Otaleia  (see  Earache) 
OTHER-HANDNESS        ..     17 
Otitis,  acuta  hamorriiaoic  421 

-  media,  from  adenoids  . .  202 

arthritis  from  . .  339 

Otitit  media,  iMCtflrlology  Of  422 

bronchopneamonia 

from  . .  . .   289 
cerebellar  abscess  from  692 

-  cerebral  absce5»  from 

8^,  306,  752 

-  -  cervical  glands  enlarged 

from  . .   379 

chorda   tympani   i)ar- 

alysis  from. .  . .   700 

Otitis  madia,  compiications 
of       84 

convulsions  with       . .   202 

-  deafness     from      Ifio, 

308,  422,  423 

-  -  delirinm  witli . .         . .   202 
earache  from. .  . .   202 

-  e  *zema  from  . .         . .  422 

-  empyema  from         . .   106 
granulations  from  421,  423 

-  lisemoptysis  in  . .  106 

-  hffimorrhago  from  car 

in 421 

headache  from  . .  295 

hearing  impaired  with  202 

hypenesthesia  acnstica 

in 166 

-  infarction     of      lungs 

from  . .         . .   106 

-  in  influenza    . .  . .   564 
internal  carotid  artery 

eroded  from  . .  421 

-  jujHilar    vein    throm- 

bosis from  . .         . .  106 

lateral  sinus  erosion  in  421 

thrombosis  from 

84,  106,  159,  289,  567 

mastoid  abscess  from    84 

tenderness  with        . .  202 

membrana      tympani 

perforated  from   . .  422 

meningitis  from        . .  590 

noises  in  the  head  from  406 

optic  neuritis  from  . .  202 

otorrhoea  due  to       . .  421 

otoscopic  appearances 

of 202 

pain  in  hyoid  area  from  449 

ear  from    165,  422,  423 

over  occiput  from    '202 

on    opening   mouth 

with         . .  . .   202 

pleurisy  from  . .  106 

pneumococcal  . .  339 

polypi  from    . .      421,  423 

prolonged  pyrexia  from  567 

-  pulmonary    embolism 

from  . .  . .   159 
pyrexia  with  . .  . .   202 

-  -  riaors  from  (Fig.  244)  507 

after  scarlet  fever  10,  617 

screaming  from         . .  202 

septicaamia  from       . .   567 

simulating  meningitis    202 

suppurative  meningitis 

from  . .     84 

swelling  of  meatus  from  4 22 

tenderness     of     scalp 

from  . .  . .   712 

tinnitus      from      165, 

422,  423,  723 

tuberculous    , .  . .   422 

in  typhoid  fever       . .  595 

unilateral       headache 

from  . .  . .   294 

vertitro  from  423,  752,  753 

vomiting  with        202,  705 

Otorrhfigia  (s«^  Hmmorrhage 

from  ?)ar) 
OTORRHCEA  ..  42i 

Otorrhcpa,  albuminous  dis- 

charcre  in         . .  . .   421 

-  arthritis  from    . .  . .   339 

-  cerebellar  abs<'ess  from     517 

-  from  cerebral  abscess  . .   423 

-  from  diphtheria  of  ear. .   422 

-  diphtheria  of  skin  with     558 

-  from  eczrnia       . .  . .   422 

-  epithelioma        . .  . .   422 

-  foreign  bo<ly       . .  . .   422 

-  furuncle  .."         ..      202,  422 

-  mastoid  abscess  . .   423 


Otorrhaa,  contd. 

-  necrosis  of  bone  . .  422 

-  noises  in  the  head  from    406 

-  from  otitis  media     421,  422 

-  parotid  abscess . .         . .  423 

-  rigors  from  . .  597 

-  from  scarlet  fever        . .  227 

-  sinus  thrombosis  from. .  597 

-  from  suppurating  lymph 

gland  . .  . .  . .  423 

sebaceous  cy«t  . .  422 

temporomandibular 

ioint  . .  . .  423 

-  syphilis  . .         . .         . .  422 

-  tuberculous        . .         . .  422 

-  from  wax  in  ear. .         . .  421 
OtosclerosLii,  deafness  fro*n 

166,  753 

-  noises  in  the  head  from  406 

-  paracusia  Willisii   wiih     165 

-  tinnitus  from     . .      723,  753 
vertigo  froTi      . .         . .  763 

Ova  of  ankylostomum  (Pijs. 

28,  29)  80 
in  fnces  . .         . .     81 

-  ascaris,    in    faces    328, 

(Fig   217)  620 

-  bilhanKia  (Fig.  26)  79 
in  fflBces          . .         . .     79 

-  -  urine    . .        282,  472,  581 

-  distoma,  in  forces         . .  328 

in  sputum      . .         . .  292 

"  in  foBoes 236 

Ova   in   facas,    mode   of 

examining  for  . .  519 

-  in  sputum  . .         . .  6 15 

-  of    tffi.iia    solium     519, 

(Fig.  216)  620 

-  trichocephalus        dispar 

(Fig.  28)  80,  520,  (Fig. 

219)  621 
Ovarian  abscess     . .  . .  573 

Ovarian  activity,  daflciant, 
gonerai  account  of  . .  646 

-  excessive  menorrhagia 

from  . .  387 
obesity  from  408,  409,  646 

-  cjst  (see  Cyst,  Ovarian) 

-  secretion,    menstruation 

and  . .         . .        18,  388 

-  tumour      (see      Ovary, 

Tumour  of) 
Ovaries,    absent,    sterility 
from    . .         . .         . .  646 

-  defective,  in  atcliosis  . .  191 

-  destruction     of     both, 

amenorrhcca  from    . .     18 

-  prolapsed  tender,  dyspar- 

cania  from     ..      193,  194 

levator  ani  spasm. .   193 

vaginismus  from  . .  193 

-  thyroid  relationship  to    409 
Ovaritis,  appendicitis  simu- 
lated by         456,  665,  678 

-  generallv  bilateral  457 

-  pain  in  iliac  fossa  from. .  456 

-  simulated  by  undue  ab- 

dominal aortic  pulsa- 
tion    . .         . .         . .  543 

Ovary,  affections  of,  effect 
on  menstruation      . .     19 

antemia  with  . .  . .     32 

appendicitis  simulated 

by    ..         ..      456,  665 

eotiinophilia  with       . .  219 

pain  in  the  back  from  428 

ureteric  calculus  simu- 
lating . .         . .  578 

-  carcinoma  of  (see  Cnrcri- 

noma  of  Ovary) 

-  cystic,   felt   per   rectum  587 

-  fibroma  of  . .  . .  089 

-  function  less,    with    uni- 

cornuate  uterus        . .     19 

-  hyperawthetic,  in  hysteria  61 1 

-  impacted      tumour     of, 

backache  from  . .  468 
pain  in  thigh  from     468 

-  inflammation     of    (see 

Ovaritis) 

-  neuralgia  of         . .  . .   665 

-  new   cTowth    of,    pelvic 

swelling  due  to         . .   688 
felt  per  rectum     . .   587 

-  papilloma  of       . .  . .     49 

-  prolapsed,    pain    In    the 

pelvis  from    . .         . .   468 


Qrary,  contd. 

-  sclerosed,    pain    in    the 

pelvis  from    . . 

-  sensory  skin  area  of     . . 

-  small  cystic 
dysmenorrhoca  from 

-  tumour  of  (and  see  Qyst, 

Ovarian),  albuminuria 
from    . .         . .         . . 

amenorrhooa  with     . . 

aniomia  from . . 

ascites  from    . . 

bearing  -  down      pain 

from  . .         . . 

bilateral 

-  bile-duct  compression 

by 

dyschezia  from 

dystocia  from 

enlarged  spleen  simu- 

lal  ing 

jaundice  from 

Ovary,  tumour  of,  Icidnay 
simuiatid  by  353,  »4,  663 

microscope    in    dia- 

gnofsing       . .  . .  690 

pancreatic  cyst  simu- 
lating ..         ..688 

rectal  examination  Im 

diacrnusitig  . .         . .  331 

secondary  portal  gl-inils 


468 
468 
193 
192 


13 
689 

35 
331 

427 
19 

331 
129 
200 

630 
331 


•f. 


331 


somo 
630,  631 

..  646 


629 
689 


691 


334 

408 


I  _ 


321 
32 
466 
428 
136 


423 
599 


from 
Ovary,  tumour 
sions  of 

sterility  from. . 

swelling  in  hypochon- 

drium  from 

tenaculum  in  dia- 
gnosing 

twisted  pe<licle  of.  ap- 
pendicitis simulated 

by 

vaginal  examination  in 

diagnosing..      331,631 
Over-eating,     acute     con- 
gestion of  liver  from . . 

-  obesity  from 
Over-exertion,  acute  dilat-a- 

tion  of  heart  from  211,  214 

-  cramps  from     . .         . .   150 

-  left    ventricle    enlarged 

from 206 

-  mitral  regurgitation  from  211 

-  ruptured     aortic    valve 

from 210 

Over-strain,  mental,  impo- 
tence from     . .         . .   313 

-  pain  in  the  limbs  from. .  463  . 
and  stiffness  from    . .  464  i 

-  subacromial  bursitis  from  476  ! 

-  tenderness  of  spine  from  716 
Over-study,  nightmare  from  402  ; 
Over-use,  'cramps  from  . .   151 
Over-work,  dyspepsia  from  319 

evening  headache  from    294 
insomnia  from  . . 
"  malarial  attack  from 

-  neurasthenia  from 

-  pain  in  the  back  from 

-  twitching  from  . . 
Ovum  (see  Ova^ 
Oxalate  of  calcmm  cxystals 

(Fig.  181)      .. 
in  intestinal  sand     . . 

-  crystals  in  urine 

-  uric  acid  with  424, 
Oxalates,    amount   passed 

normally 

Oxalic  acid  (see  Acid,  Ox- 
alic) 

OXALURiA 

-  aching  in  loin  from 

-  age  incidence  of 

-  calculus  simulated  by . . 
Oxaiuria,  diat  and . . 

-  dyspepsia  with  . . 

-  from  endogenous  sources  424 

-  frequent  micturition  from 

394,  424 

-  after  gooseberries         ..  281 

-  in  gouty  persons  . .  424 

-  htomaturia  from        275,  261 

-  hypochondriasis  and   . .  424 

-  irritable  bladder  from..  424 

-  nervous  dyspepsia  and     424 

-  neurasthenia  and  . .  434 

-  nocturnal  enuresis  from  424 


Oxaiuria.  contd. 

-  nocturnal        micturition 

from 21? 

-  nucleoproteid  witlt      ..  4::( 

-  after  oxalic  ackl  potaofi- 

ing       . .  . .        . .  26^ 

-  pain  in  testis  from      ..  4%.". 

-  with  pancreatic  affections  1>>> 

-  and  phospbataria  alter- 

nating 4S4,  ^-1% 

-  powdered  -  wig     pheno- 

menon from  . .         . .  423 

-  priapism  from  . .         . .  &3> 

-  renal  calculus  with      . .  4^4 

-  after  rhubarb    . .         ..  t*l 

-  spermatorrhoea  and     ..  4S< 

-  after  tomatoes  ..         ..  2$1 

-  white  precipitate  in  ariite 

from    . .         . .         . .  4i5 

Oxybutyric  acid  (see  Add, 

Oxybutyric) 
Oxygen,  convulsions  stopped 

by         . .         . .         . .  14C 

Oxyhieinoglobin,   iusmato- 

porphyrin  simulating    741 

-  spectrum  of  (Fig.  SO)  . .  8<» 
Oxyurit  vormicalarii      . .  ^-'^ 

anal  irritation  from . .  5i*f 

no  blood  changes  with    '.'0 

blood  in  stoc^  frtHn. .    79 

in  children     . .         . .  5*t 

eosinophiila  rare  from  1\9 

no  eo«dnophilia  with . .  5:^' 

gonorrhoea    simabted  ii'^ 

grinding  of  teeth  from  U'* 

priapiiun  from  . .  SS** 

vulval  irritation  from  5-0 

Ozasna,  from  atrophk;  rhi- 
nitis    ..  ..         ..   IT'.i 

-  foul  breath  from  . .     !^r 

-  from    hypertrophic   riii- 

nitis    ..         ..         ..  179 

-  syphilis  ..  . .  .  -  17? 
Ozonic  ether,  in  blood  test  ?8i: 
effervescence  with  pos  57.'» 


9,  218 
741,  742 


423 


423 

381 
424 
281 
424 

381 


PA(3HYMENINOITIS, 
cervical,      claw-hand 
from  . .  1<)9, 

pain  inarms  from  110, 

443, 

tenderness    of    spioe 

from  . . 

-  cervico-dorsal,    p^n    in 

the  shoulder  from    . . 

simulating    myofibro- 

sitis 

neuritis 

cryphilitic 

Pacliymotiliiiitia,  chraaie 
hyportropliic    MMRor* 
rhagle  ..    SIS, 

-  headache  from  . .     294. 
--  hyperacusis  in  .. 

-  lumbar  puncture  in  dia- 

gnosing 

-  noises  in  the  head  from 

-  optic  neuritis  from 

-  root  palsies  from 

-  syphilitic  ..     406, 

pain  in  shoulder  from 

photophobia  from    . . 

-  vomiting  from  . . 
Pacific  Islands,  elephanti- 
asis in 

Tads  on  finger*  (Fig.  160^ 

347. 
Dupuytren's   contrac- 
tion with    .. 

Pagot's    dtooaaa,    laMmi 
acoooBt  of 

-  leontiasis  oesea  and . . 

psorosperms  in 

Pain,     abdominal,    acate. 

from  appendicitis 

colic 

dysmenorrlMX* 

dyspepsia  . . 

emt>olism    of     pan- 
creas 

fun<?nting    endocar- 
ditis 

tuDmorrha^e    into 

Grmafian  fbUicle 

into  p«acrees    . . 

pancretith 


110 
444 
444 

477 

477 
477 
477 


SIS 

5ii 
5iW 


5*5 

40C 


5(tt» 


47i 
52:» 
5r. 


40-^ 
317 


•01 
73o 

19r. 

I9r. 

19J 
193 


70 

193 

7f. 

594 


PAIN,    ABDOMINAL    —    PAIN    IN    EPIGASTRIUM 


859 


Patn^  af*domiruU^  contd. 

acute,  perforated  ga»- 

tric  ulcer    . .         . .  193 

ruptured    ovarian 

cyst        ..         ..  193 

-  — pyoealpin.T         . .   193 

-  — tubal  gestation 

193,  593 
twisted  OTarian  ryn  193 

-  —  from  aneuiysm     115, 

271,  331 

-  —  an^na  abdominalis  . .  316 

-  —  appendicitis  ..      115,  116 
biliary  colic  . .      115.  7C7 

Psim    •kdtmhwl,    blo«d- 
prnmra  dianiM  wMi  437 

from     carcinoma     of 

bowel         ..         ..115 

colitis 115 

constipation  from     . .  124 

-  —  from  corrosives        . .  268 

in  diabetes    ..        85,  389 

from  duodenal  ulcer     271 

gastritis  ..  766 

PAIN,  ABDOMINAL.  QENE- 

RAL 424 

Paki,  abdomliitl,  ommtiI, 

fr*iii  colle  . .  42S 

dysentery  . .         . .  459 

pastrfc  crises         . .  425 

mtestinal     obstruc- 
tion ..  425 

morphia  . .  426 

Plin«    flMMIIlilMII,    QWIMTBl, 

frtm  nwraloia     425,  426 

peritonitis  . .         . .  425 

pneumonia  . .  425 

ulce-ative  colitis  . .  459 

viaoeroptosis         . .  426 

from  gout      ..         ..  115 

in  He30^h*8  purpura 

343,  767 

In  influonaa   . .         . .  465 

intense,   from  perito- 
nitis ..         ..  592 
from    intestinal    neu- 
ralgia ..   115 

obstruction        131,  316 

intusBUweption      115,  663 

movable  kidney        . .  115 

mucous  colitis       115,  116 

-  -  panczeatitb    ..      115,  767 

perforated  gastric  ulcer  658 

perforatlre  peritonit's  115 

pleorisT  115,  593 

-  -  plumbum  ..115 
poeumonia             1 15,  593 

-  -  Poa*s  disease  . .   116 

pyloric  obstruction  ..  115 

in  relapsing  fever     . .  336 

from  renal  colic    115,  767 

spasmodic,  from  c?lic  593 

from  spinal  caries    . .  115 

q>ondy litis  deformans  715 

tabes  dorsalis  ..  115 

tuberculous  bowel   . .     76 

peritonitis  48,  657 

typhoid  . .  574 

-  all  over,  in  rat-bite  fever  598 
in  poliomyelitis  acuta  509 

-  In  amssthetic  area       . .  427 

-  anal  region,  from  vesictU 

carcinoma      . .     . .       397 

-  at  angle  of  right  scapula, 

from  gall-stone        . .  116 

-  In  the  ankle,  from  syno- 

Titis 438 

V.  arm,      from      acropar- 

assthesia  . .  444 

adiposis  Colorosa      . .  443 

aneurysm  . .  434 

of  subflwian  artery  443 

axillary  glands  . .  443 

Piln    in    tfio   arm,   from 

bndiltl  neurtfgla    . .  442 

neuritis       . .         . .  443 

carcinoma  of  liver 

cervical  caries  . .  443 

pachymeningitis    . .  444 

rib   110,   443,  508,   551 

cystic  breast  . .         . .  686 

herpes  . .      445,  477 

left,from  aortic  disease  445 

angina  pectoris  316, 

433,  476,  535 

aortic  incompetence  433 

regurgitation     . .  207 


'  Pain  in  tfw  arm,  contd. 
left,  from  heart  disease  445 

, lumbar    puncture    in 

diagnosing  cause  of  442 

from  mediastinal  new 

growth        . .  . .  434 

neuromata     . .  . .  443 

occupation  and         . .  444 

Pain    In   tho   arm,    from 
occupation  nouroaot..  445 

pachymeningitis    llU,  477 

peripheral  neuritis   . .  443 

psyclialgia      . .         . .  445 

Pain  In  tho  arm,  radicular  444 

skiagram  in  diagnosing 

cause  of      . .  . .  442 

. from  spinal  caries     . .  444 

gliosis  . .  . .  443 

tumour       . .         . .  443 

, syringomyelia  . .  508 

vertebral  growth      . .  444 

writer's  cramp,  etc. . .  446 

-  as  ail  aura  of  epilepsy  . .     67 
,  -  in,t)ie  axilla,  from  abscess  666 

from  abscess  of  liver    597 

PAIN  IN  THE  BACK  (and 

see  Backache)  . .  427 
from  abdominal  aneur- 
ysm            . .         . .  437 

abscess  . .         . .  428 

acnte  ineumatism    . .  427 

I aneurysm     195,     271, 

290,  428,  429,  664,  714 

aortic  incompetence . .  433 

' appendicitis   . .         . .  428 

biliary  colic    . .         . .  450 

bladder  lesions  . .  428 

carcinoma      . .  . .  585 

Cauda  equina  tumour 

62,  516 

-  -  debilitj  . .         . .  428 

duodenal  ulcer  . .  428 

dyspepsia       . .         . .  428 

fevers  . .         . .         . .  427 

-  -  flbrositis.         . .         . .  461 

' gall-stone        . .  . .  428 

I gastric  ulcer  269,  428,  437 

I herpes  . .         . .  428 

I hypenesthesia  with  . .  428 

, from  infective  arthritis  461 

. injury  . .  . .  428 

' kidney  affections      ..428 

' local  blush  with       . .  428 

, lumbago         . .      428,  438 

j malaria  . .         . .     30 

mediastinitis  . .  . .  435 

■ meningitis      . .         . .  427 

I myositis         . .         . .  461 

' neurasthenia  . .         . .   715 

new  growth    . .         . .   714 

ovarian  lesions  . .  428 

I over-work       . .         . .  428 

, pancreatic  calculus  . .   116 

psychaigia      . .  . .  445 

' rectal  lesions. .         . .  428 

I  Pain  In  tho  back,  roforrod 

aroat  of  (Fi^.  294)  716 

' in  relapsing  fever     . .  637 

' from   renal   embolism      8 

I sciatica  . .  . .   438 

, serum  injections       . .  223 

skin  lesions    . .  , .  428 

' spinal  caries  156,  364, 

428,  429,  516,  713 
, growth        . .  . .  428 

stone  in  kidney         . .  451 

typhoid  spine  . .   340 

i uterine  lesions  . .  428 

I vesiculm        seminales 

I  lesions         . .  . .  428 

-  -  Weil's  disease  . .  336 
.  —  x-rays    in    diagnosing 

cause  of      . .  . .  428 
in  yellow  fover     273,  336 

-  at  bju'k  of  eye,   in  in- 

'  flucnza  . .  . .   564 

I  -  in   back  of  right  chest, 

from  i;alI-stones        . .  327 

PAIN,  BEARING-DOWN     425 

cystoscope     in     diag- 
nosing cause  of      . .  427 
I from  imj)acted  fibroids  427 

ovarian  tumours       . .   427 

, pelvio  abscess  . .   427 

disorders     . .  . .  426 

I hasmutocele  . .  427 

pressure  on  bladder. .  426 


Pain,  hforinff-dovn,  contd. 

pressure  on  rectum  . .  426 

rectal  examination  in 

diagnosing  cause  of  427 

from  retroverted  gravid 

uterus         . .         . .  427 

sigmoidoscope  in  dia- 
gnosing cause  of  . .  427 

tenesmus  with  . .  426 

from  uterine  displace- 
ment . .  . .  426 

vacinnl  examination  in 

diagnosing  cause  of  427 

-  in  biff  toe,  from  exostosis  67 1 

-  bladder,  from  calculus. .  742 

carcinoma      . .  . .  394 

retention        . .         . .  395 

(and  see  Strangury) 

-  in  the  bones  in  infantile 

scurvy  . .         . .     99 

leukfflmia        . .  . .   707 

osteomyelitis  . .  668 

pernicious  antemia  . .  7()7 

rickets  . .         . .  364 

from  sarcoma        671,  672 

in  scurvy  rickets      . .  670 

secondary  syphilis   . .  669 

syphilis  . .  . .  463 

-  boring,  in  tabes. .  . .  609 
PAIN  IN  THE  BREAST..  429 

from  carcinoma        . .  429 

cracked  nipple  . .  429 

cystic  disease        429,  686 

epithelioma  of  nipple  429 

galactocelo  . .  429 

hysteria  . .         . .  430 

injury  . .  . .  430 

mammilitis    . .         . .  429 

mastitis         429,  685,  686 

mc-istruation  . .  430 

neuralgia        . .  . .  430 

pregnancy      . .  . .  429 

stays 430 

submammary   abscess  429 

tuberculous  breast  . .  429 

-  on  breathing,  from  inter- 

costal neivalgia    . .  431 

-  -  liver  abscess  . .         . .  390 

phrenic  neuralgia     . .  431 

pleurby  . .  . .  432 

pneumothorax  . .  432 

-  in  calf,  coming  on  during 

walkine  . .  . .  441 

PAIN  IN  THE  CHEST  ..  430 
Pain   In  tho  chott,  from 

anourytm     290,   430, 

432,  434,  435,  770 

angina  pectoris         . .  430 

aortitis  . .  . .  430 

biliary  colic  . .         . .  767 

bone  disease  . .         . .  430 

bronchiectasis       432,  435 

carcinoma  of  breast. .  431 

spine  . .  . .  432 

caries  of  rib    . .         . .  430 

coronary    artery    ob- 
struction    . .         . .  434 
coughing         . .          . .  430 

-  emphysema    . .         . .  432 

empyema        . .      430,  432 

flatulent  dyspepsia  . .  433 

fractured  spine     431,  436 

heartburn       . .  . .  297 

heart  dise^ise         430,  433 

hepatic  abscess         . .  430 

herpes  zoster. .      430,  431 

hydropneumothorax  652 

lesions  of  bones  of  chest  432 

liver  abscess  . .         . .  709 

ma.stitis  ..      430,  431 

raostodynia    . .         . .  430 

Pain   in   tho  chott,  from 

modlastlnal  now  growth 

267,  430,  434 

mediastinitis  . .      430,  435 

myalfda  . .  . .   430 

myelitis  . .  . .  436 

neuralgia        . .      430,  431 

neuromat-a     ..  ..431 

new  growth   . .  . .  435 

oesophageal  obstruction  430 

lesions         . .  . .  435 

at  onset  of  pneumo- 
thorax        . .  . .  531 

-  on      perforation      of 

aneurysm    . .  . .  434 
from  i>ericarditis  430,  433 


77,  171 


Pain  in  thr  dust,  contd. 

in  phtliisls      . .       132,  435 

from  pleural  adlics^ions  432 

plourlxy  . .      430,  432 

|ileurodvnia    . .  . .  43i» 

pneumonia      . .      430,  432 

p:ieumothora.x        ir»8, 

430,  432 

pulmonarv  eniholism 

l.'in.  2.S1>,  290,  430 

pyaurnir  abst^oss         . .   43o 

skin  inflammation    . .  430 

.spa.sm  of  (Bsophagus     435 

spinal  cord  disease  . .   43o 

splenic  infarct  . .   61  o 

spondylitis  deformans  715 

stitch 430 

Rtomacii  lesions         . .   70l» 

strained        intercostal 

muisole        . .  . .   432 
subdiaphragmatic   ab- 
scess           . .          . .   65S 

syphilitic  aortitis      . .  433 

tabes   . .  . .  . .  430 

-  cord  paths  f or  . .  . .   607 

-  on  coughing,  with  phrenic 

neuralgia        . .  . .  431 
from  pleurisy  . .   432 

-  crump:*  and        . .  . .   150 

-  on  defalcation,  from  anal 

fissure  . .  . .   685 

ulcer  . .  . .   585 

colitis  . . 

(and  sec  Tenesmus) 

-  delirium  from    . .  . .   169 

-  in  the  car  (and  see  Ear- 

ache)     202 

from  furuncle  . .   422 

(flaucoma        . .  . .   233 

hinmorrliatric  otitis  . .  421 

otitis  media  105,  422,  423 

-  about    oar,    from    sinus 

thrombosis     . .  . .   507 

PAIN    IN    THE    EPIGAS- 
TRIUM .436 

from  abdominal  anj?iiia  43 T 

licute  pancreatitis  389,  43r. 

aneurysm        . .  . .  437 

orscrnc  . .        78,  26H 

atheroma        . .  . .   437 

from  biliary  colic     . .   430 

corrosive  poisoning  . .   766 

coughing         . .  . .   436 

dilatation  of  heart    . .   430 

duodenal  ulcer      437,  402 

dyspepsia        . .  . .   435 

enterosp:ism  . .  . .  43S 

epigastric  liernia       . .   430 

llatulence        . .      435,  437 

-  -  gall-.stones     327,  437,  402 
gangrenous     appendix  430 

-  -  gjustralgia        . .      319,  430 
gastric  carcinoma  270, 

310,  430 

ulcer    30,    260,  268, 

430,  402 

irastriti!*  . .  . .  435 

hajmorrhage  into  pan- 
creas . .  . .   204 

hepatic  abscess      437,  402 

carcinoma  . .  . .   437 

hepatitis         . .  . .  437 

hy])crclj!urhydria      . .   430 

intercostal  ncuraltria     430 

intestinal  obstruction    430 

irritnnt  poisoning     . .   700 

liver  lesions  . .   70I» 

mitral  disease  . .  437 

nmeomembranons  co- 
litis . .  . .  . .   4.*{^ 

pancreatic  calculus  110,137 

-  -  -  new  growth  ..437 

-  -  pancreatitis   110,  254, 

204,  329.  437,  601 
passive   congestion   of 

liver  . .  . .   437 

perigastric  adiiosions     437 

phosphonis  poisoning    330 

pleurisy  . .  . .   43ii 

plnmbism        . .        31,  43S 

rheumatism    . .  . .   430 

ruptured  duodenal 

ulcer  . .  . .   430 

gastric  ulcer  . .  430 

small-pox        . .  . .   272 

spinal  caries  . .  . .  43«; 

tabes  . .         . .         . .   76!i 
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PAIN    IN    EPIGASTRirM    —    PAIN    IN    LOINS 


froni  '^T^x.\»ir»!0^*r»'.    Z%\ 

-   -  witr.   tT.-i-jf  Vj-i^tRirjd 

FAIN  IN  THE  EKTKCamr 

'LOWES- 
FAIR  IN  THE  ErrKEaiTY 

fUPPESr 

f  AIN  IN  TNE  ETE         . .  44S 

-  -  in  TU-xxVh  l*;-*r-*  . .    4i»; 

-  -  from  ^^krtrv:  iicrt.t  ,.  411 

-  -  ^ifrrifyjo^.  , .  44-* 

-  -  *rrf^  tA  T»-iT-yr-jf>.\,  ..  IIA 
#ry*--tr*i'.  ,-  41*5 

4U.  :;^25 

infliMrf.zA  . .    Hfi 

inf«^i**»I  k^JiCttiH  -.  415 

intin  2J1,  4li 

omUr  h*tTp*H. .  ..  445 

»li,  7r.2 

•now    . ,  . .   A\ft 

«arc<4h»r>^  . .    416 

-  ok«r»tWx.  <rf  romea 

44S.  733 
IvA  Si**  Ft.otof»hobt«>  ' 

-  trmt  *rj  »rt>rf/7t ,  from  f rontaJ 

w.fu  'jMf/entK>ri         . .  J30 

PAIN  IN  THE  FACE      ..  44t 

from  Antr%l  ttitnoar. .  <W5 

c*T*f'r»I  furrt/iur        ..  417 

ft>f.jfjr»<rtivitw             ..  4lfi 

derajirtff  trjotli           ..  4W 

error  erf  r*ffr»ction    . .  4 15 

frorital  ^inu-i  knioris..  41Sr 

flrUocom^                   . .  449 

(Tumf/oil           . .          . .  44A 

(rummJiro'M  meriingitb  447 

htrT\f*i*  vi^tt^r..          ..  447 

-  -  irtfl^rri^J  fiitrot^J  crUuid  416 

iritw 449 

DO«^  l*>ior,<»    . ,           . .  449 

f»<rv>«titH                    ..  447 

pKiy^h^laria      . .          . .  449 

Uti)*!H  d^»r*Hli«             ..  419 

toutni*r  I*»KHi"*           ..  419 

-  f«rt,    from    «r\(>o»ture    in 

tfr^h^s      ..  ..224 

«Tjrhrom*'Ul^ia         ,.   441 

ilAyiiMitl'-i  <Ji)i«aii«    ..    4  41 

-  fimrrrn,     fr'^n     anuria 

irtrtf^*  . .   433 
cervk-al  ri^    , .          . .   7i*A 

-  After  foo»l,  from  <-arcin- 

oma  of  nWniM'U        . .  C30 

with  rJtio'J^'rial  ulrer  75 

from  irall— tone      ..  437 

KHf^tniluvi    . .          . .  437 

-  —  u'^trv-  uU.rr  75,  209,  137 
jntMtrifi.H      . .          . .  207 

-  focJ  rHiev  intr,  in  hjjiw- 

chlorhrdria    , ,  . .  437 
(ar^l  i**^  I{uri;;pr-f>ain) 

-  in    Unit,    from    anterior 

cniritij*  . .  439 

calcanorlynia  . .  . .  439 

c-w*rbral   tumour  . ,  08 

flat-ffK»t  . .  4Vi 

ifOfiorrhfjja  .,340 

tforiorrh'tral    >>ur»itu..  4.W 

-  -  -  fihrrwitiH      , .  . .  439 

Ptin  In  the  foot,  list  of 
eautN  of  . .  362 

-  -  in  Mort^ifiV-  ili«ea>»e  . .   43'.» 

-  front. il.  from  frontal  ninus 

enir .y*  m-i        . .  . .    180 

-  o%-*«r    e.il\-\>Uu]i]fT^   from 

(.Mil  — tOll#'4        . .  , .    272 

P4Un.  genoral  contMoratlont 

roganfino                 . .  427 

-  tjen^Tiil.  in  f-errrhr(jMpinal 

nwniriiritl.H       ,  .          , ,  JiJH 
in  JJen-um's  iliaesksf^..  410 

-  on  treffiMu'  warm  in  Ited  403 

-  irinJU'  (s^^;  <Jir«lle  Pain)  200 

-  in     th«*       trroin,      from 

nialjL'nanl    crlatidH      .  .  r,70 

ronal  ralculii-i              .  .  27S 

ro\'\c              .  .      451,  707 

-  hand  from  cervical  rib. .  551 
chondroma     ..          ..071 


Pmtm  I  a  /V  A«tW.  ^tnu,l. 

f.'Qfn  c»tin> J  . 

p^rftTm^.r-iT.ta 

rt.*«irr-irt«n    . . 

rt:*naukri«>i  Arrnriti*. 

tahi*r- nlri«je»  JjiMaAe  . 

-  Levi,  frofr.  ziaocoooA  . 

STonrrfi 
I."",  rrwerji'^finfi!*, 


151 
477 

151 
151 
151 
151 
151 
233 

134 

13* 


.  <71 


321 

34« 

3f« 

15 


fHn     hi 

of      .712 

pil'.srATioriS    . .  - ,    435 

-  ir*    rr.^    r.**{.    from    cal- 

car.r^lTr.ia  ,,  439 

ir.SAnyni  Art.iliM  Y.nr*A  3<2 

oa  rairi*  •*pirie        439.  *71 

rTlb^/^i  ^.eirt  . .  , .  3<2 

x-nty*    ir.    dia(rM».i«^ 

rarx-^  fti 

-  hip,  fron  r»xf>-joi'it  'li*- 

oftteo-arrhritw 

Miatir'a 

«por,d7li*ai  defonnai* 

'  bofurerf<«e^  llumnr-imut 

-  in  hjoid  am,  from  e^r 

disea>t<!:  . .   419 

FAIN     IN     THE     HYPO- 

CHONORIUM  ..45t 

from      artite     jellov 

airo^»hj  . .   333 

from  af»j*  .diriti*      ..   451 

carrinoma     oi    gall- 

hL-ul^W  ..   45^» 

of  liver        , .  . .  45«T> 

panrreas      . .  . .  451 

ciiolerj-atiti*  . .  . .   45<; 

colon  trrr/a  lii . .  . .   45*; 

confirestion  at  lirer  334,  45<) 

dHtoma  hepaticum  . .   328 

enUrcre>J  ifpleen         . .  45«j 

fx7^  accamaJatkm  . .  450 

flatulence        . .  . .   450 

-  -  ealUtone       ll«.  327,  4^) 

g^fthc  carcinoma     . .   45'i 

ulcer  . -  . .   450 

hepatic  abstcciH      450,  597 

hepatitu         . .  . .   450 

hepatr>pto8i8  . ,  . .   3<»8 

Jierpes  zorter         45«),  451 

intercostal  neurahria 

45«j,  451 

intfvtinal  ri^Atmctioa    450 

movable  kidney        ..   451 

new  trrowth  of  colon. .   451 

perif.eidiric  abscess  450, 

451 

fierisplenitis   . . 

jileurisy  . .      450, 

pyelitis 

renal  calculuii         450, 

-  ruptureiJ  ectopic  gesta- 

tion 

nalpintritis 

from  splenic  injury  . . 

•ujMiaphra(rmatic   al>- 

fv**rt  ..      45<»,  451 
twisted  ovarian  pedicle  451 

-  hyp^u^aytrium  from  bac- 

teriuria 

-  -  cyMtitlH  282,  470,  578. 

duodenal  ulcer 

trall-Htones 

iisiHiric  ulcer  , . 

Ii<*pati<*  al^^-ess 

proijtatftis 

retention  of  urine 

risrbt.  from  liver  lesions 

from  ur<u-hal  c>'-»t 

-  iliiM-frtKH^i.  from  a/1  bcKionA  458 
aneurysm     of     iliac 

artery 

apf>endiritls 

<'}B-'al  detention    . , 

r.'iff inomii  «'a>ci 

-  of  rectum       453, 

of  '•icrmoid  colon 

453, 

-  -  -  roll  barMlluria 

dysentery    . . 

ber[>es  zoster 

ileocfocal  kink 


45<J 
451 
451 
451 

451 
451 
041 


P<§tm    I A    una/:  t'^UfM.  ^9*tti. 

from  ir.iiEc^l  zisu-nki  li'^ 

rwx.                        . .    459 
PAIN  IN  TNE  lU  AC  FMSA. 
LEFT 4» 

from  iir»rticuliti»  453 

Piiii  to  tta  Mbk  fo«i< Mlw 
■rtoffcanHoff        ..  4» 

from  moTA^-le  k^l'.ey  4<»» 


15; 

4<«> 
40" 
451 
457 


PAIN 


464 

<77 
11« 

4S4 


.  «7* 

.   lU 

124 
IK 
45^ 
401 
45J 
457 
45i 


pieTirB*y 
r>r.e»i.TW>riia 
pye*i'^ 
retau:^!  rewe* 
IN     THE     lUAe 
FIHSA.  N16NT 
-  -  frofn  :kf tf ler.*!!  :itii 
110.  124,  *»3,  <«5. 

rtjiiria 

to  Hk  toai  (hm< 
Mofcanosof 

at     menfrtmal 

f-«rioiU 

rectal   evamina- 

tjofi  in 

from  .«pasti:  coo 

»tic>«tioo 

typhiitM 

from  aalpinc^tu     . 

lEpinal  \9s»onA 

^Terroral  alrefs     . 

^tru-h 

tuberculous  ci&rum 

-  —  -  -  kidri^j 

tumour  of  iliac  bone  459 

tyi»hoid       . .  . .    459 

twister!  oracisn 

f>etlicle    . .  . .   454; 

ol^'erative  colitis  . ,  459 

Tolvuluii      . .  . .  459 

-  insomnia  from  . .  . .  321 

-  intense.        hyp3C*»eniua 

from    . .  . .  . .  573 

-  intercostal,   from  aoeor- 

y«n. 195 

herpes  . .   7u7 

x-rays    in    UiaigriMKiiig 

caofle  of  . .   707 

rarnl     tee    Xeoralgia, 

Ir.tercostal) 
PAIN.  IHTEUCAPULAR    Ml 

bicarbonate    of    soda 

relievinjr     . .  . .   462 

from  biliouHnesn    461.  462 

calomel  relieving       -  •   462 

fri^m  carcinoma  of  gall- 
bladder ..  462 

of  liver  . .   462 

duo<lenal  ulcer  . .  462 

-  -  fUtulenc«       435,  461,  462 

(^all-^tones  . .   462 

ga.-«tric  carcinoma     . .   462 

ulcer  . .  . .   462 

(gastritis  . .  . .  435 

hepatic  ahuce&a         . .  462 

-  -  inditrestion     435.  461.  462 
Pito.  intoncMator,  IM  of 

eaiitot  of  ..461 

PAIN  IN  THE  JAW         ..  4tt 

from  alveolar  abscess  683 

antral  le«:ions..  ..  462 

dental  caries  . .  . .   462 

unerupte«l  molar       . .   462 


70 

— 

—  x-rays    in    diagnosing 

581 

cauAe  of 

462 

462 

Pain  in  the  jointji  (and  see 

462 

Arthritfci,   and   Osteo- 

402 

arthriti*<) 

402 

_ 

-  in  a<*ute  rheumatism 

581 

105.  228,  463, 

614 

39 

— 

-  chronic  rheumatism.. 

466 

7<)9 

— 

-  derurue 

466 

6M 

— 

-  erythema  no<losum  , . 

404 

458 

— 

-  Henoch's  purpura  343, 

556 

— 

-  hy-terical 

350 

400 

_ 

-  in  leprosv 

404 

354 

— 

-  |»eIiof<LH  rheumatica  . . 

556 

457 

— 

-  puen»**nil  fever 

590 

459 

— 

-  rheum.iri«'  fever 

338 

459 

— 

-  from  >erum  injections 

223, 

554 

459 

— 

-  tub**rouIous  disease  . . 

347 

455 

— 

kidfjcy.     from     bladder 

459 

(growth            . .      281, 

472 

400 

— 

-  pvelonephriti^ 

355 

457 

- 

-  stone  . .          . ,         41, 

277 

tsrer.en*'  .rai-ui!*. 

tir.-i  -<»t»  *'»Aic.  Fiej  aii 

-  in   tXj*  Ic^ir-,   from   r.ir- 

;<yir.t  :>e.ae252.  3t«». 

-  like  A  krue.  from  j  [■^ir^y 

-  in   l*fc-:»im   mjijo?.    irom 

-  ?an»nr:^urj^.   in   syrir^-- 

myeii4 

-  le?.  fn>m  ^'■.?eri.>r-.Turirb 
bUtiler  >>i»)ris 

taxtnioaiA  ater; 

f:ai>la  eqiiria  tunwxir 

emhoiKm 

eptftirsi'ii 

hip  ■it*«aae 

intermittent  cUodica- 

tioQ  an*l 

Morton'^  disease 

multiple  neoritu 

menbria  puc»tbetica 

obturator  hernia 

phW'tti^ 

popLic^al    aneurynn . . 

proitate  lesions 

p«MMkf  at'^scesw 

rectum  lesiona« 


472 


4^" 


..   11: 


43l» 
4  4-.' 


251' 
07'» 
321 

440 
43'.* 
440 
43'.* 
439 
43H 
692 
442 

7ir, 
442 


63.  438 

spon^lylite  <lelonBans  715 

in  tabes  . .   44o 

from  tumour  of  lotus 

borie  ..  ..    43S 
uterus  let^ons  . .  442 

-  on  ligature  of  artery    . .  434 

-  lisrfatnin«r.      spontaneous 

cessation  of    ..  ..   719 

Pltototkoliltotiifeoolio, 
315.  44«.   466,  515, 

609,  65<> 

-  in  the  limbs,  from  alcobol  46*i 

from  alcobotic  neuritis    00 

in  angioneurotic  oedema220 

from  arjenic  . .        64,  466 

in  cachexia    . .  . .  467 

diabetes  . .        63,  406 

errthromelakria         . .  25<J 

PAIN    IN    THE    UMBS, 

OENERAL     ..         ..483 

in  acute  coryxa     . .  404 

broncbitis  . .  . .   465 

from  chill  . .  . .   464 

(^ironic  rheumatism  460 

in  denjrue  . .  . .  460 

fel»ricula     . .  . .   464 

Pato  to  tlM  Itoibi.  lOMnil, 
IMofounoiof        ..  483 

Malta  fever  . .  460 

measles  . .  465 

neuromyositis        . .  464 

pleurisy       . .  . .  405 

rat-bite  fever         . .  465 

scariet  fever  . .  465 

small  pox    . .  . .  465 

tonsillitis    . .  . .  464 

tobeniilosfei  . .  465 

from  sout  . .  460 

hysteria  . .  . .  465 

influenza        . .  . .  460 

lead  . .  460 

leukarania  . .   467 

-  -  in  Meiire's  disease     . .  220 

neuraf.thenia  . .  . .   465 

from    optic    tlialamus 

lesions  . .  610 

pernicious  anaemia  . .  407 

peripheral  neuritis  56,  400 

from  serum  injections  223 

in  severe  anaemia     . .  467 

srphilb  . .  460 

in  yellow  fever     273,  330 

Weil's  db$ease  . .   330 

-  in    liver,    from    nutmeg 

change  . .   368 
tropical  congestion   . .   369 

-  over  liver,  from  can*in- 

oma         . .  . .  373 

perihepatitis  ..  371 

suppurative    pvlc- 

phlebiti'S       '      ..590 

-  in  loins,  from  appendici- 

tis         354 

bacteriuria  . .     70 

-  -  carcinoma  coli  . .  354 
contra-lateral  . .  355 


PAIN    IN    LOINS    —    PALLOR 


861 


P«ifi  ifi  loins,  contd. 

in  dengue       . .         . .  40G 

from  epididymo-orehi- 


478 
5G4 


of 


129 
4(i0 
116 
451 
357 


433 

582 
202 


tis 

in  influenza  . . 

with   invagination 

rectum 

-  —  movaole  kidney 
pancreatic  calculus 

-  —  perinephric  abscess 

polycystic  disease 

renalcalculus  40,  117,  278 

colic  . .  . .  767 

di9ca.se        ..      276,  277 

— embolism    . .         . .  283 

— growth        . .  . .   355 

-  -  tuberculous  kidney  . .  460 
(and    see    Backache ; 

and  Pain  in  the  Back  ; 
and  Achini;  in  the  Ix>ins) 

-  loss  of  weiglit  from       . .  769 

-  at  lower  end  of  sternum, 

from  pericarditis 

-  in     lumbosacral    region 

from  pyosalpinx 

-  mastoid,  from  absc«». . 
ran  M  mieturttloii 

from  appendicitL't  582,  677 

carcinoma  urethrsD  . .  184 

resica}  . .     41 

invading  bladder  . .  582 

iTStitis  . .         . .  678 

Pain  OT  mfeturltion,  omoril 

aMMint  of    MTiTO,  471 

in  gonorrhcea        182,  700 

from  prostatic  abscess  182 

prostatitis  . .  182 

strangury  and  . .  649 

from  stricture  . .  396 

ulceration  of  bladder  580 

ureteric  calculus       . .  397 

urethral  sores  . .  184 

urethritis        . .         . .  396 

-  in     the     mouth,     after 

corrosives 
stomatitis 

-  ill  muscles,  in  acute  rheu- 

matism 

-  —  dengue 

-  —  hysteria 

-  multiple  neuritis 
-  myositis  ossificans 

-  -  from  over-strain 

polymyositis  . . 

rtieumatism   . . 

serum  injection 

trichinostB 

-  neck,  from  aneurysm 

Migina  pectoris 

caries  . .      429,  648 

cervical  rib    . .         . .  110 

In  delicate  patients  . .  429 

ttcfta  fractured  spine    648 

inflamed  glands        . .  379 

mediastinal  new  growth434 


287 
74 


463 
466 
141 
505 
143 
464 
464 
466 
554 
464,  729 
434 
433 


PaiTi  in  thr  petvin,  cimtd. 

from  hysteria 

labour 

local  congestion 

after  operation 

from  peritonitis 

prolapsed  ovaries     . . 

pyelitis 

retroflexcd  uterus     . . 

retroverterl  uterus    . . 

salpingo-oophoritis 

193,  468, 

sclerosed  ovaries 

Pain  In  the  pelvis,  vasmodic 

twisted  ovarian  pedicle 

PAIN     IN     THE    PENIS 

(and     sec      Pain     on 

Uicturition) 

from  appendicitis     . . 

balanitis 

carcinoma 

of  bladder  281,  397, 

470,  472, 

recti 

cavernitis 

chordoe 

—  -  cystias  397,  470, 
gonorrhcDa     . . 

—  —  gout    . .         . . 
' herpes 

i  injury 

Pain  In  the  pen  it,  list  of 
cauneof  469, 

from  lymphangitis  . . 

I papilloma  of  bladder 

paraphimosis 

—  phimosis 

—  —  plies    . .         .  •         •  • 

' prostatic  abscess  470, 

I affections    . . 

I calculus 

I prostatitis      . .      470, 

rectal  fissure  . . 

renal  colic 

stricture 

trigonal  lesions 

' tuberculous      bladder 

397, 

I kidney 

' ureter 

j ureteric  calculus   472, 

I ureteritis 

I urethral  calculus  184, 

283, 


I  _ 


754 
670 


477 

202 
463 


meningitis      . .         . .  138 

new  growth  . .         . .  648 

pachymeningitis       . .  477 

phthisis  . .         . .  432 

pyorrhoea  alveolaris. .  648 

rheumatoid  arthritis     648 

spinal  caries  . .         . .  616 

(and  see  Stiff  Neck) 

-  neuralgic,  from  herpes. . 

in  osteitis  deformans 

(and  see  Neuralgia) 

-  of  obscure  origin,  syphilis 

and 

-  occipital,     from     otitis 

media . . 

-  osteocopic 

-  ovarian,  ureteric  calculus  

simulating      . .         . .  578 

-  pelvic,     from     crypto-  '  — 

menorrhcBa    . .         . .     17 
PAIN  IN  THE  PELVIS  ..  467 

from  abortion  . .  468 

adhesions       . .         . .  468 

appendicitis   . .         . .  468 

-  -  carcinoma  uteri        . .  469 

after  childbirth         . .  468 

from    extra-uterine 

gestation     . .      468,  690 

fibromyoma   . .  . .  468 

gauze-packing  . .  468 

luemorrhagic     corpus 

luteum  cyst  . .  468 


urethritis 

vesical  disease 

calculus     282,    397, 

470,  579, 

PAIN  IN  THE  PERINEUM 

from  bacteriuria 

cystitis 

Pain  in  the  perineum,  lift 
of  cauioi  of  . . 

from  prostatic  disease 

prostatitis 

vesical  carcinoma     . . 

precordial,  in  acute  rheu- 
matism 

angina  pectoris     476, 

aortic      incompetcsnce 

207, 

arteriosclerosis 

endocarditis   . . 

excitement     . . 

on  exertion    . . 

from  fibroid  heart    . . 

flatulence 

granular  kidney 

heartburn 

heart  disease. . 

myocardial  aflcctioiid 

myocarditis    . . 
ovnr-strain  of  heart  . . 

perli^aniitls     . . 

-  prostate,  from  prostatitis 

-  in    rectum,    from    anal 
fissure  . .  . .   585 

carcinoma       . .  . .   7)S'i 

prostatitis      . .  . .  578 

Pain,  referred        ..     427,  706 
Pain,  referred,  from  heart 

dluase  . .  433 
pleurisy           . .  . .   432 

-  round    tlio    lieart  . .   435 

-  over  sacro-iliac  joint     . .  680 
sa<Tuni,  from  carcinoma 

recti     . .    . .  78 


468 
468 
468 
468 
468 
468 
451 
468 
468 

690 
468 
408 

468 


466 

474 
473 
473 

580 
473 
473 
473 
472 
617 
473 
473 
470 

471 

473 
472 
473 
473 
473 
473 
397 
473 
473 
473 
473 
470 
396 

579 
579 
473 
578 
472 

396 
473 
277 

580 

474 

70 
578 

474 

397 
581 
397 

211 
535 

433 
11 
211 
433 
433 
213 
433 
11 
297 
433 
14 
212 
214 
433 
581 


Pain,  conld. 

-  in  scalp  from  tic  doulou- 

reux   ..  ..  ..   711 

-  scapular     region,     from 

cervical  rib    . .         . .  444 

-  scrotum,      from      peri- 

uretliral  abscess        . .  697 
Pain-setise,    loss    of    («ee 

Analgesia) 
PAIN  IN  THE  SHOULDER  474 

from  abscess  of  liver 

597,  709 

aneurysm        . .  . .  476 

angina  pectoris      433, 

476,  535 

aortic  regurgitation  . .  207 

arthritis  . .  . .  476 

biliary  colic  . .         . .  450 

carcinoma  of  liver    . .  373 

congestion  cf  liver    . .  334 

diaphragmatic  pleurisy  709 

duodenal  lesions       . .  4  76 

gall-stone       ..      116,  327 

gastric  lesions  . .  476 

hemiplegia     ..         ..  477 

hepatic  lesions  . .  476 

herpes  . .         . .  477 

Pain  In  the  shoulder,  list 

of  causes  of  . .     474,  475 

from  mediastinitis    . .  435 

occupation     . .         . .  476 

pachymeningitis        ..  477 

-  -  phthisis  . .      432,  476 

pleurisy  ..      432,  476 

pneumonia     ..  ..476 

pneumotliorax  . .  476 

subacromial  bursitis. .  476 

Wassermann    test    in 

ca.ses  of       . .  . .  477 

from  weight  carrying  163 

z-rays    in     detecting 

cause  of 

-  between   shoulders   (see 

Pain,  Interscapular) 

-  in  side,  in  pneumonia  . . 

-  sole,  from  gonorrhoea  . . 

-  somatic  . .  . .  . .   706 

-  in  spine  after    typhoid 

fever   . . 

-  stabbing,  from  pleurisy 

-  starting,  at  night,  from 

hip  disease     . . 

-  behind    sternum,    from 

clu-onic     mediastinitis  435 

flatulence    . .  . .  435 

heartburn  . .         . .  436 

mediastinal        new 

growth    . . 

mediastinitis 

oesophageal  lesions 

-  supra-orbital,  in  angina 

pectoris 
from  errors  of  refrac- 
tion . .         . .         . . 

-  suprapubic  (see  Pain  in 

Ryvognstrium) 

Pain  on  swallowing 

-  tearing,  from  pleurisy . .  432 
pneumothorax  . .  432 

-  in  tlic  teeth  from  glau- 

'  coma   . .  . .  . .   233 

I  -  temporal,     from     otitis 

I  mediii 202 

,  Pain,  tenderness  with  427,  I6l 
Pain,  without  tenderness. .  427 
PAIN  IN  THE  TESTICLE 

-  from  epididymo-orchi 
tis    . .  . .  . .   478 

hydrocele        . .  . .  481 

new  growth   . .      480,  696 

-  -  renal  calculus  117,  278,  483 


Pain,  amid. 

-  toe,  from  anterior  cruritLs  431» 

-  -  gout     . .  . .       344,  438 

ingrowing  toe-nail     . .   438 

Morton's  dlseaise       . .   431» 

-  tontme,  from  epithelioma  738 

-  on    top    of    head,    from 

otitis  media  . .  . .   202 

PAIN  IN  THE  UMBILICAL 

REGION  ..483 

from  eczema  intertrigo  483 

hernia  . .  . .  483 

inflamed  sebaceous  cyst  4 83 

intestinal  colic  . .  425 

new  growth  . .  . .  483 

plumblsm       . .  . .  484 

spinal  lesions..  ..  484 

tabes  . .  . .  484 

tuberculous  peritonitis  483 

-  over  ureter,  from  calculus    41 

-  in    uretlira,    from    epi- 

thelioma        . .  . .  697 

-  at  urethral  orifice,  female, 

from  cystitis  . .  397 
vesical  carcinoma  397 

-  in  vulva,  from  canincle    702 
cystitis  . .  . .   397 

-  -  Inraurosis        . .  . .   701 

prolapse  of  urethra  . .   702 

varicocele       . .  . .   701 

vesical  carcinoma     . .   397 

Painful       erections       (sec 

Priapism) 

-  fatness      (see      Adiposis 

Dolorosa) 
Pains,  orowing  . .  464 

(and  sec  (Trowing  I*ains> 


476 


335 
340 


715 
432 

321 


434 
4.35 
435 

433 

446 


198 


Painters*  cramp 
Painters,    plumt>)sm    in  . . 
Painting,   deterioration   in 

(|uality  of,  in  general 

paralysis 
Palate,  ataxy  of    . . 

Palate,   bleeding   navl  of 

{Plate  XV 11).. 
-  from  stomatitis 

-  bullous  derniatososuflfeot- 

ing 

-  carcinoma   of  (see   Car- 

cinoma of   Palate) 

-  Tleft  (see  Cleft  Palate) 

-  dermatitis  herpetiformis 

affecting 

-  endothelioma  of 

-  epithelioma  of  (see  Car- 

cinoma of  Palate) 

-  erythema  bullosum  afTcct- 

IIIk  •  •  •  •  •  • 

-  gumma  of  .  .      613, 

-  herpes  of 

Palate,    Inflamed,    general 
account  of 

sore  throat  from 

-  Koplik's  spots  on     178, 

-  lupus  of,   blood-spitting 

due  to. . 

-  new  t^owth  uffiK'ting  .. 

-  paral  vsis  of  (see  Paralysis 

of  the  Palate) 

-  pemphigus  affecting     . . 

-  perforation  of,  congenital 
malignant 

regurgitation   of   food 

through  nose  from 
178, 


151 
117 


120 
59 

292 

7* 

99 


retial  colic       . .  . .   767 

sexual  excitement    . .  483 

tuberculous  deposit..  479 

varicocele       . .         . .  482 

-  thigh,  from  aneurysm  of 

iliac  artery     . .  . .  460 

anterior  cruritis        . .  439 

carcinoma  recti         . .     78 

herpes  zoster. .  . .  460 

obturator  hernia       . .  681 

pelvic  lesions..  ..   468 

renal  calculus        117,  278 

j  -  in  throat,  after  corrosives  267 
from   spasm   of  oeso- 
phagus       . .  . .  435 
(and  see  Sore  Throat) 


74 

588 


74 

750 
754 

615 

613 

228 

285 
588 


74 

588 
588 


588 
477  I  -  -  from  syphilis  178,  210,  588 

j traumatic       . .  . .   588 

j tuberculous    . .  . .   588 

I  -  pigmontatioti      of      (see 
j  IMimicrit  ifion     in     the 

'  MoutlT) 

I in   pernicicus  anaimia 

I  {Plate  XXm        . .   528 

I  -  reflex,  absent,  itUiystoria  468 

• inipuinxi,     in     bulbar 

I  palsy  . .  . .   627 

I  -  sircoma  of  . .  . .   588 

i  -  scarring  of,  from  syphilis  210 
I  -  affected  by  stomatitis..  74 
I  -  syphilis  altectini;  . .   739 

'  -  tuberculous  (soe  Tubor- 
I  ouia*is  of  Palate) 

-  uJofnttion  of  (see  Ulcera- 
tion of  the  Palate) 

Pallor,  at'ute,  from  duodenal 
ulcer    . .  . .  . .  271 

-  from  alkalies     . .  . .     90 


862 


PALLOR 


PARiESTHESIA 


FaUor^  contd. 

-  iu  uii^lria  pectoris 

-  distinction  from  ansemia 

-  in  infantile  scurvy 

-  af  foot,  from  intermittent 

claudication   . . 

-  in  M6niere'8  disease     . . 

-  nephritis 

-  night  workers    . . 

-  pericarditis 

-  pernicious  anasniia 

-  pyonephrosis 

-  from     ruptured     tubal 

gestation 

-  sudden,     from     liffimat- 

emesis 

-  of    toes,    in    llaynaud's 

disciisc 

-  with  tuberoulous  arthritis  a  t8 

-  in  underground  workers     HI 
i'alms.  chciropompholyx  on 

97, 

-  congenital  syphilitic  erup- 

tion .on 

-  eczema  of 

-  horny     overgrowth     in, 

from   erythema   kera- 
todes   . . 

-  hyperkeratosis  of,  from 

arsenic  . .  31, 


433 

21 

556 

44  L 

752 
4--> 
21 

433 
24 

357 

593 
268 
411 


756 

400 
401 


405 


73 
654 


601 
54U 
501 
491 
490 
324 

142 

504 
504 


217 
501 


-  pink 

-  pityriasis    rubra    pilaris 

affecting 

-  pruritus  of 

-  small-pox  not  affecting 

-  syphilis  of 

-  syphiloderm  of  . . 

-  xanthelasma  of.. 
Palmar  fascia,  contracture 

Talmaris     brevis,     nerve 
supply  of 

-  longus,  nerve  supply  of 
Palpebral     fissure,     dimi- 
nished,   from    sympa- 
thetic paralysis 

sm'iU,  from  cord  lesion 

paralysisof  arm  with  501 

from  spinal  lesion. .  507 

-  fLssure'i,    unequal,    from 

habit   . .  . .  . .  540 

PALPITATION      ..         ..484 

-  from  absinthe    . .  . .  486 

-  from  absinthe    . .  . .  486 

-  in  acute  rheumatism    . .  211 

-  from  alcohol      . .  . .  486 

-  anosmia   ..  ..      481,  487 

-  from  aortic  rcgunjitation  207 

-  athlet<«'  heart  , .  . .   214 

-  chlorosis  . .  . .  274 

-  chronic  nephritis  . .     11 

-  cocaine    . .  . .  . .  486 

-  coffee 486 

-  definition  of       . .  . .  484 

-  from  digitalis     . .  . .  486 

drugs       . .  . .  . .  48  4 

dyspepsia  . .      435,  485 


-  endocarditis       . .  . .  211 

-  exercise  and       . .  . .  487 

-  from  fatty  heart  . .  485 

-  fibroid  heart      . .  . .  213 

-  flatulence           . .  . .  435 

-  after  flushing     . .  . .   241 
Palpitation,  fear  of  heart 

disease  caused  by    ..  485 

-  from  gastritis    . .  . .  435 

-  in  Graves's  disease  722,  726 

-  heartburn            . .  297,  322 

-  with  hepatoptosis  . .   368 

-  from  heredity    ..  ..484 

-  high   blood-pressure     . .  484 

-  in  hysteria         . .  . .  486 

-  insomnia  from  , .  . .   322 

Palpitation,  list  of  causes  of 

484.  485 

-  from  lung  affections  481,  485 

-  mitral  regurgitiition     . .  210 

-  morphia  . .  . .  . .  486 

-  mvocardial        affections 

213,  300,  481,  485 

-  myocanlitLs        ..  ..  212 

-  nervoii-sri(»ss        . .  . .  484 

-  neur.istlieriia       . .      4G6,  486 

-  overstrain  of  lieart       . .  214 

-  with        paroticliynntons 

goitre  . .  . .  . .  722 


Palpitation,  eoiud. 

-  in     paroxysmal     tachy- 

cardia ..  ..703 

-  in    Stokes-Adams     syn- 

drome . .  . .  486 

-  from  tea . .         . .         . .  486 

-  tobacco  . .  . .      485,  486 

-  thyroid  extract. .  . .  486 

-  valvular  heart  disease..  481 
Palsy,  crutch         . .        65,  504 

-  Saturday  night  . .  . .     65 
Pampiniform  plexus,  tlirom- 

bosis  of,  priapism  from  538 
Pancreas,  affections  of,  co- 

efHcient  of  urine  in  . .   100 

-  calculus  in  (see  Calculus, 

Pancreatic) 

-  carcitioma  of  (see  Carci- 

noma of  Pancreas) 

-  cirrhosis    of,    no    Cam- 

•  midge's  reaction  in  . .  100 
fat  globules  in  ftooes 

with  . .  . .  101 
fatty  acid  crystals  in 

fraces  with  . .         . .   101 

-  undigested    muscle- 

ilbr»  in  foj^es  with  101 

-  cyst  of  (see  Cyst,  Pan- 

creatic) 

-  disease    of,    acid    fasjes 

with 101 

diabetes  from  . .   101 

Pancreaa,  disease  of,  Indl- 
cated  by  Cammldge't 
reaction  ..100 

indigestion  due  to  . .   101 

jaundice  due  to        . .  101 

keratin     capsules     in 

detecting    . .  . .   328 

-  basmorrhage     into    (see 

Hsmorrha^e  into  Pan- 
creas ;  and  Pancrea- 
titis)     264 

-  lesions  of,  fatty  diarrhGea 

with 437 

glycosuria  with         . .  437 

pancreatic  reaction  in 

urine  with  . .         . .  437 

-  new  growth  of,  pain  in 

epigastrium  from     . .  437 

-  tumour  of,  ascites  from    46 
Pancreas,  tumours  of,  oMoral 

account  of  630,  661 

kidney  simulated  by      354 

portal  obstruction  from    46 

Pancreatic  artery,  opened 

by  gastric  ulcer         . .  268 

-  colic  (see  Colic,  Pancrea- 

tic) 

-  diarrhoea  . .         . .  172 

-  extract,  infantilism  im- 

proved by      . .         . .  191 

-  incompetence,  fatty  stools 

in         . .  . .  . .   191 

infantilism  from       . .   191 

-  Sahli's    capsules    in 

testing        ..  ..   191 

PANCREATIC  REACTION. 

CAMMIDGE'S  ..   100 

Pancreatitis,  acute,  abdo- 
minal pain  from    264,  767 

age  incidence  of        . .   131 

in  alcoholic  persons. .   131 

collapse  from  264,  436,  661 

-  constipation  with  131, 

261,  661.  767 

Pancreatitis,  acute,  diagnosis 
of  • •  438 

epigastric  pain  from. .  661 

fat  necrosis  with  131, 

389,  661,  767 

in  fat  persona  . .   131 

flatus  with     ..  ..    l.'Jl 

glycosuria  from         . .   264 

Pancreatitis,  acute  hsimor- 
rhagic  . .  389 

Pancreatitis,  acute  hamor- 
rhagic,  symptoms  of. .  594 

hiccougli  from  . .   307 

intestinal    obstruction 

simulated  bv  131, 
2G1,  .189,  591,  661,  767 

laparotomy  in  dia- 
gnosing* 389,     436, 

591,  661,  767 

mctoorism  in..      389,  594  ! 

nau">ea  from  . .  . .   767 


Pancreatitis^  acute,  eontd. 

pain    iu    epigastrium 

from  . .  436 

perforated  gastric  ulcer 

simulated  by         . .  389 

peritonitis     simulated 

by    ..         ..      691.  G;1 

pyiexia  from  . .  661 

shock  from    . .         . .  43G 

tenderness  over  pan- 
creas with  . .         . .  767 

vomiting    from     594, 

661,  765,  767 

-  bile    pigment    in    urine 

from    . .         . .         . .  101 

-  Camraidge's  reaction  not 

pathognomonic  of    . .  100 

-  with  carcinoma. .         . .   100 

-  chronic,    bile  duct     ol>- 

struction  from  . .  326 
bulky  offensive  stools 

from  . .  . .  116 
Cammidge's     reaction 

from  117,  251,  328,  661 
chemical    analyses    of 

stools  in  diagnosing  116 
clay-coloured   stools 

from  ..      326,  661 

-  -  colic  from     116,  328,  329 

cysts  from     . .  . .  661 

diagnosis  from  carcin- 
oma . .         . .  239 

gall-stones  . .         . .  239 

epigastric  pain  from 

116,  254,  329,  661 

fatty  stools  from  116, 

239,  264 

gall-bladder    enlarged 

from  116,  253,  254 

-  gall-stones    simulated 

by 328 

Pancreatitis,  chronic,  gene- 
ral account  of       100,  328 

glycosuria  from    264,  661 

jaundice     from     116, 

239,  254,  264, 
325,  326,  328,  661 

meat  fibres  in  stools  in 

116,  264 

pigmentation   of  skin 

from  ..      116,  264 

rigors  from    ..      116,  264 

sugar  in  urine  in      . .   116 

wasting  from  ..      116,  264 

-  colic  simulated  by       ..115 

-  cyanosis  in        . .         . .  157 

-  from  duodenal  ulcer    . .   101 

-  epigastric  pain  from    . .  437 

-  excess  of  pancreatic  juice 

with 101 

-  faacal  fat  with  . .      101,  328 

-  gall-stones  and . .  . .  437 

-  from  gastric  ulcer        . .   101 

-  jaundice  with    . .         . .   101 

-  microscopical    examina- 

tion of  feaces  in         . .  101 

-  occult  blood  with         . .  101 

-  oxaluria  with    . .  . .   100 

-  ptyalism  from  . .  . .  543 

-  saponified  fats  with  . .  101 
Pancraatltls,    secondary, 

various  causes  of  . .  100 
Pandemic  chorea  . .  . .   134 

Pannus,  trachoma  and  231,  734 
Panophthalmitis,  from  diph- 

tiieria  . .  . .  . .  734 

-  gonorrhoea         . .         . .   734 

-  ulcer  of  cornea  . .  . .   733 
Papilloma  of  bladder,  car- 
cinoma simulated  by  580 

cystitis  from  . .  . .   580 

cystoscope    in     dia- 
gnosing   281.     396. 

471,  472,  580 

detected  per  rectum. .  281 

fragments  in  urine    . .   276 

-  frequent    micturition 

from  . .  . .   281 

ha)niaturia  from  275, 

276.  281,  471,  472 

kidney  enlarged  by. .   281 

pain  in  kidney  from..  281 

penis  from  469,  471,  472 

pyuria  from    . .      575,  680 

retention  of  urine  from  281 

simulated  by  ureteric 

calculus       . .  . .  472 


Papilloma  of  hUtddrr^  tnhtd. 

strangury  from         . .  643 

ureter  obstructed  by    ii] 

urethra  obstructed  by  47: 

-  gum,  micrtMcope  in  dia- 

gnociiiifr  . .         . .     7^ 
(and  sec  Epala) 

-  jaw,  bleeding  gums  from    11 

-  kidney,  luematonephrosts 

from    . .  . .         . .  Hi 

tuematuria  from  375,  i79 

-'-  bydronephroais    from  Hi 
renal  enlargement  from  278 

-  larynx,  asthma  simaUtfiil 

by        . .  . .         . .  m 

-  ovarian    . .  . .    4S» 

-  rectum,  age  ittcidence  of    79 

blood  per  anum  from     70 

speculum  in  diaguoeiiig    79 

-  scTOtum,epitlieiioma  from  6'.' I 
hernia     testis    distin- 
guished frooa        ..  az 

ulceration  of  . .         . .  f»2l 

-  ureter     . .         . .         . .  27* 

Papillomata,  peritoneal  ..     4'^ 

-  urethral  , .         ..         . .  1*1 

discharge  from  ..  Isl 

endoscope      in      dia- 
gnosing      ..         ..1*1 

-  vulval  swelling  from  . .  (^9J 

PAPULES 487 

Papulat  of  tent   vvlgaris 

487,481 

-  in  chicken-pox  . .         . .  Glti 

-  definition  of       . .         . .  4S7 

-  in     dermatitis     herpeti- 

formi'f  . .         . .  m 

-  eczema    . .  487,  7^ 
marginatum  ..         ..  2VJ 

Papules  of  orytlMiaa  maltl- 

forma 4SS 

-  folliculitis  decalvans  71 

-  in  German  measles      . .  t'i^ 

-  glanders  . .          . .         . .  5."»s 

-  goose-skin           . .         . .  iH'i 

-  granulosis  rubra  nasi  . .  65 1 

-  herpes  zoster     ..         ..  7.'>1 

-  impetigo  . .         . .  7ij 
I  -  inflamraatory,       itduog 

'  witli 4S7 

-  in  keratosis  pilaris       . .  4^<3 
Papulae  of  lleliaii  plaaat 

487,  4<8.  491,  603,  756 
ruber  planus  . .         . ,  457 

Papules,  of  lldiaa  tcrafkilo- 

sorum  . .     487,  488 

Papules,  in  lupus  . .         . .  73^ 

-  with   maliguant  pustule  559 

-  in  measles  . .         . .  229 

-  in  milium  . .         . .  45*7 

-  in  pityriasis  rubra  pilaris  487 
Papults  of  pitfrtasis  r«bra 

pilaris  487,  488.  on 

Papulas.  tf  prarlH      ^'*  488 

-  psorias»  . .         . .  fin3 

-  ringworm  . .         . .  2  J* 

-  sarcoma  . .  . .         . .  4:^7 

-  scabies    . .  . .         . .  73> 

-  seborrtioea  ..         ..  ft^i* 

-  seborrhofic  dennatitl; . .  4»»l 

-  sm.ll  I -pox  554,  560,  dl^ 

-  strophulus  ..         ..771 

Papulas  of  syphilis      40i.  4S7. 

480,  559.  56U.  75< 

-  urticaria              . .  ..  4«7 

-  vaccinia  . .          . .  . .  757 

-  varicella              . .  . .  756 

-  verruca  plana    . .  . .  4!*7 

-  xantlioma           . .  . .  4?7 

-  xerodermia         . .  . ,  4SS 
ParacentfSiis       abdominis, 

chronic  peritonitb  from   47 
perihepatitis  from    . .     52 

-  recurrent,       for      lH)ly- 

orrhomeniti-i  . .         ..  I''t7 

-  thoracis,      fluid     blood- 

stained after  ..  ..   l»'i 

haemoptysis  from     . .  iJ<o 

hydropneumothorax 

from  . .  . .  05- 

-  -  (and  see  Nteedling  ol 

Chest) 
Paracusis  Willisii  . .  . .   K>-'> 

Paradoxi(*aI  diarrhoea      ..  172 

-  pupil  reaction  to  light . .  5.'iJ 
Panosthesia,  from  atcoltol     72i> 

-  of  arm,  from  cervical  rib  f  51 
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2*ar<rstheaia^  corad. 

-  from  comhir)e<I  degenera- 

tions of  conl  . .          . .  444 

-  in  disseminated  sclerosis  517 

-  hysteria  . .          . .          . .  141 

-  neuritis   . .          . .          . .  515 

-  paralysis  oi^itans           . .  725 

-  peripheral  neuritis        . .  4G5 
J'aratlin  wax,  in  histology  391 

-  workers,    carcinoma    of 

s«.'rotum  in     . .         . .  621 
Paraoeuttia                    ..705 

Parai-'onimus  Westermani  645 
I'araldehydc,    foui    breath 

from     . .         . .         . .  86 

t}u«te  from      . .          . .  705 

Paralysis  of  abdominal 
muscles,  from  diph- 
theria . .         . .          . .  154 

-  abductor,  asphyxia  from  158 

functional       . .          . .  495 

larvnceal    obstruction 

from                    418,  419 

orthopncca  from   418,  419 

from  syphilis..          ..  158 

-  of  iu>commo<lation  in  dis- 

seminate<l  sclerosis  . .  760 

-  acute  liscendlnij        514,  518 

-  agitans,  biluternl  cortical 

softenin>;  simulating. .  725 

brachial  monoplegia  in  503 

difTicult  swallowing  in  543 

Paralytii  aoitani,  facias  of 

(Fig.  114)  ..236 
festinating  gait  in  252,  503 

Paralysis  aoitans,  gtnaral 

account  of               ..  725 

hysteria  :;imulated  bj  503 

insomnia  from           . .  322 

I  lick  of  expression  in. .  503 

mercury         poisoning 

simulating  . .         . .  726 

my  xcedema  simulating  234 

neuritis  simulated  by  503 

ptyalism  in    . .         . .  543 

reflexes  normal  in  498,  503 

rigidity  in       . .          . .  236 

shullling  gait  in         . .  498 

spasm  of  orbicularis  in  236 

staring  appearance  in  236 

tremor  in        ..      721,  727 

witliout  tremor         . .  503 

weakness  of  one  leg  in  498 

wir^king  defective  in. .  236 

writers'   cramp   simu- 
lated by      ..  ..151 
Paralysis  of  antorior  crural 

norvB  . • 
Paralysis    of    ono    arm, 

atrophic,  causes  of  . .  504 

from  brachial  plexus 

injury      . .          . .  506 

cerebral  abscess    . .  502 

embolism            . .  501 

hiTimorrhage       . .  601 

thrombosis         . .  501 

tumour  . .         . .  502 

chorea         . .          . .  503 

disseminated  sclero- 
sis           . .          . .  602 

I)uihenne's  palsy..  507 

eth-ephalitis            . .  502 

Paralysis  of  one  arm,  from 

Erb's  palsy    . .         . .  507 

Paralysis    of    one    arm, 

hysterical                 . .  503 

from  injury  at  birth  507 

Paralysis  of  one  arm,  from 

Klumpke's  palsy      .  ■  507 

piiralysb*  agitans  . .  503 

-  —  vas^Mdar  brain  lesions  50 1 

-  -  -  \  olkmann'scontrac- 

tracture  . .          . .  606 

-  -  -  yawning  and          . .  503 

-  arm,  from  cer\ic.nl  rib..  508 

-  -  from  myopathy         . .  5()9 

-  -  j>en^neal    atroi)hy      . .  509 

-  -  >niall  palpebnil  lissure 

with             . .          . .  501 

-  -  -  j)UpiI  with  . .          . .  r)(Jl 

-  -  from  tumour  of  cord  .')00 

-  -  from  birth  injury       ..  511 

-  -  I,;iniiry"s  paralysis   ..  518 

-  -   lepnwy             .  .           .  .  .')()5 

-  -  poliomyelitis  ;M'uta  . .  509 

-  -  prut;ressive     nuts<.>ular 

atrophy       . .  . .      61 


FarcJyM  of  arm,  eontd. 

syringomyelia  . .  508 

talipes  with    ..  ..112 

Paralysii,  ataxy  simulating  500 

-  of  back  muscles,  scoliosis 

from    . .         . .         . .   153 

-  bladder,  from  fractured 

spine   . .         . .         . .  398 

hsemorrhage  into  spinal 

meninges    . .         . .  398 

myelitis  . .         . .  398 

parapl^ia      . .  . .   398 

retention  of  urine  from  398 

from  tabes     . .         . .  398 

urine  dribbling  from     398 

-  bowel,  from  peritonitis    425 
spinal  lesions..         ..  389 

-  brachial     plexus,     pain 

with    . .  . .         . .     62 

proirressive  muscular 

atrophy       distin- 
guished from     . .     62 
Paralysis,    Brown -Sequard, 
oeneral  account  of  58, 

406,  497 

-  bulbar,  age  incidence  of  589 
allied    to    progressive 

muscular  atrophy . .     62 
atrophy  of  hand  mus- 
cles with     . .  . .  627 

massetcrs  in  . .  493 

tongue  in  197,  493, 

543,  589,  627 

aspiration   pneumonia 

from  . .  . .   259 

cell  degeneration  in..     62 

ditliculty   in   articula- 
tion in         . .         . .   135 

masticat  ion  in        . .   1 35 

phonation  in  ..   135 

swallowing  in        ..  135 

dribbling  of  saliva  in 

542,  589 

dysartlu-ia  in..      136,  627 

dysphagia  from     197, 

543,  689,  627 

fibrillar  contraction  in  1 36 

fibrillation  of  tongue  in  627 

lesions  causing  . .  627 

due  to  medulla  changes  589 

myasthenia  gravis  simu- 
lating ..  ..198 

nerves  panilysted  in  . .  135 

Paralysis,  bulbar,  notes  on  627 

ophthalmoplegia  with  135 

palate  affected  in  688, 

589,  627 

pamlysis  of  massetera  493 

ton^nie  in  493,  589,  706 

paresis  of  lips  in      . .  689 

pharynx  affected  in..  588 

proirressive    muscular 

atrophy  and  . .  589 

pseudo- simulating  197, 493 

ptyalism  from  . .  543 

r^^rgitation  of  food  in  764 

through  nose  from 

178,  588,  589 

speech  changes  in  135,  627 

tJiste  loss  from  . .   705 

tendon     reflexes     ex- 

aggerate<l  in  . .  627 

tongue  like  a  bag   of 

worms  in    . .         . .  135 

unilateral        . .  . .   628 

vocal  cord  palsy  in..   627 

-  of  (^ervical  sympathetic, 

blushing  absent  from  217 

enophthalmos  from 

217,  541.  552 

loss  of  psychic  pupil 

reflex  from        . .  652 

ptosis  from        541,  552 

pupil  small  from  217, 541 

Paralysis  of  cervical  sym- 
pathetic, signs  of    ..217 
small  palpebral  fis- 
sure from  ..   217 

sweating  absent  from  217 

tei.sion  of  globe  dim- 

inishe<i  in  . .   552 
uner|ual  pupils  from  552 

-  chorda  tympani,  excess  of 

wUiva  from        . .   706 

-  -  -  with  facial  palsy  . .   493 

-  —  Irom  middle-ciir  dls- 

eiise         . .         . .   706 


I'arnijfsu,  conid. 

-  I'horda   tympani,  saliva 

defects  from      . .  494 

taste  impaired  witli 

493,  705,  706 

-  ciliary  muscle    . .         . .  651 
after  diphtheria  64, 

197,  589 

-  circumflex   nerve,   arth- 

ritis simulating         . .  506 

-  cranial  nerves,  from  cere- 

bral syphilis  . .         . .  146 

-  deltoid     . .  . .  . .  507 

-  detrusor,    retention     of 

urine  from      . .         . .  396 

-  diaphragm         . .         . .  306 

asph^'xia  from  . .  518 

from  diphtheria        . .     65 

in  I^ndr}''s  paralysis  518 

-  dilatator  pupillsD  . .  552 

-  eleventh  nerve,  in  bulbar 

paraljrsis         . .  . .   136 

torticollis  from         . .   142 

Paralysis,    Erb's,    geaeral 

account  of  . .  507 

-  crt^sed,  with  facial  para- 

lysis    . .         . .         . .  493 

-  of  eye  muscles,  double 

vision  from   . .         . .  251 
(and  see  Strabismus) 

-  -  incoordination  from  251 
Paralysis  of  external  popli- 
teal nerve  . .  499 

-  rectus,  diplopia  from 

iFig.  83)  177 

effects  of    ..         ..   176 

with  facial  paralysis  493 

from  lead  . .         . .     34 

PARALYSIS  OF  ONE  EX- 

TREHITY  (LOWER)    496 
PARALYSIS  OF  ONE  EX- 
TREMITY (UPPER)     500 
PARALYSIS,  FACIAL     ..  491 
atrophy  from  63,  493 

-  -  bUateral        (Fig.  201)  493 

-  in  myopathy         . .  626 

peripheral  neuritis    627 

with    brachial    mono- 
plegia . .         . .  502 

in  bulbar  palsy         ..   135 

cerebral  diplegia       . .  493 

contracture  from  140,  494 

corneal  reflex  in        . .  492 

crossed  paralysis  with  493 

diflUcult       swallowing 

from  . .         . .  643 

dribblingof  saliva  from  493 

epiphora  in    . .      220,  493 

external    rectus    par- 
alysis with. . 

from   Fallopian  canal 

lesion  . .         . .  494 

-  -  (Fig.  197-200)      491,  492 
hemiatrophy        simu- 
lating ..         ..494 

-  -  with  hemiplegia    302,  492 

herpes  of  ear  from  . .  493 

hyperacusLs  from      . .  493 

impaired  hearing  from  493 

keratitis  from  . .  734 

Paralysis,  facial,  mid-brain 
lesion  and  . .  493 

taste  loss  from      49:5, 

705,  706 
Paralysis,  facial,  nuclear. .  493 

from      parotid      new 

irrowth        . .  . .   695 

Paralysis,  facial,  peripheral  493 

ptosis  with     . .  . .  541 

in  pseudo-bulbar  para- 
lysis . .         . .  493 
ptvalism  from  ..   643 

-  -  U.l).  with       . .  . .   493 
sbipedius  affected  in     493 

Paralysis,    facial,    supra- 
nuclear ..492 

-  -  from  syphilia(/'v.  230)  541 

tinnitus  fvom  ..  493 

uticontrolled    emotion 

with  . .         . .  493 

Paralysis,  facial,  varietiee  Of  492 

vertigo  from  . .  . .  493 

-  of  fifth  nerve,  anaastliesia 

of  face  from  . .  . .  706 

-  tongue  from      . .  706 

nnosmia  from        . .  612 

in   bulbar  paralysis  135 


PareUifsiSj  contd. 

-  of  fifth  nerve,  dryness  of 

nasal  mucosa  from  612 

keratitis  from        . .  734 

from  mid-brain  tu- 
mour      . .         . .  727 

muscles  affected  by  706 

taste  loss  from      . .  705 

-  general,    of    the    insane 

(see  General  Paralysis 
of  the  Insane) 

-  of  glossopharyngeal  nerve  706 

-  hatids,    in    amyotrophic 

lateral  sclerosis         . .     62 

progressive    muscular 

atrophy      . .  . .     61 

Tooth's  peroneal  palsy    60 

trans veree  myelitis  . .     62 

-  hypoglossal  nerve,  diflft- 

cult  swallowing  from    643 

in   bulbar  paralysis  136 

ptyalism  from       . .  543 

tongue  atrophy  from   63 

-  hysterical  . .      134,  141 
(and  see  Hysteria) 

-  due  to  increaseil  intra- 

cranial jircssure        . .  590 

-  infantile,        Friedreich's 

ataxy  sinnilating      . .     60 

Paralysis,  infantile,  oeneral 
account  of  ..  512 

limping  from  ..      261,  362 

myopathy  simulating      60 

parts  affected  by      ..   113 

jilantar  reflex  in       . .     68 

from  poliomvelitls 

113,  610,  612 

R.D.  in  . .         . .     60 

scoliosis  from . .         . .  153 

shoulder  wasting  from 

(/•v.  19)   69 

talipes  from  ..         ..113 

Tooth's  peroneal  palsy 

distinguished     from  113 

simulating      . .     60 

ulceration  from        . .   737 

wasting  in       . .  . .     60 

-  of  inferior  oblique,  dip- 

lopia from      (Fig.  83)  177 

rectus,  diplopia  from 

(Fig.  83)     ..         ..   177 

-  of  infraspinatus  . .  606 

-  intercostal   muscles,   as- 

phyxia from  ..         ..518 
in  Landry's  paralysis  518 

Paralysis  of  internal  poplml 
nerve 499 

-  of  intenml   rectus,  dip- 

lopia from  (^Fig.  83)  177 
(Fig.  228)  . .  . .   541 

-  interossei,  talipes  from. .   114 
Paralysis,  iJindry's         ..518 

plantar  reflex  in       . .     68 

PARALYSIS,  LARYNGEAL  494 

albumitniria  with      . .  495 

from  aneurysm         . .  495 

aphonia  from. .      494,  628 

arytenoid  fixation  simu- 
lating . .  . .  494 

aspiration   pneumonia 

from  . .  . .   259 

Paralysis,     larynoeal,    bi- 
lateral ..495 

in  bulbar  palsy         . .  627 

from      carcinoma     of 

thyroid       . .         . .   721 

from  cerebral  softetung  495 

cough  with  149,  494 

from    epithelioma    of 

oesophatrus. .  . .  -lOr* 
fibroid  phthisis  . .   495 

Paralysis,  laryngeal,  func- 
tional   494 

glycosuria  with         . .  495 

-  -  from  gumma..  ..  495 
hiemorriiage  into  me- 
dulla . .  496 

laryngitis  simulating     494 

laryngoscope    in    dia- 
gnosing      . .  . .  494 

from  lymphndenoma     495 

malignant  glands  381,  495 

mediastinal  new  growth495 

me<iulla  cha\v5ss«s        -  -  *^^"^ 

-  -  mitml  stet^o^^-^ 


.  fcK"^ 


-  -  neoj)lasm   ^^^ 
pncumon^' 
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PARALYSIS    —    PAROVARIAN    CYST 


Paralyns.  contd. 

-  laryngeiil  stridor  from       651 
autfocative  oedema  simu- 
lated by     . .         . .  495 

-  without  symptoms  . .  494 

-  -  from  syphilis  495,  689,  651 

-  -  thyroid     enlaiuement 

495,  722 

-  -  tracheotomy   required  495 
from  tuberculous  glands495 

-  ulceration    of    larynx 

simulating  . .  . .  494 

Paralytis,   larynoM^   unl- 
latsnil  ••  495 

urgent  symptoms  from  494 

varieties  of     . .         . .  494 

voice  altered  with  150, 494 

without  speech  defect  628 

x-rays    in    diagnosing 

cause  of      . .  . •  495 

-  of    one    leg,    Brown- 

e^uard  type        496,  497 

from  Cauda  equina 

tumour   . .        62,  515 
in  disseminated  scler- 
osis ..  ..496 
epiphysitis       simu- 
lating      ..  ..670 

from  growth  in  spine  499 

gumma  of  cord     . .  496 

Paralysis  of  one  leo«  from 
hystoiia  ..497 

myelitis      . .         . .  496 

new  growth  of  cord  496 

paralysis  agitans  . .  498 

poliomyelitis  acuta    500 

spinal  caries  . .  499 

meningitis  . .  499 

syphilis       . .  . .  499 

syringomyelia        . .  600 

tumour  of  cord     . .  600 

Waasermann  reaction 

with        ..         ..499 

x-rays  in  diagnosing 

cause  of  . .  . .  499 

-  of  the  legs  in  amyotro- 

phic lateral  sclerosiM. .     62 
in  Landry's  paralysis  518 

Paralysis  of  tho  logs,   In 
Littlo's  disoaso      132,  139 

from  peroneal  atrophy  609 

spinal  caries  . .  . .   154 

Tootlu's  peroneal  pa  by     60 

transverse  myelitis  . .     62 

Werdnig-lloflfmann 

typo  . .  . .   135 

-  levator  palpebne  supcri- 

oris  (and    see    Ptosis) 

{Fig.  227)  641 
Paralysis  of  long  thoracic 
nervo  (Fig.  207)   505.  506 

-  lips,  in  bulbar  paralysis  589 

-  lumbricales,  talipes  from  114 

-  massetcn?,  in  bulbar  par- 

alysis . .  . .  . .  493 

from  flith  nerve  lesion  706 

-  median  nerve,  ischajmic 

paralysis  simulating. .  606 

-  of  musculospiral    nerve    506 

from  crutch  . .   504 

fracture      . .  . .   504 

wrist-drop  from    . .     65 

-  neck    in    Landry's    par- 

alysis . .  . .  . .  518 

Paralysis  of  obturator  nerve  498 
'  ocular  muscles,  diplopia 

from    . .  . .      176,  177 
in  disseminated  scler- 
osis         . .  . .   760 

ptosis  with  . .  54 1 

from  syphilis         ..   541 

3rd  nerve  lesion   . .   541 

(and  see  Strabismus) 

-  painful   affections  simu- 

lating . .  . .  . .  501 

-  palate,  in  bulbar  paralysis  589 

Paralysis  of  palate,  cause's  of  568 

after    diphtheria     64, 

151,   106,  512,  627,  764 

from  K'lossopharyngcal  | 

norve  lesion  . .   706  ; 

in  myasthenia  gravis    627 

nasal  voice    from  61, 

154,  512,  627 

regurgitation   of   food  , 

through  nose  from  ; 

64,  154,  512,  688,  764  | 


Paralifiisof  palate^  eonul. 
after  removal  of  ade- 
noids . .         . .  689 

stertor  from  . .         . .  647 

from  syphilis..         ..  589 

after  tonsillectomy  . .  689 

unilateral,        witliout 

speech  defect       . .  628 
Paralysis  of  pliarynx,  causat 

I from  glossopharyngeal 

:  nerve  lesion  . .   706 

regurgitation   of   food 

through  nose  from    688 

-  phrenic  nerve,  from  diph- 

theria . .  . .  . .     65 

-  psoudo-bulbar,  age  inci- 

dence of         . .  . .   589 

no  atrophy  of  tongue 

in     . .         . .         . .  689 

due  to  cortical  soften- 
ing . .         . .         . .  589 

-  emotional    expression 

uncontrolled  in     . .  627 

facial  paralysis  in    . .  493 

palate  affected  in     . .  588 

pharynx  affected  in..  688 

regurgitation   of  food 

through  nose  from 

178,  588 

spasticity  in  . .         . .  627 

starchy  facics  in       . .  627 

-  pseudo-hypertrophic  (see 

Myopathy) 

-  of  pupil,  complete        . .  651 
Paralysis  of  sciatic  nenro. .  499 

anesthesia  from   . .  499 

from     forcible     ex- 
tension of  knee . .  113 

fracture  of  femur. .  499 

pelvis      . .  . .  499 

gait  with    . .  . .  499 

from  hip-joint  injury  499 

Hodgeu  splint       . .  US 

injury     to     lumbar 

spine       . .         . .   IIS 

new  growth  ..  113 

pelvis  lesions         . .  -499 

splint  . .         . .   113 

talipes  from  . .   113 

from  wound  . .   1 13 

Paralysis  of  serratus  magnus 

{Piq.   207)  605,  506 

-  seventh  nerve  (see  I*ar- 

aljrsis.  Facial) 

-  shoulder,     from     polio- 

myelitis acuta  . .   509 

-  simulated  by  arthritis..  501 

-  of  sixth  nerve,  diplopia 

from    ..         (Fig.  83)  177 

effects   of  ..*         ..   176 

with  facial  paralysis  493 

from  plumbb<m     . .     .14 

-  spastic,  of  arm  . .         . .  602 
one  leg,  from  syringo- 
myelia       . .         . .   110 

-  of      sphincter      vesicae. 

Incontinence  from     . .   218 

-  spinal  mrcessory        13.'»,  142 

-  from  splint       '. .  . .   141 

-  of  stapedius       . .  . .   493 
from    Fallopian  canal 

lesion  . .  . .  494 

-  stomach,  acute  dilatation 

of  stomach  from      . .   173 

-  superior  oblique,  diplopia 

from     ..         (Fig.  83)  177 

-  rectus,   diplopia  from 

(Fig.  83)  177 
Paralysis,  supranuclear    . .  492 
Paralysis  of  suprascapular 
nerve 506 

-  temporal    muscle,    from 

fifth  nerve  lesion       . .   706 

-  of  third  nerve  (and  see 

Ophthalmoplegia  ;  and 
Strabismus)    . .  . .   540 

{Figs.  227,  228)  541 

from  mid-brain  tu- 
mour      . .  . .   727 
unequal  pupils  from  552 

-  tongue,  \x\  bulbar  para- 

lysis    ..         493,  589,  706 

unilateral,        without 

speech  defect        . .  628 

-  trunk  in   T^andry's  par- 

alysis   518 


^ 


I  _ 


Paralysu^  eontd. 

-  twelfth  ner>'e  63,   135,   543 

-  ulnar,    adductor  poUicis 

affected  in     ..         ..  110 

claw-hand  from    109,  110 

flexor     caipi     ulnaris 

affected  in  ..         ..  110 
hypothenar      wasting 

from  ..         ..  110 
ischsDmic        paralysis 

simulating  . .      '  . .  606 

lumbricals  affected  in  110 

progressive    muscular 

atrophy  distinguished 

from  . .         . .     61 

sensory  changes  from    110 

Paralysis,  unllataral,  from 
gross Intracranlallasion  lit 

-  of  the  vagus,  death  from    65 

after  diphtheria        . .     65 

tachycardia  from     . .     06 

->  vocal  coni  (iiee  I'aialysis, 

Laryngeal) 

-  Volkmarm's       i^chremic 

114,  {Fig.  58)  141,  506 

from  splint     . .         . .     61 

Parametric     abs  "ess     (see 

Abscess,  Parametric) 
I'arametritis,  acute  perito- 
nitis from       . .  . .  592 

Paramyoclonus    multiplex 

136.  137 

-  retracted  head  from . .  689 
Paraphimosis  . .  . .  473 
PARAPLEGIA  ..510 

-  ankle-clonus  in  . .         . .     S9 

-  ataxic  (see  Ataxic  Pun»- 

plegia) 

-  from    bilateral    cerebral 

softening        . .  . .   516 

-  cases  of  sudden  onset  . .  514 

-  from  Cauda  equina  tu- 

mour   615 

Paraplegia  In  chlldrtn,  list 
of  causes  of  ..        ..510 

-  from  combine<l  scleroses  617 

-  compression,  girdle  pain 

in         260 

-  congenital  spastic,  talqies 

in        112 

-  definition  of      . .         . .  510 

-  from  enteric      . .         . .   516 

-  extensor  plantar  reflex  in    39 

-  from  forceps  at  birth    ..  611 

-  fracture  of  spine      243,  538 

-  Priedreicti's  ataxy        . ,  512 

-  functional  . .         . .  518 

-  ttom  general  paralysis..  518 

-  hysterical  59,  141,  497 

-  incontinence     of    fa-ces 

with SI  I 

-  after  kick  from  horse  . .  616 

-  knee-jerk  increased  in  . .     39 

-  from  Landry's  paralysis  518 

-  limping  from     . .         . .  251 
Paraplegia,  list  of  causes  of. 

In  adults  ..514 

-  malingering  of  . .         . .  518 

-  from  meningitis  . .  615 

-  meteorism  with  . .  S89 

-  from  myelitis    ..         ..615 

-  new  growth  in  spine  . .   714 

-  paralysis  of  bladder  in . .  398 

-  from  peripheral  neuritis 

612,  615 

-  poliomyelitis      . .      612,  616 

-  primary  lateral  sclerosis  617 

-  primary   spastic,   penile 

erection  absent  in    . .  313 

-  from  progressive  muscu- 

lar atrophy    . .  . .  600 

-  retention  of  urine  in    . .   396 

-  from  scarlet  fever         . .  616 

-  spastic,  in   amyotrophic 

latend  sclerosis         . .     62 

ankle-clomis  in  . .  612 

athetosis  in    . .  . .    132 

bladder    and     rectal 

trouble  in  . .  . .  512 

from  caries    ..  ..113 

after  cerebral  embolism  132 

haimorrhage  . .   132 

thrombosis  . .  132 

-  from     combined     de- 
gonenitions  of  cord  444 

-  congenital,  kyphosis  in  156 
"  contractures  in         . .   138 


^1 


ParaftUgia^  sptutir,  fvnfj 
iu  disseminated  si-l«»r 

osis  . . 

from  encephaliti't 

extensor    plantar    n- 

flexes  in     . .     311.  ^tl 

alter  fevers    . .         . .  13 

from  haBmatomr<rliji . .  s<< 

infantile  , .'        . .  13 

from  injury    ..         ..11 

instruments  at  birtli     13 

knee-jerks      increase- 1 

in     . .  . .         . .  31 

from  lateral  -y'lfro^K    U 

from    raeoiiii;«^l    b»- 

morrhage    . .         . .  13 

mental  defect  with  ..II 

new  growth    ..         ..11 

polia-encephalitt<     . .  13 

precipitate  defasratim 

with  ..31 

micturition  witli   ..81 

no  R.D.  with. .         . .  51 

from  sinos  thromhiy^^  5v 

spinal  caries  . .         . .  51 

tendon-jerks   bri<k  in  31 

from  transverse  mve- 

litis  . .         . .       ■ . .     »; 

' tumour  of  cord        . .  -V' 

no  wasting  with      . .  ."il 

-  from  sftinal  cari«^        . .  2 1 

-  syphilis   . .  . .      .'►lO.  SI 
i  -  syringomyelia    . .         . .  51 

-  Uirombosis    of    «uperit>r 
longitudinal  sinus     . .  51 

-  transverse  myditi^       . .  51 

-  ulcer  of  footwitlt        . .  73 

-  urine  dribbling  in  . .  3t« 
l'ard.sites.  albuminurii  fmm    1 

-  anatmia  from  . .     3 

-  bile-du(*t  obstruction  by  32 

-  causing  blood  cfaance»  .'.  2 
no  blood  chantRis     . .     :r 

-  Charrot-Tjeydcn  ciT«itati 

in  stools  with     '      . .  li' 

-  cosinophilia  from  24.  33.  21 

-  erythema  from . .  223,  22 
PARASITES.  INTESTINAL  SI 
relation  of  pica  to    . .     v» 

-  int«stinal  cast  simuUiin;;  39 

-  jaundice  from    . .         . .  32 

-  leacocytosls  from        . .  57 
J  -  in  lung    . .  . .         . .  61 

I  -  malarial     fsee    Malan^) 

I  -  oedema  of  legs  from  . .  41 
I  -  ova  of,  in  fnces  . .  . ,  2:^ 
'  -  severe  anomia  from    . .     1 

-  in  sputum  . .         . .  29 

-  stools      ..  ..         ..  17( 

-  tozaamia  from  . .      '   ..  i^ 

-  in  trachea  . .         . .  2S 

-  trichinosis,  in  musrks  . .  72: 

-  (and   see   Worms) 
rormthyroids,  caktnm  and  1 31 

-  mjoclonos  and  . .         . .  13' 

-  tetany  and  . .  13: 
Paratyphoid  barilli       «»,  63: 

-  fever,  agglutinatio:)  test 

for        . .  .V>5,  631 

influenX'i  simulatinir. .  •V^ 

pyrexia  from  . .         .,  bfil 

spleo  I  cnlarceiJ  in  632.  63^ 

tuhen.*ulosi:«     simuUt- 

ing   . .  . .         . .  5*»-" 

typhoid  simulateil  by    63«^ 

simulating  . .         . .  5»h 

Paraxanthin.  urioaci^l  fn>m  74: 
Paris,  riufrwomi  of  . .  241 
Parkinson's     diis^Uie    i-«^ 

Paralysis  Agttari«> 
Paronvchiia  (and  see  WUit- 

low) i>^ 

Parotid   eland,   ahsce<v«  in 

(see  Absr^e^s,  Parotid  i 

carcinoma  of . .         . .  6^-' 

swollen,  in  Kirtlan-l's 

iltseaiae  . .  61«' 

ParotM  tumMirs  . .  . .  S9S 
Parotitis  earache  fnun    . .  2)>-J 

-  epididvmo-orchitis  ttom  47?" 
Parotitis.'  Inlocthro.  noln  ea  6M 

-  pain  in  the  face  from  . .  44«5 

-  periostitis  of  jaw  simu- 

lating   fis; 

-  salivation  with  . .  ..  1^*1 
Parovarian  cyst,  sim  ilatinc 

ascites  . .     44 
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Pvoiytntal    hamoglobbi- 
urkl  (Me  Haemoglobin- 
aria,  Paroxysmal) 
PamytiiMl    tachycardia, 
oanaral  account  of  547, 

54a,  703 

(and  see  T»chycardia, 

Pan)XT:!<mal) 

palpitation  from       . .  484 

Parrot's  nodes,  in  congeni- 
tal syphUis    . .      385,  6G9 
Particles   of  new   growth, 

in  ascitic  fluid  48,  49 

in  pleuritic  fluid  103, 

105,  290 

serous  effusion      . .  107 

sputum       . .  . .  644 

urine  ..7,  276,  580 

vomit  ..      766,  767 

Parturition  (see  Childbirth 

and  Labour) 
Passion,  cerebral  vein  rup- 
ture from  . .   113 
Patellar  clonus  . .  358 

-  reflex  (see  Knee-jerk) 
Patent  ductus   arteriosus, 

broita  with      91,  15G,  157 
no   clubbed   fingers 

with  91,111,533 

—  no  cyanosis  with 

91,  111,  15G,  533 
no     polycythawnia 

with        . .         . .  533 

without  symptoms    720 

thrill  with  . .      157,  720 

x-ray  appearances  in    91 

-  foramen  ovale,  no  sym- 

ptoms or  signs  from  . .  157 
Patent    loptum    vtntrlcu- 
loniin,  bruit  of  91, 156, 

157,  215,  533 
cardiac  impulse  dis- 
placed with       . .   215 

clubbed  fingers  with 

111,  215 

toes  with  . .  215 

cyanosis  w^ith    111, 

156,  215 

■ dyspncpa  with       ..  215 

epigastric  pulsation 

with        ..         ..   215 

laige  hMirt  with   . .  215 

polycythfflmia    with  215 

pulmonary   stenosis 

with        ..      Ill,  215 

thriU  with  . .      157,  215 

Pavor  nocturnut  . .        . .  821 

epilepsy  and  . .         . .  322 

family  history :and    . .  322 

Pavy't  diMan  15 

Pavy't  Mlutiofi  In  ottlmat- 

bio  sugar  ..263 

Pavy'ttott 261 

Pawlik*s  grip  . .  . .  200 
Pears,  false  intestinal  sand 

after 599 

Peoa,  inhaled,  gangrene  of 

lung  from      . .  . .   259 

-  oxalate  from  . .  . .  424 
Fesui  Uase,  in  syringomyelia  110 
Peckham,  fat  boy  of  . .  409 
Pectineus,  nerve  supply  of  498 
Pdctoralis  major,  atrophy  of  513 

nerve  supply  of        . .  504 

root  innervation  of  . .  509 

wasting  of ,  in  phthisis     61 

-  minor,  nerve  supply  of. .  504 
Pectoriloquy,  with  bronchi- 
ectasis. .         . .      292,  643 

-  over  fibroid  lung      206,  216 

-  in  phthisis         . .  . .  288 

-  pneumonia        ..      160,  612 
Pediculosis    capitis,    ann- 

mia  from  . .  378 
cervical     glands     en- 
larged from           . .   370 

cofiinophilia  rare  from  219 

irritation  of  neck  with  378 

-  -  nits  wiUi        . .  . .  378 

-  —  occipital    glands    en- 

laiffed  in    . .      377,  378 
pyrexia  from. .         . .  378 

-  -  stiff  neck  from         . .  647 

-  carbolic  add  in  treating    746 

-  corporis,eo8inophilia  rare 

from 219 

purpura  from  . .  553 

D 


PedietUofi*,  contd. 

-  itching  in  . .      490,  540 

-  meningitis  from . .         . .  590 

-  prurigo       distinguished 

from    . .  . .  . .  490 

-  pubis,     bathing-drawers 

area  affected  by       . .  401 

eosiuopliilia  rare  from  219 

glands  enlarged  in    . .  679 

other  parts  affected  by  401 

-  purpura  from    . .  . .  553 

-  tenderness  of  scalp  from  710 

-  vestimentorum,  purpura 

from    . .  . .  . .  553 

Peeling  after  scariet  fever  10 
I'cliosis  rheumatica  io  acute 

riieumatism    . .         . .   105 

age  and  sex  incidence  of556 

artlmtis  with'  . .  556 

erythema  with  . .   556 

Poliosis  rlioumatica,  gonoral 
account  of  . .  556 

hsemorrhage  into  ankle 

from  . .  . .   362 

into  hip-joint  from    363 

into  kneo  from      . .  362 

Henoch's     purpura 

simulating  . .         . .  556 
not  influenced  by  sali- 
cylate        . .  . .  556 

lunping  from. .      362,  363 

purpura  in     . .  . .  553 

pyrexia  from. .  . .  356 

sore  throat  with       . .   556 

systolic  bruit  and     . .  556 

Pollaora  {Plates  JX,  X)  226, 228 
"  desquamation  in  . .  226 

-  erytliema  in  . .  162,  223 
of  hands  in     . .  . .   226 

-  dead  fingers  in  . .  . .   162 

-  gastro-iutestinal      sym- 

ptoms in        . .  . .  225 

Pollagra,  gonoral  account  of  225 

-  in  Great  Britain  . .  225 

-  Italy 225 

-  nervous  symptoms  in  . .  225 

-  optic  atrophy  in  . .  225 
neuritis  in      . .         . .  225 

-  pigmentation  of  skin  in     226 

-  pyrexia  in         . .  . .  570 

-  salivation  in      . .  . .  225 

-  simulating         ptomaine 

poisoning        . .  . .  225 

-  skin  changes  in        225,  226 

-  sore  tongue  and  mouth  in  225 

-  temperature  chart  in    . .   225 

-  theories  of  causation    . .   226 
l*ellischer,  illustration  sup- 
plied by         . .         . .  519 

Pelvic  abscess  (see  Abscess, 
Pelvic) 

-  adhesions  (see  Adhesions) 

-  bone  lesions,  pelvic  swel- 

litig  due  to     . .  . .  688 

Pelvic  bone  lesions,  pelvic 

swell inff  due  to  . .  688 
Pelvic  cellulitis,  notes  on  . .  691 
Pelvic  floor,  prolapse  of  . .  538 

-  disorders,   bearing-down 

pain  from      . .  . .  426 

-  glands   (sec    Lymphatic 

Glands,  Pelvic) 

-  luoniatocelc  (see  U»mato- 

cele) 

-  inflammation,     amenor- 

rh(Ba  from. .  18,  19 
inflamed    iliac   glands 

from  . .  . .   459 
pamlysia     of     sciatic 

nerve  from  . .   499 

Pelvic   lesions,    conditions 

simulating  . .  468 
fre<juent     micturition 

from  . .  . .    742 
peripheml         neuritis 

simulated  by         . .  515 
sciatica  simulated  by    439 

-  pain  (see  Pain  in  Pelvis) 

-  sepsis,  prolonged  pyrexia 

from    . .  . .  . .   567 

septicemia  from       . .  567 

-  swelliiifT    (see    Swelling, 

Pelvic) 

-  tumour,         albuminuria 

from    . .  . .  . .       7 

-  -  difficulty    in    micturi- 

tioti  with    . .  . .  395 


Pelvic  tumour,  contd. 

-  frequent     micturition 

from  . .  . .  394 
iliac  veins  ot>structed 

by    . .         ..         ..  411 

muscle  wasting  from      61 

OHlema  of  leg  from  . .  411 

paralysis    of     sciatic 

nerve  from  . .  499 

paraplegia  from        ..  514 

pyosalpinx  causing  . .  582 

retention  of  urine  with     39 

R.D.  from      . .         . .     61 

simulating         cauda 

equina  tumour  . .  63 
vaginal     examination 

in  diagnosing        . .   391 

Pelvimetry 201 

Pelvis,  beaked,  in  rickets. .  187 

-  contracted  in  achondro- 

plasia . .  . .  . .   187 

dystocia  from  . .  200 

mode  of  detecting  200,  201 

-  chondroma  of    . .         . .  678 

-  fracture  of         278,  470,  499 

-  hour-glass,  in  rickets    . .  187 

-  osteomyelitis  of . .  . .  678 

-  pain  in  (see  Pain  in  tJie 

Pelvis ;      Dysmenor- 
rhcoa) 

-  rostrate,  in  rickets      . .   187 

-  sarcoma  of  11.3,678,681,691 

-  spleen  in  . .       628,  630 

-  tumour  in,  dystocia  from  200 
Pemphigus,  acute  oedema 

of  tongue  from         . .  698 

-  albuminuria  in  . .         . .     13 

-  bleeding  gums  witli     . .     72 

-  bullse  in  . .         . .  96. 98, 558 

-  chciropompholyx    sinuir 

lating  . .  . .  . .   756 

-  colon  affected  by         . .     74 

-  colour  of  . .         . .  601 

-  dysphagia  from. .         . .   198 

-  eosinophilia  in  . .        99,  219 

-  fingers  affected  by       . .  239 

-  foliaceus. .  . .  . .  601 

Pempiilgus,  general  account 

Oi  «Pq 

-  itching  in           . .          . .  540 

-  niouth  affected  by       . .  74 

-  nmcous  surfaces  affected 

by       . .         . .         . .     74 

Pemphigus  neonatorum  96,  401 

bacillus      jiyocyaneus 

causing       . .          . .  97 

bulla  in         . .         . .  96 

congenital  syphilitic. .  97 

impetiginous  form    . .  97 

poverty  and  . .          . .  97 

relation  of  midwife  to  97 

staphylococci  causing  97 

-  types  of         . .         . .  97 

-  pyrexia  in         . .  . .  75 

-  relation  to  urticaria  . .  99 

-  urticaria  simulating  . .  771 

-  vagina  affected  by  . .  74 

-  vegetans. .         . .  . .  601 

-  vulgaris,  buUsB  in  . .  601 

crusts  in        . .  . .  601 

Penicillium     glaucum,  in 

sputum  . .  . .  645 

Penguin-like  dwarf  . .   188 

Penis,  absence  of  erections 
of,  list  of  causes  of  . .  313 

impotence  from        . .  312 

-  calculus  in  . .  . .  39 1 

-  -  (and  see  Calculus,  Ure- 

thral) 

-  cyanosis  of        . .  . .   156 

-  diabetic  eczema  of       . .  401 

-  discharge  from  (see  Dis- 

charge, Urethral) 

-  elephantiasis    of,    impo- 

tence from     . .         . .  312 

-  epithelioma  of  (see  Car- 

cinoma of  Penis) 

-  ere<*tion   of,   undue  (see 

Priapism) 

-  fracture  of         . .  . .   108 

-  gumma  of,  caries  of  pubes 

simulating      . .  . .  698 

Penis,  gumma  of,  general 
account  of  . .  619 

-  ha)matoma  of    . .  . .  473 
Penis,  tierpesef    ..        ..618 

-  itching  of,  from  herpes. .  754 


Penin,  ctnUd. 

-  lupus  of  . .  . .  619 

-  malformed,  impotence 

from    . .  . .         . .  312 

-  pain  in  (sec  Pain  in  the 

Penis) 

Penis,  painful  erections  of 

182,  ii.'iT,  .>38 
j  -  painful  ero<'t  ions  of,  from 

gonorrhu'a      , .  . .    182 

■  —  Raynaud's     tliseasc     af- 
1  feet  ins  . .  . .   699 

-  sarcoma    of,    caries    of 

pubes  simulating      . .   698 

-  scabies  affecting  . .   401 

-  sore  on  (see  Sores,  Penile) 

-  ulceration  of  (see  Ulcer- 

ation  of    IVnis ;     and 
.Sores*,   Penile) 
Pentose,  Pial's  test  for    . .   261 

-  bismuth  sjilts  nnlncod  by  262 

-  in  Cammidge's  rejiction    100 

-  copper  salt  reiluction  by  261 

-  osazone  crjstals  from 

261,  262 

-  phloroglucin  test  for    . .   261 
Peppermint,  heart-burn  re- 
lieved by        . .  . .   297 

-  oil,  leucocytosis  from  . .   360 
Perchloride  of  iron,  in  dia- 

cetic  acid  test  . .   1 70 

thirst  from     . .  . .    720 

in  Uffelmann's  test  . .   320 

Percussion,  abdominal,  in 

ascites. .         . .  . .     44 

-  heart  mapped  out  by    . .   206 

-  of  stomach,  little  value  of  244 
Perforation    of    bowel,    in 

typhoid  fever        574,  595 
Perforating  ulcer,  in  tabes  257 

(and  see  Ulceration  of 

the   Foot,   Perfonit- 
inir) 
Pericardial  effusion,  bron- 
chiectasis after         . .   292 
chest  bulged  by       . ,    169 

-  -  flbroid  lung  after      . .   292 
heart  impulse  displace<l 

with  . .  . .   299 

indiscemible  with  297 

liver  depressed  by    . .   367 

in  polyorrhomenitis  , .   106 

skodaic  resonance  from  611 

tinge<l  in  jaundice    . .   324 

Pericardial  rub,  bruits  dis- 
tinguisiied  from       . .  433 

Pericarditis  in  acute  rheu- 
matism 105,  ."^37,  464,  614 

-  adherent        porlc'in.iinm 

after    . .  . .  53,  5( 

-  angina  pectoris-like  pain  433 

-  anxioiLs  look  in  . .  . .  433 

-  with  arterios<"lerosis     . .      11 

-  in  Bright's  disease       . .   105 

-  canter  rhythm  witli   213,  587 

-  cardiac  impulse  w  ith    ..   213 

-  clubbed  linirers  from    ..   Ill 
Pericarditis,  friction  sounds 

of                         213,  433 
Pericarditis,  general  account 
of       213 

-  with  granular  kidney  ..     11 

-  heart  failure  from       ..  418 

-  intercostal   spaces   filled 

up  in    . .  . .  . .   213 

-  mediastinitis    after     52, 

308,  751 

-  mitnil  reguruitntion  from 

211,  213 

-  myocanlitis  witli  ..   212 

-  orthopncpa  fronj  . .   418 

-  without  pain      . .  , .   433 

-  pain  in  tiie  chest  from 

4.30,  433 

precordia  from  . .   433 

at  lower  end  of  sternum 

from  . .  . .   433 

-  pallor  in. .  . .  . .   433 

-  palpitation  from        484,  485 

-  pleuropericanlitis    simu- 

lating . .  . .  . .  433 

-  precordial  dullness  of  . .   213 

-  without  pyrexia  . .   574 

-  shortness  of  breath  from 

88,  433 

-  simulated  by  aortic  re- 

gurgitation    ..         ..'93 

55 
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Ptritonltlt,  acuta,  vascular 

teiiont  tlmulating     . .  594 

-  borboiygmi  absent  with  H:i 

-  in  Blight's  disease       . .  1U5 

-  from  carcinoma  of  colon  593 

-  orer  car.'iioxna  of  li/er  373 

-  chronic,    abdominal   tu- 

mours from    . .         . .  G61 

-  -  albuminuria  in          . .  47 
ascites    vith    11,  45, 

47,  373,  425 

ill  Bright*t  disease   46,  ho 

coitstipAtion  iu  47 

-  -  dullueas  with . .  47 

-  -  encysted  ascites  with  657 
Paritonltla.  chronic  oanaral, 

Btneral  account  of  . .  425 

-  -  hyd'Uid  cysc  simulating  Ab 

-  -  hydronephn»ts   simu- 

lating         . .          . .  45 

intestinal    obstruction 

from            ..         ..  no 

-  -  liver  en largcmeat  simu- 

lated by     . .         . .  ?>(M 
loculuted  ascites  vrith  4 1 

-  —  masses    of    thicke.tcJ 

perito.ieum  felt  i.i  425 

-  -  omentum  matted  in . .  367 
pancre.-itic  cyst  simu- 
lating                    . .  45 

from  paracentesis  47 

-  -  perihepatitis    and  47, 

52,  373 

-  -  in  severe  antemias    . .  55 
Paritonltit,  chronic  timpio  47 

simulating  nephritis . .  47 

from  syphilis. .         . .  52 

tube  casts  in  . .         . .  47 

-  -  from  tubercle            . .  425 
vomiting  in    . .         . .  4  7 

-  coated  tongue  in          . .  705 

-  collapse  from    ..         ..  311 

-  diaphragmatic,     phrenic 

neuralgia  simulating  431 

-  from    gall-bladder    rup- 

ture                          • .  »t>l 

-  foul  taste  in       ....  705 

-  hiccongh  from'  . .         . .  307 

-  hypothermia  in . .         ..  311 

-  indicanuria  from          . .  314 

-  intestinal       obstruction 

with    ..                 388,  593 

-  local,  adhesions  from  ..  174 

from  duodenal  ulcer. .  174 

gall-stones      . .         . .  174 

gastric  ulcer  . .         ..174 

over  splenic  infarct..  639 

Pifltonitit,  mallgiiant,  oeno- 

ral  account  of  47, 481, 

51,  657 

-  from  mesenteric  embolism  389 
thrombosis     . .         . .  389 

-  pain  in  the  pelvis  from . .  468 

-  pelvic,      dysxne:iorrtioea 

from 192 

empyema  from         . .  106 

pleurisy  from            . .  106 

-  perforative,  colic  simu- 

lated by  ..         ..115 

liver   dullness   dimin- 

islied  in          . .     3GG,  368 

-  peristalsis  absent  in  82 

-  pneumococcal,  umbilical 

fistula  from    . .         . .  631 

-  pimirisy  simulating      . .  432 

-  pylephlebitis  simulating  50 7 

-  pyrexia  with     . .         . .  115 

-  r.irely  due  to  infection 

from  above  diaphragm  106 

-  tubeitnilous,    abdominal 

lumps  with  47,  48, 130,  061 

pain  with  . .          . .  657 

swelling  from    655,  657 

wall  inflltratcd  by  48 

acute  ascites  from    . .  47 

adhesions  from         . .  1.10 

age  incidence  of     48,  483 

aniemia  with . .        32,  657 

ascites  from  41.  45,  47, 

48,  130,  425,  631 

-  -  bands  from    . .         . .  130 

-  -  Calmette's       reaction 

with            . .         . .  63 1 

caseous  glands  in  48 

masses  in    . .         . .  48 

portal  glands  in    . .  330 


Peritonitis,  tuberculous,  eould. 

cirruosis  simulated  by  057 

sinmUti.i:;  . .  . .  570 

constipatio.i  with     . .  657 

dulhieits  with..  ..     48 

fso^al  listuU  from     . .     48 

Porltonitit,       tuborculout,    . 
oeneral  account  of  4/,  48 

glands  affected  too  . .  631 

guinea-pig  inoculation 

in  diagnosing       48,  657 

iliac  glands  involved  iu  459 

inflltratc<l  omentum  ia     48 

intestinal    obstructioa 

from  . .         . .  130 

joints  affected  too  ..  031 

Icucopeniu  in..         ..  301 

matted  intestines  with     48 

from  milk      . .         . .  03 1 

nausea  with  ..  ..657 

Poritonttia,       tuborculout, 
notot  on  . .  657 

obstruction  from      . .  05  7 

-  oodema  of  abdominal 

wall  from  . .      631,  657 

-  other  organs  affected 

with  . .         . .     48 

pain    in    abdomen    in     48 

peculiar  dullness  with     44 

-  pigmentation  of  skin 

with  . .         . .  657 

pyrexia    in    48,    570, 

631,  657 
redness  of  abdominal 

wall  from    . .         . .  631 

simulated  by  malignant  49 

simulating  cirrhosis..     48 

enlaiigcd  liver       . .     48 

malignant  disease 

48,  51,  661 

ovarian  cyst  . .     48 

swelling  in  hypochon- 

drium  from       629,  631 
tenderness  of  abdomen 

in     . .         . .         . .     48 

types  of         . .         47,  48 

umbilical    discharge 

from  ..         ..  631 

flstula  from  . .  656 

inflammation    from  656 

umbilicus  affected  by  483 

reddened  in  43,  48,  425 

nrachfil  cyst  simulating  666 

von  Pirquet's  reaction 

with  . .         . .  631 

-  in  typhoid  fever  . .  254 

-  vomiting  with  . .      115,  765 
Perityphlitis  ..         ..  459 

-  abscess  from      . .         . .  663 

Porl^cho,  oanoral  account  of  366 

Peri's  teat 24 

Pernicious  an»mia,  Addi- 
son's disease  simnlnted 
by  520,  {Plate  XXIf)  528 

ago  incidence  of       . .     24 

amyloid  disease  simu- 

liiting 
aplastic    anromia   dis- 
tinct from  . . 
ankylostomiasis  simu- 
lating 

-  -  arsenic  ia  33,  00,  520,  717 

ascites  in        . .         40,  65 

atypical  in  early  stages    32 

Babinski'^  sign  in     . . 

bneding  gums  in     .. 

blood  changes  in 

count  ill  diagnosing 

034,  770 

Pernicious  anania.  blood 

picture  in  (Plate  nn    24 
boiie-raarrow     hyper- 
trophy in   . .  . .  467 

ranter  rhythm  in     . .   687 

colour  index  high   in 

'  21,  21,  55,  01,  317,  609 

variatiotis  in     . .     24 

floafness  from  ..   106 

I diirrlioea  with  , .  1 72 

dilatation  of  heart  in  587 

I epistaxJs  fr.im  . .   221 

I fatty  heart  from    53.  587 

I fungating  endocarditis 

simulated  by         . .     21 
I ga<«tric  carcinoma  simu- 
lating 21,  274,  317 
I nCl  deflclent  in     ..270 


527 

21 

521 


09 
72 
22 


Pcrnirioui  anosmia,  contd. 

liffimatemesis  in    266,  274 

htemoptysis  in  ..287 

hoimorrhage  into  middle 

ear  in  . .         . .   166 

-  hypersBsthesia  in      . .  610 

-  lymphocytosis  in  . .  64 
incre^ising  pallor  in  . .     24 

-  jaundice  simulated  by 

324,  325 

lemon  yellow  skin  in    569 

Pemicloui  anamla,  leuco- 
cytes in  24,  361 

leucopenia  in  ..21 

loss  of  muscle  power  in    2 1 

loss  of  weight  in       24,  770 

marrow  hyperplasia  in  707 

m(^alobla.sts  in         ..317 

-  -  mcgalocytes>  in  ..     01 

-  -  myelocytes  in  . .     23 

-  nerve  symptoms  in  . .     24 

noises  in  the  head  with  4<)0 

oedema  of  legs  in  413,  415 

pains  in  . .       "". .  467 

in  the  limbs  in      . .  403 

palpitation  from        ..   481 

penile  erections  absent 

in     . .  . .         . .   313 

peripheral  neuritis  from 

01,  01 

-  pigmentation    of    the 

mouth  in  33,  (Plate 

XXII)  528 

skin  in        . ,  . .  527 

pleuritic  effusion  in  . .   108 

poikilocytosis  in       . .  509 

primrose-yellow     skin 

in     . .         . .         . .     64 

-  Prussian- blue  reaction 

in     . .         . .         . .     24 

purpura  in     . .         . .  553 

Pernicious  anamla,  pyrexia 

in    25,  563  (Fig.  240)  569 

renal  infarct  in         . .       8 

rigors  in         . .         . .  596 

s;ilvarsan  in  . .  . .   526 

shortness    of     breath 

from  . .         . .     87 

spinal  cord  changes  in 

64,  69,  610 

spleen  enlarged  in  632,  634 

stomatitis  in  . .         . .  512 

-  syphilis  simulating  . .  527 
tenderness  of  bones  in 

467,  707 

tinnitus  from. .         ..  723 

uric  acid  and . .         . .  742 

urobilinuria    in     274, 

324,  743 

yellow  skin  in  . .  770 

Peroneal  muscular  atrophy  500 

-  type  of  progressive  mus- 

cular    atrophy      (see 
Tooth's  Peroneal  Atro- 
phy) 
Peroneus     brevis,     nerve 

supply  of        . .  . .  498 

-  longUA,  nerve  supply  of  498 

-  tertins,  nerve  supply  of  498 
Perspiration,   deficient,   ia 

myxcedema    . .  . .  637 

-  in  malingerer    ..      117,  417 

-  Malta  fever        . .         . .  466 

-  after  pneumonia  . .  042 

-  during  sleep  in  infantile 

scurvy             . .  . .  99 

-  thirst  from        . .  . .  720 

-  in  trichincwis     . .  . .  40 1 

-  (and  see  Sweating) 

Pes  cavus,  from  spina  bifida  113 
tight  boots     ..         ..   113 

-  varus     in      Friedreich's 

disease  . .  . .   140 

(and  see  Talipes) 

Pessaries,  discharge  due  to 

185,  186 
Pessary  felt  per  rectum  . .  687 
Petechise  (see  Purpura) 
Petit  mal    ..         ..       68,  136 

loHs  of  consciousness  in  145 

polyuria  from  . .  635 

Petroleum,  for  greedy  colon  123 
Petrous  bone,  exostosis  of  671 
Peyer's  patches,  enlarged 

in  lymph atism  . .  382 
sloughs  of,  in  typhoid 

fever  . .         . .         . .  636 


PfeitTcr's  bacillus,  in  influ- 
enza   . .  . .      465,  504 
Phaged-.Diia  ..  ..737 

-  oris,  blee^lins:  gum  from  72 
Phalanges,  tuberculous  dLs- 

e:iAe  of  . .   068 

Phalanx,  osteoma  uf  ..671 
Phallin,       hn^aiO't^ljbinuria 

from 28 1 

Phantom  tumour  45,  112,  39J 

abdominal    diste.itioti     45 

swelling  from         . .   055 

age  inoideace  of        . .   O'Jl 

ainenorrhtra  with     ..   091 

anoi^tlictic      iti      dia- 
gnosing       . .        45,  001 
diaphragm  and         . .   01)  1 

Phantom  tumour,  oonerai 
account  of  ..659 

pelvic  swelling  due  to  088 

rohition  to  menopaiLHc     45 

sex  incidence  of       . .     45 

Pharynoitis,  acute,  bacteria 
causing  • .  613 

sore  throat  from       ..   613 

tonsillitis  and  ..   010 

-  blooil  sjiitting  from     .-.   285 

-  chronic,  from  occupation 

013,  016 

sore  throat  from       . .  613 

from  smoking        613,  616 

-  from  syphilis  . .  . .  73 
Pharynx,  branch  of  vagus 

to        . .  . .  . .   148 

-  chicken-pox  affecting  613,  616 

-  diphtlieria  m3mbrune  on  419 

-  dermatitis  herpetiformis 

affecting         . .  . .     74 

-  epithelioma  of  379,  380,  613 

-  erythema  bullosum  of  . .     74 

-  lupas  of,  blood-spittitig 

due  to  . .  . .  285 

-  paralysis  (see    Paralysis 

of   Pharynx) 

-  pemphigus  affecting     . .     74 

-  red,  in  scarlet  fever      . .   227 

-  rhinoscleroma  affecting     733 

-  small-pox  affecting   613,  616 

-  stenosis  of  . .         . .   198 

-  ulceration  of  , .  202,  615 
Phenazone,  glycuronic  acid 

from    . .  . .  . .  261 

-  reduction  by  urine  after  261 
Phenol,  gangrene  from  . .  255 
Phenolphthalein  . .  . .  320 
Phenylalanin,  alkaptonuria 

and      . .  . .  -74fr"~- 

Phenvlglucosazone  crystals 

(Fig.  127)       . .  . .   262 

-  melting  point  of  . .  262 
Phenylhydrazine   in   Cam- 
midge's  reaction       . .   100 

-  hffimogiobinuria  from  . .   284 

-  osazone  crystals  from..   261 

Phenylhydrazine    test   for 

sugar  ..               262,  743 

Phenyl lactosazone            . .  262 

-  melting  point  of           . .  262 
Pheaylpentosazone,    melt- 
ing point  of    . .          . .  262 

Phimosis,  chancre  obscure<i 

by                     ..      617,  619 

-  convulsions  from           . .  144 

-  frequent  micturition  from  394 

-  enuresis  from    . .          . .  218 

-  pain  in  penis  from        . .  473 

-  priapism  from  . .          . .  538 

-  pyuria  from  ..  575,  581 
Phlebitis,  erythema  from  222 

-  limping  from     . .          . .  362 

-  obscure  pyrexia  from  . .  573 

-  ofdema  of  one  leg  from  414 

-  pain  in  leg  from           . .  438 

-  thrombosis    of    inferior 

vena  cnva  after         . .  414 

-  of  varicose  veins  . .  438 
Phlebolith,  simulating  stone 

in  ureter         . .          . .  455 

Phlebosclerosis.  thrombosis 

from    . .          . .          . .  258 

Phlegmasia    alba    dolens, 

pregnancy  and           . .  737 

ulceration  after     . .  737 

Phlegmonous  gastritis     . .  766 
Phlorogiucin  teat,  glycur- 
onic acid  and . .         . .  261 
tor  pentose    . .         . .  261 
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FigmfntatUm  of  thf  skin,  contd. 

-  -  from  arsenic  33,  {Plate 

VII)  64,   78,     528. 

(Fig.  225)  529 

-  —  ia  bronzed  diabetes 

372,  528 

-  -  cachexia         . .         . .  52S 

-  -  cliloasma        . .         . .  527 

-  -  chroinidroeis       simu- 

lating . .         . .  529 

-  -  in  cirrhosis     . .  35,  51 

-  -  from  endometritis    . .     99 

-  -  niter  erythema  papula- 

turn  . .  489 

-  -  from  fibroids  of  uterus    99 

-  -  in     Graves*s     disease 

215,  236  {Fig.  222) 

527,  722 

-  -  from       hcemochroma- 

toesis  . .         . .  528 
after  herpes  . .         . .  710 

-  -  in  Hodgkin's  disease    527 

-  -  from   iniestinal  stasis  528 

-  -  irritants         . .         . .  527 

-  -  in  Kaposi's    disease 

528,  731 

leprosy  ..      250,  628 

with  leucodermia     . .  529 

-  -  from  leucorrhcBa      . .     99 

-  -  after  lichen  planus    . .  487 

-  -  in  malaria      . .         . .  528 

-  -  from  malignant  disease  657 

in  ochronosis..      528,  746 

pancreatic  disease  116,  264 

pellagra  {PkUe$  IX,  X) 

226,  228 

-  -  pernicious  anssmia  . .  527 

phtiieiriasis    . .         . .  527 

pregnancy      . .         . .  527 

from  radium  . .         . .  223 

-  -  in  rheumatoid  arthritis 

35,  342,  527 

round  scars  of  syphilis 

560,  737 

-  -  from  silrer    . .         . .  529 

-  -  solar  plexus  irritation  527 

in  Still's  disease        . .  378 

from  syphilis  209,  249, 

490,  528,  529,  560,   737 

tinea  versicolor     250,  529 

with  tuberculous  peri- 
tonitis       . .         . .  657 
in  urticaria  nigricans    528 

-  -  from  uterine  disorder  527 

round  varicose  veins    554 

from  vesicants  . .  627 

-  -  with  vitiligo  . .         . .  529 
in    von    Reckling- 
hausen's disease  710,  732 

xanthoma       . .  . .   732 

from  x-rays    . .         . .  223 

Piainmtttton  of  tongiM  In 

AildlMn'iilinate(Pto/<r 
XX  J) 526 

-  urethra,     in     Addison's 

disease  . .         . .  528 

-  vulva,  in  Addison's  dis- 

ease    . .         . .         . .  528 

Pigmented  crescent  at  disc 

margin  . .  415 

Piles,  aching  in  perineum 

from    . .         . .         . .  474 

-  backache  from  . .         . .  469 

-  bearing  down  pain  from  426 

-  blood  per  anum  from  . .     78 

-  fromcarcinomaof  rectum  584 

-  in  cirrhosis  . .  . .  51 
"  inflamed,  dyschezia  from  128 
dyspareunia  from    . .   193 

-  -  levator  ani  spasm  from  193 
rectal  examination  in 

diagnosing  . .  . .  194 
'  •  spasni    of     sphincter 

from  . .  . .  128 

speculum  in  diagnosing  194 

strangury  from         . .  649 

vaginismus  from       . .  193 

-  pain  in  penis  from  471,  473 
rectum  from  . .  78 

-  periproctal  abscess  from  719 

-  priapism  from  . .         . .  538 

-  rectal     examination     in 

diagnosing     . .         . .  584 

-  retention  of  urine  after 

operation  for  . .     42 

-  sense  of  fullness  in  rectum    78 

-  weight  in  rectum  from    78 


Pilfs,  contd.- 

-  something  coming  down  I 

rectum  in       . .         . .     78  i 

-  tenesmus  from  . .  . .   718 
Pilocarpine,  erj'thema  from  222  I 

-  ptyaligm  from  . .  . .  542 
Pin,  aortJi  opened  by      . .  267  j 

-  in  knee,  limping  from . .  362 

-  oesophagus  perforated  by  267 

-  in  rectum  . .  .*.  584 

-  in  testing  analgesia     . .  606 

-  in  urethra  . .         . .  184 
Pins  and  needles,  sense  of, 

in  paroxysmal  tachy- 
cardia . .  . .  703 

peripheral     neuritis  465 

Pink-eye     . .         . .         . .  231 

Pit  workers,  noises  in  the 

head  in  . .         . .  406 

Pits,  from  small-pox    561,  601 
Pituitary  body,  acromegaly 

and      ..         302,  409,  537 

dystropliia      adiposo- 

gcnitaUs  and         . .  409 

Pituitary  deficiency,  sym- 
ptoms of  . .  410 

-  gland    defects,    delayed 

sexual   development 
from    . .         . .         . .   190 

fatness  from       190,  409 

-  —  glycosuria  from    . .   190 

he-viache  with       . .   190 

infantilism  and  189,  190 

polyuria  from       . .   190 

vomiting  with       . .   190 

-  lesions,  high  blood-pres- 

sure and         . .  . .  388 

-  secretion,    menstruation 

anu      . .  . .  388 

-  tumour,  hemianopsia  from 

{Fig.  139)  300,  302 
Pityriasis,    ringworm    dis- 
tinguished from        . .  249 

-  scalp  affected  by  . .  249 

-  rosea,  erythrasma  simu- 

lating . .  . .         . .  251 

Pityriasis  rosea,  general 
account  of     . .        .j  604 

herald  patch  of         . .  604 

itching  in       . .         . .  640 

macules  in     . .  . .  383 

parts  affected  by     . .  604 

psoriasis  distinguished 

from  . .  . .  604 

scales  in         . .  . .  604 

scborrhoea  distin- 
guished from         . .  604 

syphilide  distinguished 

from  . .  . .  604 
tinea     circinata     dis- 
tinguished from    . .  604 
versicolor  simulating  250 

-  ruhra,   after    dermatitis 

herpetiformis  . .  604 

desquamation  in       . .  604 

after  drug  eruptions. .  604 

eczema  . .         . .  604 

erythema    multiforme  604 

Pityriasis  rubra,  oenerai 
account  of  {Plate 
XXIV)  ..604 

itching  in       . .  . .  510 

after  lichen  planus  . .  604 

psoriasis  . .  . .  604 

-  -  scales  in         . .      601,  602 

pilaris,  crusts  in    604,  488 

ec7,ema  simulated  by  604 

exfoliative  derma- 
titis distinguished 
from        . .         . .  489 

flnsrere  affected  by    239 

Pilyrlasis  rubra  pitaris,  oene- 
rai account  of         . .  488 
geiienil    health    un- 
affected by         . .   489 

hair  follicles  and  • .  488 

itchinif  in   , .  . .   540 

slight  in  . .  . .  489 

-  -  -  lichen    planus    dis- 

tinguished from     489 

-  on  pnlms    ..  ..601 

papjile  of    A^l,  488,  6o| 

parts  affected  by  . .   487 

plucked-fowl  skin  in  488 

Pityriasis  rubra  pilaris, 
psoriasis  dlstlnoulslieil 
from    ..        ..     489,  604 


Pityriasis  nthra  pilaris,  contd. 

scales  in  488,  601,  604 

on  soles      . .         . .  604 

-  versicolor    (see    Tinea 

Versicolor)     . .         . .  250 
Placenta,  adherent  . .  201 

Placenta,  delay  In  delivery  of  20 1 

-  disease  of,  dystocia  from  200 

-  eclampsia  from  changes 

in         . .         . .  . .   146 

Placenta  prasvia,  diagnosis 
of  • •  393 

hsemorrhage  from     . .  393 

Plague,  gangrene  from    . .  255 

-  lymph-gland  enlargement 

in         ..  ..      376,  378 

-  purpura  in         . .  . .  553 

-  rigor  rare  in       . .  . .  595 
Plantar  ligament  (sec  Liga- 
ment, Long  Plantar) 

-  nerve,  external . .         . .  498 
internal  . .  498 

-  reflex,  age  and  . .  . .     69 
PLANTAR  REFLEX,  EX- 
TENSOR ..68 

abdominal  reflex  lost 

with        ..         ..358 

in  alcoholism         . .     69 

in  amyotrophic  lateral 

sclerosis    62,    68, 

608,  517 

under  ansosthetics       69 

with  ankle-clonus  . .     39 

in  ataxic  paraplegia    68 

brachial  monoplegia  602 

Brown-S^uard  par- 
alysis     . .         . .  497 
from  cerebellar  ab- 
scess      . .         . .  517 

tumour  ..        68,  517 

cerebral  abscess    . .     68 

embolism  . .     68 

hemorrhage       . .     68 

thrombosis         . .     68 

in  chorea    .'.         . .     69 

coma  . .         . .     69 

from  combined  de- 
generations of  cord  444 

in  concussion         . .     69 

disseminated    scler- 
osis 68,  148,  307, 
496.  602,  517,  728 

epilepsy      . .         . .     69 

evidence  of  organic 

disease    . .         . .  358 

in  Friedreich's  ataxy 

68,  512 

hemipl^ia  39,  68, 

139,  303 
with  increased  knee- 
jerk         . .         . .     39 

in  infants  . .       69,  510 

new  growth  in  spine  714 

paraplegia  . .         . .     39 

pernicious  aniemia      69 

primary  lateral  scler- 
osis . .         . .     68 

with  pyramidal  tract 

lesions39,68, 140,  517 
in    saturnine    ence- 
phalopathy       . .     69 

during  sleep  . .     69 

in  spastic  paraplegia 

314,  512 

syringomyelia      68,  608 

talipes  and..         ..  112 

in   transverse  mye- 
litis . .  62,  68 

unemia       . .         . .     69 

flexor,  in  hysteria    69,  497 

infantile  paralysis..     68 

Landry's  paralysis      68 

neurasthenia         . .  466 

peripheral  neuritis       68 

primary      muscular 

dystrophy  . .     68 
sciatica       . .         . .  438 

-  —  tabes  dorsalis        . .     68 
Tooth's       peroneal 

atrophy  . .  . .     68 

Plantar    reflex,    mode    of 

testing  . .    68 

Plantaris,  nerve  supply  of  498 

-  longus,  rupture  of        . .  654 
Plants,  bulla)  from  . .     96 

Plants,  dermatitis  from  . .  755 
PlatM,  coloured,  list  of   . .   xii 


Pleiades      . .  . .  . .   758 

Plethora 221 

Pleura,  actinomycosis  affect- 
ing      . .  . .  . .  458 

-  aneurysm  ruptured  into  434 

-  fibrous     thickening     of, 

from  polyorrhonienitis  107 

-  gas     in     (see     Pneumo- 

thorax) 

-  malignant     disease     of, 

bloodstained    effusion 
from    . .  . .  . .   102 

Pleura,  new  growth  of    . .   104 

pain  in  back  from. .   710 

Pleural  adhesions  (see  Ad- 
hesions, Pleural) 
PLEURAL  EFFUSION    ..    104 

from  abscess  of  liver    697 

albuminuria  and       . .   101 

in  Bright's  disease  . .   105 

bronchiectasis  after  . .  292 

diaphragm    depressed 

by    . .  . .  . .  658 

Pleural  effusion,  expansile 
pulsation  of  ..        ..  694 

fibroid  lung  after     . .  292 

heart  displaced  by  298,  694 

from  heart  failure  104,  105 

insidious         . .         . .     88 

liver  depressetl  by    . .  367 

from  mediastinal  sar- 
coma . .  . .  312 

nephritis         . .  . .   104 

oedema  and   . .  . .  104 

orthopnoea  and         . .   104 

palpitation  from        . .  484 

particles  of  growth  in  107 

Pleural   effusion,   ptiyslcai 
signs  of  . .  299 

from  pica       . .  . .     99 

with  pneumothorax..  432 

Pleural  effusion,  pneumo- 
thorax from  tapping  of 

531,  532 

polyuria  after  . .  535 

shortness    of     breath 

first  sign  of  . .     88 

skodaic  resonance  with  611 

in  splenoniegalic  polj'- 

cythaTimia   . .         . .  633 

tinged  in  jaundice    ..   321 

Pleurisy,    abdominal   pain 

from     ..         ..         ..115 

-  acute,  bloodstained  effu- 

sion from        . .  . .   102 

-  in  acute  rheumatism  105, 

464,  614 

-  atlhorent  pericarduim  after  64 

-  from  anetirysm..  ..   434 

-  appendicitis?        . .  . .  460 

-  in    bronchopneumonia. .    105 

-  diaphragmatic,  appendi- 

citis   simulated    by  432 

cholecystitis  simulated 

by 432 

diaphragm  still  with. .  367 

liver  depressed  with. .  367 

pain  in  shoulder  from  709 

peritonitis     simulated 

by    . .  . .  . .  432 

. phrenic  neuraljjia  simu- 
lating . .  . .  431 

no  rub  witli  . .  . .  432 

Pleurisy,      diaphragmatic 
sites  of  pain  with      . .  432 

-  empyema  after  . .  . .  597 

-  in  endocanlitis  . .  . .     34 

-  friction   sounds   in   432,  433 

-  herpes  zoster  simulating  754 

-  indigestion  simulated  by  316 

-  from  infarction  of  lung    106 

-  infection  from  below  dia- 

phragm . .  . .   106 

-  intercostAl  neuralgia  simu- 

lated by  . .  . .   707 

-  from  jugular  vein  throm- 

bosis   . .  . .  . .   106 

-  lateral  sinus  thrombosis  106 

-  liver  abscess      . .  . .   370 

-  in  lobar  pneumonia     . .  105 

-  mediastinitis      and     >*":. 

308,  751 

-  after  operations  . .    106 

-  from  otitis  mr^dia         . .   106 

-  pain  in  back  from         .     716 

on  breathing  from    .     432 

in  the  chest  from  430,  433 


PNEUMONIA    —    POPLITEAL   SPACE 
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Pitetimonia^  contd. 

poljaria  alter    . .  . .  336 

-  patee-respiration  ratio  ia 

335,  636 

-  pylephlebitis  simuLitin;    567 

-  pyrexia  from  . .  574 

-  rapid  respiration  rate  in  425 

-  risfor  in 835 

-  after  . .  697 

-  septic,  abscess  iroui  . .  286 
hamoptysie  from      . .  286 

-  shortness  of  breath  from    88 

-  witliont  sisrns    . .         . .  432 

-  skodaic  resonance  tritli    611 

-  sordes  in  . .         . .     72 

-  speech  loss  in    . .         . .  623 

-  spleen  eulansred  in    632,  637 

-  from  subphrenic  abscess  370 

-  in  typhoid  fever  . .  595 

-  typhoid  fever  sinnnlated  637 
PiMumonoconiosit  {Fig.  7<>), 

15 J,  288 

-  fibroid  lung  from         . .  292 

-  hsomoptysis  from  286,  288 
PnMimofMrltoneum,  (itt  of 

causes  of  . .  652 

-  Ifver  duilnees  lost  with  656 

-  succu.SfUon  in      . .         . .  652 

-  in  typhoid  fever  . .  653 
PNEUMOTHORAX  ..  S30 

-  acute  cyanosis  from     . .    159 

-  —  dyspnoea  irom  . .   159 

-  bruit  d'nirain  over       . .  168 

-  chest  bulged  on  one  side 

by       . .         . .         . .  168 

movement   deficient 

with  . .         . .  168 

-  from  cuts  or  states       . .  532 

-  cyanosis  from    . .         . .  433 

-  diaphragm  immobile  with  432 

-  dyspnoea  from  . .         . .  432 

-  from  gangrene  of  lung. .  532 

PiMumothorax,  O^neral  ac- 
eoant  of  ..  432 

-  bc;ut  displaced  bv    168, 

206,  652,  659 

failure  from   ..         ..  418 

Pnoumothorax,  list  of  causos 
of       531 

-  liver  dullness  diminished  366 
depressed  by..         ..  367 

-  metallic    tinkling    with  168 

-  onset  during  coughing. .  432 

-  orthopnoca  from  ..  418 

-  pain  in  chest  from  168, 

43U,  432 
sho'ilder  from       474,  476 

-  partial  . .  531 

-  from  phthisis  . .  531,  532 
PiMttmothorax,    physicaJ 

signs  of        168,  432,  530 

-  pleural  effusion  with  . .  432 

-  prostration  from  . .  432 

-  rapid  feeble  heart  from    432 

-  rare  from  fractured  rib  532 
~  sense  of  tearing  at  onset 

of         432 

PnMimotliorax,  sulnlironic 
atacfss  simuiatino 

652,  658.  659 

-  soccussion  with         168,  530 

-  sadden  onset  of . .  ..432 
PiMumothorax,    symptoms 

at  onset  of    ..        ..  53i 

-  without  symptoms       . .  532 

-  from  tapping  an  effusion  532 

-  tubercle  bacilli  in  sputum 

with 531 

-  vesicular  murmur  dim- 

inished with  . .         . .  168 

-  Tocal  fremitus  diminished 

with 168 

-  voice  sounds  diminished 

with 168 

-  x-rays      in      dia^nosint; 

4.'J2.  {Fiq.  2215)  631 
roikilocytes  {Plates  II,  III) 

22    24 
Poikilocytosis        . .         . .  *  22 

-  in  pernicious  ansemia  . .  569 
"  severe  anemia  . .  . .  572 
Poisoning,  anuria  from    4(),  41 

Poison ino  liy  arsenic,  oene- 
ral  account  of     7i7.  718 

(and  see  Arsenic) 

Poisonlnv,  dolayod  diloro- 
form  4 


I. 


Poisoning,  contd. 

-  gastric  contents  analysis 

in  diitgnoAting. .         . .   119 

-  by  lead  (sne  lyad) 

-  mercurial  (shjc  Mercury) 

-  by  morphia  (see  Morphia) 

-  nystagmus  after  . .  408 

-  phosphorus    (see    Phos- 
phorus) 

-  ptomaine     (see     Pto- 

imiine  Poisoning) 
Poisons,  bradypna>a  from  84, 85 

-  Cheyne- Stokes  breathing 

from 108 

-  diagnosis  of       . .         . .   108 

-  foul  taste  from  . .         . .  705 

-  hflunoglobitiuria  from  . .  284 

-  hypothermia  from        ..  311 
Poisons,  Jaundice  due  to  335, 

336,  337 

-  purpura  from    . .         . .  553 

-  vomiting  from  . .         . .  765 
Polarimeter.  in  estimating 

sugar 263 

Polio-encephalitis  (sec  En- 
cephalitis) 
Poliomyelitis    acuta,     in 

adultf  ..       61,  515 

atrophy  of  leg  from  . .  500 

muscles  from  61, 509. 512 

-  claw-hand  from         . .   ]  09 

conditions  arisii'g  from  135 

contractures  after  138, 

140,  509 
convulsions  in        110,  509 

-  electrical  reactions  in    509 

-  -  fever  in  ..      110,  512 
gastric  upset  simulated 

by    . .         ..         ..  512 

Poliomyelitis  acuta,  o»nerai 
account  of  ..512 

headache  in  . .         ..110 

infantile  paralysis  from 

113.  140,  510,  512 

-  -  Landry's  type  . .  518 
lymphocytes  in  cerebi-o- 

spinarfluid  in       . .  305 
malaise  in       . .         . .   140 

-  -  pains  in  . .      140,  512 

all  over  in  . .         . .  509 

paralysis  from  . .  509 

of  one  leg  from   . .   500 

paraplegia   from   510, 

512,  511,  515 
peripheral  neuritis  simu- 
lating ..         ..  512 
pyrexia  in      . .      140,  509 

-  -  li.D.  in  ..       61,  512 

reflexes  in       . .         . .  509 

riuor  in  . .         . .  594 

no  sensory  changes  in  509 

shoulder  waiting  from 

(Fi(t.  19)     ..  ..59 

Poliomyelitis  acuta,  tome 

effects  of                 . .  509 

talipes  from  . .          . .  612 

unequal  knee-jerks  in  359 

vasomotor  changes  in  509 

-  vomiting  in        ..110,  509 

-  anterior  chronica          . .  135 

-  anterior     comual     cells 

affected  by    . .         . .  132 

-  chronica,  a^re  incidence  of  140 

contractures  from  138,  140 

fibrillar  con  tractions  in  140 

-  claw-foot  from  . .         . .  109 

-  polio-encephalitis  related 

to        132 

Politzer's  acoumtter  {Fig. 

73) 164 

Polychromntophilia  {Plates 

II,  III)  ..         22,  24 

Polycystic  kidney,  oenerai 

account  of               . .  357 

(and  see  Kidney,  Cystic) 

POLYCYTHiEMIA           ..  532 

-  from  altitude      . .     532,  533 

-  arsenic    . .          . .          . .  533 

-  asthma    . .          . .      532,  633 

-  bronchiectasis  and        ..  533 

-  broncliitL«»  and  . .          . .  533 

-  from  choleni     . .          . .  633 

-  chronic  bronchitis        . .  532 

-  colour  index  in  . .          . .  533 

-  with     con(;enital     heart 

disease  215,  532,  533,  720 

-  delirium  from    . .         . .  169 


Poljfcs/thamia^  contd. 

-  from  drugs        . .         . .  533 

-  emphysema       . .      532,  533 

-  fibroid  luiig       . .     532,  533 

-  heart  disease     . .         . .     34 

-  methflEtmoglobinnria  and  533 

-  mitral  regu  rotation  and  533 

-  from  mitral  stenosis  532,  533 

-  with    patent    interven- 

tricular septum        . .  215 

-  from  pregnancy  to.T8Bmia  533 

-  ptomaine  poisoning     . .  533 

-  pulmonary  stesioeis  217, 

532,  533 

-  renal  disease     . .      532,  533 

-  restricted  fluid  intake..  533 

-  severe  diarrhoDa  . .  533 

thirst  . .         . .         . .  533 

vomiting        . .         . .  532 

-  shortness  of  bre  ith  from    87 

-  spleen  enlarged  with    . .  631 

Polycythssmla,  splenomeoa- 
lie,  main  features  of- .  534 

-  -  Piate  XXIX)  . .  634 
(see        8plenomegalic 

Polycythosmia) 

-  from  summer  diarrhoea    533 
Polygonum  aviculure,  ery- 
thema irom    . .         . .  222 

Polygraph  tracing,  in  dia- 
gnosing cause  of  total 
irregularity  of  heart. .  550 

fibrillation  . .         . .  548 

heart-Dlock  83, 

{Fig.  233)  546,  549 

Poiygraph.  in  lieart  cases. .  544 

lu  paroxysmal  tachy- 
cardia        . .  . .  548 

-  pulsus  bigeminns  . .  550 
bisferiens  {Fiy.  235)  550 

-  ventricular  extrasystoie 

{Fig.  234)  ..  ..547 

Polymorphonuclear  cells,  in 
asi'itic  fluid    . .         . .     48 

cerebrospinal  fluid 

305,  511 

characters  of..         ..     22 

diminished    in    per- 
nicious anromia     . .     24 
in  Uodgkin's  disease. .     37 

-  increased  in  empyema  361 

with  liver  abscess. .  862 

suppuration  35,  360 

myelocytes  simulating    23 

-  -  (Plate  II    Ftg.  K)      . .  22 

in  pleuritic  elfusion..  102 

pneumonia     . .         . .     35 

relative  numbers  of . .     23 

Polymyositis  acuta         ..  464 

-  erythema  in       . .         . .  223 

-  pain  in  the  limbs  from . .  463 

-  trichinosis  simulated  by  464 
Polyopia,  from  cataract  . .  175 
Poiyorrhomenitis,    general 

account  of     . .     106,  107 

-  hydrocele  from..  ..  481 
Polvplosmia,  definition  of  20 
Polypus,  cartliac  . .          . .   750 

-  of     cervix,     projecting 

from  vagina  . .         . .  539 

-  of  ear,  from  carles       . .  422 

-  -  deafness  from  . .   165 

from  otitis     ..      421,  423 

tinnitus  from..         ..  723 

-  malignant,  in  heart     . .  750 

-  nasal,  anosmia  from  . .  612 
epistaxis  from  . .  220 

-  headache  from  . .  294 
with  hypertrophic  rhi- 
nitis           ..         ..179 

snoring  due  to  . .  613 

from  sphenoidal  sinus 

disease        . .         . .  231 

taste  impairment  from  706 

loss  from    . .         . .  705 

-  rectal,  blood  per  anum 

from 78 

and    mucus    stools 

from        . .         . .  585 

carcinoma     simulated 

by    . .         . .         . .  <j8«'» 

in  children     . .         . .     78 

felt  by  finger. .         . .     78 

frequent  desire  to  deffD- 

cate  from    . .         . .     78 
Polypus  of  rectum,  general 
account  of  ..  585 


Polypus  of  rectum,  contd. 
intussusception   simu- 
lating ..  ..   717 

multiple         . .        78,  585 

periproctal        abscess 

from  ..         ..719 

protrusion  of . .         . .     78 

sense    of    fullness    in 

rectum  from  . .     78 

simulating  prolapse..     78 

speculum  in  diagnosing  585 

tenesmus  from  ..   718 

-  urethnv,  discharge  due  to  183 
seen  with  endoscope. .  183 

-  uterus,  bloodstained  dis- 

charge from  . .  . .   186 

carcinoma  simulating    391 

metrorrtiagia  from  390,  391 

metrostaxis  from      . .  392 

Polypus  of  uterus,  general 

features  of  ..391 

microscope    in     din- 

gnosint?        . .      I8C,  391 

sarcoma   simulating. .   391 

sterility  from..  ..   646 

POLYURIA  ..534 

-  in  acromegaly  . .  . .  637 

-  albuminuria  and  . .  637 

-  in  arteriosclerosis  12,  90,  537 

-  azotic  diabetes  . .  . .  537 

-  chronic     nephritis      10, 

12,  191,  274,  298 

-  convalescence    . .  . .   53G 

-  cvstic  disease    . .        12,  537 

-  diabetes  . .         260,  534,  719 

Polyuria    in    diabetes   in- 
sipidus . .     533,  537 
mellitus          . .         . .  533 

-  fevers      . .         . .         . .  536 

-  frequency  of  micturition 

and      . .  . .  . .  534 

-  from  granular  kidney 

533,  536,  537 

-  hydronephrosis  . .      636,  665 

-  in  hysteria         . .  . .  719 

-  interstitial  nephritis     . .     90 

-  lardaceous  disease  8,  337,  636 
Polyuria,  list  of  causes  of  534-7 

-  in  malaria  . .  . .  536 

-  from  movable  kidney  . .  665 

-  in  myx(rdenia  . .         . .  537 

-  nephritis  . .         . .     42 

-  after  opdema      . .  . .  536 

-  from  pale  granular  kidney  63  7 

-  periodic  . .  . .  536 

-  in  phospliatic  diabetes 

523,  637 

-  pituitary  itifantilisni    . .   190 

-  after  pneumonia  . .   536 

-  in  pre^naFJcy     . .  . .   264 

-  from  pyonephrosis       . .   530 

-  renal  inflammation       ..   577 

-  thirst  and  . .  . .  719 

-  from  tuberculous  kidney  577 

-  after  typhoid     . .  . .  536 
h(emorrtiage  into  (see 

Hmniorrhage,  Pontine) 
Pons  varolii,  lesions,  ataxy 

trom    . .         . .  . .'     58 

crosj-e<l    hemiplegia 

from        . .  . .  302 

double     hemiplegia 

from        . .         . .  502 

priapism  from       . .  638 

pyrexia  from         ..  311 

tumour    of,    Cheyne- 

Stokes        breathing 
from  . .         . .   1 08 

deafness  from        . .   166 

hyperpyrexia    from  309 

Pontine  lijnmorrhage  (see 
Hsemorrhage,  Pontine) 
Popliteal  abscess  (see  Ab- 
scess, Popliteal) 
Popliteal  artery,  aneurysm 
of  (see  Aneurysm  of 
Popliteal  Artery) 

-  glands    Csee    Lymphatic 

Glands.  Popliteal) 

-  nerve,  e\ternal(cee Nerve, 

FiXtoninl  Popliteal) 

internal    (^see     Nerve, 

Internal  Popliteal) 
Popliteal  space,  tumour  in  691 

-  vein,  aneurvsm  obstruct- 

ing      ..'        ..       411,  692 
varicose  . .  692 
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Primary  muscular  dystrophj, 

(s«j  Myopathy) 
Primula    oboonica^    bulls 

from    . .         . .  . .     90 

-  —  dermatitis  from        . .   755 

erytliema  from  . .  222 

prtiritus  from  . .  540 

Proctitis,  abscess  from    . .  238 

-  bladder  opened  by       . .  238 

-  tenesmus  from  ..         ..  718 
Proctoscope,  in  dia^osing 

adenoma  recti  . .  719 

-  —  carcinoma  recti         . .   129 
rectal  ulcerations     . .   129 

-  in  tenesmus       ..  ..   718 
Profe«»ional  cramps        . .   151 
Pr«||M-ia                {Fig.  93)  191 
Prognosis,  in  acute  ence- 
phalitis         . .         . .   120 

I^enerul  peritonitis   . .  425 

-  carcinoma  of  liver        . .  374 

-  coni?enitAl  heart  dtsensc  157 
obliteration    of     bile- 

ducU  ..         ..  329 

-  Ctieyne-Stokes     breath- 

ing and  . .  . .  108 

-  in  chlorosis        . .         . .     36 

-  chorea  . .    133 

-  cJrrliosis  with  ascites  . .     52 

-  delirium  and     . .         . .   169 

-  in  diabetes         . .  3,  264 

-  with  genital  delusions..  G13 

-  ill  heat-strokej  . .         . .    120 

-  hemiplegia         . .  . .  303 

-  Hirschsprung's  disease. .  127 

-  Huntingdon's  chorea  . .    134 

-  leukemia  . .     24 

-  lymphatic  leukwmia    . .     25 
PrMAosIt  of  mMingitit  . .  590 

-  phthisis,     diazo-reaction 

and  . .  . .   173 

-  pseudo-leuksomia  . .     37 

-  purpura  and  ..551 

-  in  strychnine  poisoning    730 

-  tetanus   . .         . .         . .  730 

Progressive  muscular  atro- 
phy, abductor  poUicis 
affected  in      ..         ..110 

age  incidence  of    . .     61 

anterior  comual  cells 

alTected  in         . .     82 

ape's  hand  in        ..   110 

with  bulbar  paralysis 

62,  589 
olaw-hand  from     . .   109 

-  -  -  contractures  in     . .   138 

-  -  -  distinguished     from 

brachial    plexits 
palsy       , .  . .     62 
ulnar  paralysis  . .     61 

-  -   -  tibrillar  contractions 

in..         ..         ..   135 

Progressive  muscular  atro- 
phy, oeneral  account  of    6 1 
gonococcal  arthritis 

mistaken  for      . .  340 

hand- wasting  in  61,  109 

hypothenar  muscles 

affected  in         . .   110 

-  -  -  lateral  sclerosis  with     62 

-  -  -  main-en-griffe  in  . .     61 

-  -  -  muscle  wasting  in . .     61 

-  -  -  paralysis  of  one  leg 

from        . .  . .  500 

-  -  -  paraplegia  from    . .  500 

-  -  -  plantar  reflex  in  . .     68 

-  -  -  preacher's  hand  in     110 
simulated  by  syringo- 
myelia     62.  110,  257 

- trans^er;iemyeliti.'^   62 

thenar  muscle   af- 
fected in  ..110 

types  of     . .         ..135 

Projection,vLsual  process  of  175 
Prolapse  of  bladder         . .  64 9 

-  iris,  from  ulcer  of  cornea  733 
Prolapse  Of  pelvic  floor    ..  538 

-  rectum,  blood  from     . .     79 

-  -  intussusception   simu- 

lating ..         ..717 
polypus  simulating  . .     78 

-  -  tenesmus  from  . .   718 

-  ulceration  from..  ..   185 

-  of  urethra,  canmcle  simu- 

lating . .         . .         . .   701 

Prolapse  of  urethra,  notes  on  702 

-  -  vulval  swelling  from . .  700 


PROLAPSE  OF  THE 
UTERUS  ..538 

albuminuria  from     . .     13 

ascending       nephrites 

from  . .         . .     13 

backache  from  . .  468 

cystoccle  simulating. .  539 

extroversion  of  bladder 

simulating  . .  . .  539 

hypcrtrophicd    cervix 

simulating  . .         . .  539 

invention     of     uterus 

simulating  . .         . .  539 

from  levator  ani  injury  638 

perineal  injury  . .  538 

rectocele  simulating..  539 

retention  of  urine  from  649 

strangury  from         ..  619 

vaginal  tumour  simu- 
lating . .  . .  539 

vulval  swelling  from. .  700 

Pronator  quadratus,  nerve 

supply  of        . .         . .  504 

-  nulii  teres,  nerve  supply 

of        . .         . .         . .  504 

Pronators,  root-inncrvation 

of         509 

PROPTOSIS  .-229 

-  epiphora  from  . .         . .  220 

-  from    sphenoidal    shms 

disease  . .         . .  231 

-  tumour  of  optic   nerve  230 
(and    see    Exophtlial- 

mop) 
I'ropulsion,     in     paralysis 

ogitans  . .  . .   725 

Prostate,    abscess   of   (sec 

Abscess,  Prostatic) 

-  calculus  in  (see  Calculus, 

Prostatic) 

-  carcinoma  of  (see  Car- 

cinoma of  Prostate) 

-  enlarged,  abscess  of  testis 

from 622 

aching    in     perineum 

from  . .  ..474 

by  adenomata       470,  .'>87 

age    incidence    of    8, 

281,  394,  396,  742 

albuminuria  from       8,  13 

anuria  from   . .        42,  396 

bladder  distended  from 

45.  277,  665 

growth  simulating     396 

by  calculus    . .  . .  4  70 

-  -  calculus  behind         . .  580 

by  carcinoma        470,  587 

chronic  nephritis  from  7,  8 

coud^  catheter  and  . .  396 

cystitis  from  576,  678 

Prostate,  enlarged,  cysto- 
scopic  appearance  of 
{Plate  XVF)  "  . .  284 

difficult   micturition 

from  ..      281,  395 

frequent  micturition 

from    393.  396,  534,  742 

Prostate,  enlaroed,  general 
account  of  . .  396 

hajmatnria  from    276,  281 

nocturnal    micturition 

with  . .  . .  394 
no  pain  during  mictu- 
rition with. .  . .  470 

-  -  priapism  from  . .  538 

at  puberty     . .  . .   218 

pyelonephritis  from . .  576 

pyonephrosis  from   . .  576 

py^uria  from      8,  276,  578 

-  -  re<'tal  examination  for 

277,  281,  394,  396,  587 

reniil  tube  casts  with        7 

Prostate,  enlarged,  retention 
of  urine  from  395, 396,  649 

I)V  sarroma    . .  . .   587 

slow     forceless    urine 

stream  from  . .  394 

strangury  from         . .   649 

tenesmus  from  ..   718 

ursDmia  from..  ..   146 

urine  dribbling  due  to  394 

-  lesions  of.  pain  in  anal 

region  from   . .  . .  397 

perineum  from      . .  397 

rectal  examination  in 

diagnosing  . .         . .  397 
from  urethritis  . .  397 


Prostate,  contd 

-  massiige  of,  in  detecting 

prostatitis      . .         . .  183 

-  rectum  opening  through 

{Fiy.  249)  586 

-  felt  per  rectum..  ..  587 

-  residual  gonon'hcea  in..     67 

-  sarcoma  of         . .         . .  587 

-  secretion    of,    refractilc 

globules  in     . .         . .   183 

-  suppumtion    of,    ulcera- 

tion of  perineum  from  619 

-  swollen,   from   prostatic 

abscess  ..  ..   182 
prostatitis      ..  ..   182 

-  tender     . .  . .  . .   182 

-  tuberculous  (see  Tuber- 

culosis of  Prostate) 
ProstJitectomy,  epididymitis 
from    . .  . .  . .  697 

-  fistula  after  . .  . .  620 
Prostiitic  ducts,  gonococcal 

infection  of    . .         . .   182 
Prostatic  threads  . .        . .  399 
Prostatitis,  aching  in  peri- 
neum from     . .         . .  474 

-  due  to  B.  coli  ..        70,  182 

-  chronic,  massage  of  pros- 

tate in  detecting       . .   183 

-  difficulty  in  micturition 

with 395 

-  frequent  micturition  from 

393,  470 

-  due  to  gonococcus      70,  473 

-  hematogenous  infection  470 

-  non-gonococcal  urethritis  182 

-  pnin  in  legs  from  . .  442 

on  micturition  with . .  182 

in    penis    from    469, 

470,  471,  473 
rectum  from  . .  . .  578 

-  peritieal  pain  from       . .  581 

-  prostate  swollen  in       . .   182 

-  pyrexia  with      . .      182,  470 

-  pyuria  from       . .      575.  581 

-  rectal     examination     in 

diagnosing    182,    470, 

578,  581 

-  retention  of  urine  from 

182,  396,  681 

-  from  septic  urethritis  . .  473 

-  due  to  staphylococcus. .  70 
streptococcus  . .     70 

-  suprapubic  pain  from  . .  581 

-  tenderness  witli . .  ..   182 

-  from  urethritis  470,  578,  581 

-  vesiculitis  with. .  . .  473 
Protaii^ol,  leucocytosls  from  360 
Proteiti,  defect  of,  rickets 

from    ..  ..         ..145 

-  metabolism,      eclampsia 

from  disturbed  . .  146 

Protopathic  sensibility  . .  606 
Pruriifo,  crusts  in. .  . .  489 

-  Daricr  on  . .      489,  490 

-  eczema        distinguished 

from    . .  . .         . .  490 

-  enlarged  glands  in        . .  490 

-  ferox,  of  Hebra. .  . .  489 
nutmeg-grater  skin  in  490 

-  itching  in  ..      489,  540 

-  lichen     planus    distin- 

guished from . .         . .  490 

-  lichenidcation  in  . .  490 

Prurigo     mitis,      general 
account  of  ••  489 

urticaria  simulating. .  489 

-  papule  of  . .      487,  489 

-  parts  affected  by  . .  489 

-  pediculosis  distinguished 

from    . .  . .  . .  490 

-  psoriasis     distinguished  490 

-  pustules  in         . .         . .  490 

-  scabies  distinguished  from490 

-  scales  in . .  . .  . .  490 

-  simplex  aigu  simulating 

erytliema    multiforme  489 

-  sores  in  . .         . .         . .  490 

PRURITUS  (and  see  Itch- 

ing)  . .  540 

-  bathing-drawers  area  af- 

fected by       . .         . .  401 

-  in  jaundice        . .         . .  324 

-  tenderness  of  scalp  from  710 
Prussian-blue  reaction,  in 

urine   . .         . .         . .   746 

(and  sec  Peri's  tost) 


Prussic  acid  in  vomit 


766 


71    I 


Pseudo-angina  pectoris  . .  434 
Pseudo-buliMr    paralysis 

178,     197.    493,     643, 

688,  589,  627 

Pseudo-chylous  ascites    . .    SO 

Pseudo-cyesls         ..      112,  6.'i9 

Pseudo-elephantiasis       ..  4ii 

-  vulvaj,  syphilitic  . .   701 

-  vulval  swelling  from  . .  699 
Pscudo-hermaphroditism  646 
Pseudohypertrophic  muscular 

paralysis  ..513 

(ami  see  Myopathy) 

Psaudo-ieukflsmia  infantum  37 
Pseudo-ieukflsmia  infantum, 

account  of  . .  634 

anffimia  in      . .  37,  55 

ascites  in  37,  46,  55 

blood  changes  in      . .     37 

congenital  syphilis  and  635 

-  -  {Fig.  13)        . .  . .     37 

hoamorrhagcs  in        . .     37 

liver  enlarged  in       . .     37 

— '  oedema  of  legs  in  413,  415 

pleuritic  effusion  in . .   106 

prognosis  in  . .  . .     37 

purpura  in     . .  . .  553 

pyrexia  in       . .  . .     37 

rickets  and  37,  635 

spleen  enlarged  in  37, 

55,  631 

syphilis  and  . .  . .     37 

Pssudo-leukamia  Infantum, 
various  conditions  In- 
cluded in  . .  634 

Wassermann  test  in..  634 

Pseudo-neuralgia  . .  . .  449 
Pseudo-nystagmus  ..  407 

Pseudo-paralysis,   mercury 

in         . .  . .  . .  348 

-  syphilitic  . .  . .  348 
Pse'udo-pelade  of  Brocq  ..  71 
teidenioss     of     scalp 

from  . .  . .  710 

Pscudo- reminiscences       in 

alcoholism      ..  ..20 

Pseudo-tabes,     distinction 

from  tabes      . .  . .     56 

Pseudo-trichinosis  ..  464 

Psoas  abscess  (sec  Abscess, 

Psoas) 
Psoas  bursa  (see  Bursa) 

-  muscle,  nerve  supply  of  499 
suppuration   of,   from 

spinal  caries  . .   156 

Psoriasis,     anidrosis  with  654 

-  baldness  from    . .  . .     71 

-  bathing  -  drawers  area 

affecte<l  by     . .  . .   401 

-  blue  eyes  and    . .  . .   603 
Psoriasis,    eczema    distin- 
guished from..        ..  603 

-  elbows  a  fleeted  by        . .  491 

-  eosinophilia  rare  in       . .   219 

-  extensor  surf. 'ices  affected 

by        491 

-  fair  hair  and       . .  . .  603 

-  favus  simulating  ••  247 

-  fingers  affected  by        . .  240 

Psoriasis,  general  accouni  of  603 

-  health  and         . .  . .   603 

-  itching  in  ..      510,  603 

-  knees  affe<'te<.l  by  . .  491 
Psoriasis,  lichen  planus  dis- 
tinguished from     488,  603 

-  lips  affected  by. .  . .   365 

Psoriasis,  lupus  erythema- 
tosus distinguished  from  603 

-  nails  offected  by  . .  250 

-  papules  in  . .  . .  603 

-  parts    affeotctl    by   489, 

602.  603 

Psoriasis,  pityriasis  rosea 
distinguished  from   ..  604 

rubra  after     ..  ,.604 

Psoriasis,   pityriasis   rubra 
pilaris  distinguished 
from    ..         ..489,  601 

-  pmriffo    distinguished 

from    . .  . .  . .   490 

-  ringworm    distinguishe<i 

from    . .  . .  . .   249 

-  rupioides  ..      601,  603 

-  scales   in  249,  4S8,  401. 

601,  602,  603 

-  scalp  affecteiJ  by  . .   249 


PUPIL    —    PYELONEPHRITIS 


875 


Pupil,  contd. 

-  dilatadoii    to    light,    in 

-  dilated,  from  ak*ohol  . . 

aneurysm 

by  atropine    . . 

belladonna  17u, 

from  catalepsy 

-  —  epilef>sy 

-  -  by  frif^ht 
in  glaucoma  232,  2S:i, 

701, 

-  -  G  ravps*8  d»<Joa«^• 

-  —  mania 

-  -  by     snddon     sensory 

stimuli 

-  double,  from  accident.. 

-  —  coneenitnl 

-  -  diplopia  from 
from  operation 

-  eccentric  from  mid-brain 

tumour 

-  i'l  epilepsy        . .      137, 

-  lixed.  from  aI<>ohol 

belladonna     . . 

in  glaucoma  . . 

-  —  peripheral  neuritis  . . 
unemia 

-  In  hyfteria 

-  immobile,  in  general  par- 

alysis . . 
to  light,  in  tabes 

-  inactive,  with  iritis 
after  corneal  ulceration 

-  -  dislocation  of  lens    . . 

injury 

iridodinlysis   . . 

iritis 

from  persistent  pupil- 
lary membrane     . . 

after       rupture       of 

sphincter    . . 

Pttpil,  IrraoulM'  liiairad    . . 

-  iMiise,  from  brain  lesions 
in  myopia      

-  loss  of  convergence  reflex 

in,  in  alcoholism 

djphtheria 

^  ^  ^  —  taues       • .         . . 
psychic  reflex  in 

-  non-reaction   to  accom- 

modation in  dissemi- 
nated sclerosis 

-  paralysis  of,  complete. . 

-  pin-point,    from    opium 

poisoning        ..      119, 

pontine     haDmorrhnore 

119, 

T*up:l  reactions,  altered 
after  diphtheria 

Popll  rMCtiont,  in  html- 
anopsia 

Papll  raflMM,  oeneral  ac- 
count of 

Pipll,  roacting  to  lipht  but 
not  to  accommodation 

-  not  reacting  to  light,  in 

iinomia 

Papil  roflox.  homlanopic-. 

rapfis,  unequal,  from  cere- 
bral disease    . . 

diplegia 

(rross  intracranial  lesion 

Pvpilt,  unoqual,  gonoral 
account  of    . . 

in    general    paralvsis 

14C,  170, 

glaucoma 

iritis    

paralysis    of    cervfcil 

sympathetic 

third  nerve 

physoRtigmine 

-  -  without  significance. . 

In  tabes  dorsalis    23C, 

trigeminal  neuralgia. . 

-  variations  with  age 
Pupillary  membrane,  con- 
genital persistence  ot 

Purgatives,  in  acute  con- 
stipation        ..  ..129 

-  colic  from          . .  . .   1 24 

-  constipation  from  . .   769 

-  lessening  effect  of  . .   1 22 

-  loss  of  weight  from  . .   7fi9 

-  tenesmus  from  . .  . .   718 
f  ortoi  badlot.  list  of  . .  742 


552 
170 
552 
332 
705 
552 
502 
551 

762 
236 
552 

551 
175 
175 
175 
175 

727 
552 
170 
170 
233 
514 
170 
137 

146 
315 
232 
551 
551 
551 
551 
551 

551 

551 
551 
552 
551 

5ol 
551 
551 
552 


7C0 
551 

310 

310 

64 

302 

551 

551 

76 1 
552 

295 
729 
118 

552 

552 
552 
552 

552 
552 
552 
652 
552 
552 
551 


PURPURA  .552 

'  -  in  acute  fevers  . .  . .  554 

I yellow  atrophy         . .  273 

I  -  albumosuria  with  16 

'  -  from  alcoholism  . .  555 

'  -  ansemia  from     . .  . .     32 

i  -  from        antidiphthcritic 

serum  . .         . .         . .  554 

'  -  bacteriology  in  diagnosing 


acholuric 


557 
72 
556 
555 
554 
591 
635 
554 
554 
554 
221 


25, 


551  '  - 


cause  of 
bleeding  gums  in 
from  blood  diseases 
in  Bright's  disease 
cerebrospinal  fever 

-  meningitis 
cirrtiosis . . 
diphtheria 
from  drug4 
in  epilepsy 
epistax^  from 
in      familial 

jaundice 
fulrainans 
in  fungating  endnc:  r  litis 

(Fiff.  236)  555 
general  tuberculosis     . . 
gingivitis  and    . . 
hoamatemesis  in 
hsBmaturia  in     . .      275, 
hnmorriiago  into  tongue 

in  ..  ..  698,  699 
hiemorrhagic  erosions  in  269 
ha)morrhagica    . .      553,  556 

-  blood  per  anum  in  . .     76 
-  counts  in  diacmosing 

culture  in  dio^nos- 

incT 
heBmntemosis  in 

-  hfemoptynis  with 

-  in  Hanot's  cirrhosis     . . 

-  Henoch's  (see  Jlcnoch's 

Purpura) 

-  in  hysteria 

-  idiopathic 

-  in  jaundice 

-  leuksomia 

Purpura,  list  of  causos  of 

-  malingering  of  . . 

-  in  measles 

-  meningitis 

-  menorrhagia  from    386, 

-  metrorrhagia  from    390, 

-  from  muscle  rupture  . . 

-  ptomaines 

-  pyoBmia  . . 

-  pyorrhoea  alveolaris  74, 

555,  557 

Purpura  rheumatica,  oeneral 
account  of    ..        ..  556 

unknown  before  fifteen  343 

~  round  varicose  veins    . .  554 

-  in  sarcomatosis. .         ..  555 

-  scarlet  fever      . .      273,  554 

-  scurvy  38,  72,  273,  556 

-  septicsBmia 

-  simplex  . . 

parts  affected  by 

Purpura  in  small-pox 

-  smnll-pox  simulating  . . 

-  in    splenomegralic    poly- 

cythemia      . .         . .  633 

-  tongue  swollen  with    . .  698 

-  tonsils  and         . .         . .  557 

-  from  toxfemia  . .         . .     76 

-  in  typhus  fever  335,  654,  638 

-  yellow  fever      . .      273,  336 
Pus,  little  albumin  in 

-  anchovv-paste    coloured 
PUS  IN  THE  CHEST 
(and  see  Empyema) 

-  chocol  at  e-  an  d  -  m  il  k ,  from 

hepatic  abscess 

-  cori)Uscles.  in  tube  casts 

-  from  ear  (see  Otorrhoea) 

-  from  nipple 

-  from  nose 

-  phosphates  mistaken  for  524 
per  rectum,  from  abscess  585 
sterile 

-  in  stools. . 

PUS  IN  THE  STOOLS     .. 
from  abscess  ruptured 

into  bowel  . . 

cholera  . . 

colitis  . . 

dengue 

-  dysentery 


..  332 
553,  556 


555 
557 
266 
283 


273 

273 
273 
287 
373 


554 
557 
555 
556 
553 
554 
554 
225 
387 
392 
554 
554 
555 


555 
553,  556 
..  562 
554 

562 


12 
369 
IDS 


253 
6 

181 
178 


369 
170 
557 

557 
557 
557 
557 
657 


Pus  in  the  ttooU,  contd. 
sigmoidoscope  in  dia- 
gnosing cause  of  . . 

-  from     ulceration     of 

bowel 

-  tube  casts  of    . . 

-  urates  simulating 

-  in  urine,  characters  of . . 
phosphates         distin- 
guished from 

urates  distinguished 

from 
(and  sea  Pyuria) 

-  vomit 

Pustule,  malignant 
erytliema  from 

PUSTULES 

Pustules  in  acne  489,  557, 

-  baciK'is         pyocyaneus 

causing 

-  from  bromides  98,  559, 

-  contents  of 

-  crusts  from 

-  in     dermatitis     herj.?ti- 

formis 

-  from  dij^section  wounds 

-  ecthyma 

-  eczema    . .        557,  560, 

-  furunculosis 

-  granulosis  rubra  nasi  . . 

-  herpes  progenitalis 

-  impetigo. .         557,  55K, 

-  from    iodides    98,     559, 

560, 

-  in  lichen  scrofulosorum 

-  new-bom 

-  prurigo   . . 

-  rhinophyma 

-  scabies    . .        558,  600, 

-  scrofulodermia  . . 
Pustules  In  smail-oox 

554,  558,  559,  561, 
601,  616, 

-  staphylococci  causii  g  . . 

-  in  sycosis  . .      557, 

-  syphilis  490,    557,   55  ^ 

559,  560,  562, 

-  vaccinia  . . 

-  varirelli 
Putrefaction,  alkaline  stcol 

from    . . 

-  of    food    particles,    foul 

breath  from  . . 

-  intestinal       borbor3-gnii 

™  I  Lf  1        •  •  •  •  •  • 

Putrefaction,  intestinal, 
characters  of  stools 
with 

distinguished  from  fer- 
mentation . . 

flatus  from    . . 

indican  from  101,  314, 

713, 

tetany  from  . . 

urinary  sulphates  in. . 

-  in  lungs,  foul  breath  from 

-  moutli,  foul  breath  from 
Putting   the  weight,  sub- 

acrominl  bursitis  from 
Pyromia,  abscess  in  heart 

111  •  •  ■  •  •  • 

lung  ifi 

Pyflsml?.  bicteriology  of. . 

-  from  betlsore     . . 

-  bronchitis  in 

-  blood    ctilturcs    in    dia- 

gnosing 

-  diarrhooa  in 

-  emaciat  ion  from 

-  emboli  in 

-  gantrrene  of  luni?  in     . . 
Pyamla.  qenoral  account  of 

-  hectic  fever  with 

-  hyperpyrexia  in 

-  infective  parotitis  in    . . 

-  irregular  pyrexia  from. . 

-  jaundice  in 

-  leucocvtosis  in  . .         . . 

-  loss  of  streneth  from  . . 

-  malaria       distingoished 

from    . . 

-  metastatic  abscesses  in 

-  myocardial  abscesses  in 

-  from  necrosis  of  bone  . . 

-  after  operations        335, 

-  from  osteomyelitis 

-  after  parturition 


557  I  - 


557 
578 
740 
574 


Pjfcemia,  rontJ. 

-  with  periostitLs         596.  707 
peripheral  neuritis  from 

61,  61 
pleurisy  in  . .  . .  590 
portal,  rii^ors  in . .  . .  595 

prolonged  pyroxia  from 

(Fig.  214)  567 
prostration  in    . .  . .  596 

574     -  pulmonary  emboli  in  . .  260 

-  purpura  in         . .      553.  555 
574     -  from  pyorrhcea..         ..     7  4 

-  quinine  ineffective  In  . .   59«; 
766     -  rash  in    . .  . .  . .   597 

559     -  rigors  in  3.15,  (Fi^.  244) 
222  567,  594,  595.  596, 

557     -  and  septicaimin,  rclation- 

559  ships  between        596, 

-  spinal  abscess  in 
97     -  subcutaneous  abscesses  in  596 

563     -  suppurative   pericarditis 

557  in 

558  -  swentine  in        . .      335, 

-  tenderness  of  ohc^t  in  . . 
755     -  thyroid  abscesses  in     . , 
24u     -  typhoid  fever  simulatcti 
55  <  by 
755     -  vomiting  iri 

557  -  after  woutds     . .      335. 
654     Pyelitis,  aching  in  loin  from  576 
618     -  acute,    amount    of    pus 

560  small  in 

-  in  acute  fevers  . . 
563     -  albumiiniriH  from     576. 
488     -  from  bacillus  coli  12,  182, 

557 protens 

490     -  calculus  . .      576, 

733  '  -  carcinoma  of  bladder  . . 

755  ] of  utonis 

559  -  coli  ba<'illuria  simulating 
I  -  from  cystitis 

-  cystitis  simulated  by    . . 
753     -  cyst09<'one    api»earan<-i>s 

97  in    (Plaie    XV)    282, 

558  576, 

-  from  enlnived  prostate. . 

756  -  froquot^t  micturition  from 

757  H93. 
756     Pyelitis,  oeneral  account  of  576 

-  from  hnimatogcnouB  in- 
170  fection  ..  ..  576 

-  hvpcnosthcsia  with       . .  451 
87     -  hvperpyrexia  in  . .  309 

j  -  kidney  enlaree<l  with  451,  576 

82  I  -  leucocvtosis  slight  with     360 

'  -  local  rigidity  from        . ,  451 

I  -  micturition  frequent  with  57<> 

246  I  -  nocturnal       micturition 

'  from    . . 

246  I  -  pain   in   hypochondriuni 
246  I  from    . . 

iliac  fossa  from 

745  I pelvis  from    . . 

S  I  -  peri -ureteric   lymphatics 
82  I  and      . .  . .  . .  57(» 

86  j  -  from  pneumococcus     . .  576 
86  I  -  pouting  of  ureter  in      . .   576 

lit 


597 

597 
714 


596 
596 
707 
722 

596 
596 
596 


12 
576 
57K 
576 
576 
577 
576 
576 
569 
576 
578 


578 
576 

57S 


218 

451 
451 
451 


476  i  - 


596 
596 
597 
258 
596 

555 
596 
335 
596 
260 
586 
596 
309 
694 
335 
325 
596 
335 


596 
596 
212 
596 
596 
668 
335 


in  |)regnancy     ..      451, 
-  relation     to     Bright's 

disease 
pyrexia  with  451, 

pyuria  from 

renal  tenderness  from  . . 
rigors  from  576, 

skin  dry  and  harsli  with 
from  staphylococcus 
streptococcus     . . 
stricture 

tendeniess  iti   loin   from 
tongiie  glazed  with 
tube  casts  with . . 
from  typhoid  bacillus  . . 
in  typhoid  fever 
typhoid  simulated  by  . . 
urine  chanfires  with 


9 
576 
875 
57r, 
595 
i)«6 
576 
;>H> 
576 
576 
576 
578 
576 
576 
566 
57»» 


Pyelitis,  urine  changes  with  578 
Pyelography  in  diannosis..  354 

Pyelography        (Fi(f.  166)  356 
Pyelonephritis,  abscess  i:i 

ki<lfiey  from  . .  . .  576 

-  aching  in  loin  from       . .   576 

-  in  acute  fevers  . .  . .  57r. 

-  albuminuria  from         . .   578 

-  amount  of  pus  small  in       12 

-  anuria  from       . .         •"^,  1'.* 

-  from  bacillus  coli         12,  6J» 

-  bacillus  pyocyaneus  wit  t»     69 


PYREXIA    —    REACTION 


877 


573 

573 
573 
574 
573 
573 
573 


573     - 


PyrcxuM,  contd. 

Pymb,  neurottC  ..        ..  570 

-  obscurj*     bacteriol     e.v-  - 

aminatioii  of  urine  in  '  - 

diagnosing  cause  of  69,  573  i 

blood  cultures  in  dia-  ,  - 

griosing  cause  of  . .  572     - 

-  —  froin  deep  tuberculous 

t^lands 

fsBccs  examination  in 

diagnosing  cause  of 

-  —  from  gall-stones 
infected     endocarditis 

-  —  ovarian  abscess 

-  -  phlebitis 

pylephlebitis  . . 

tuberculin  test  in  dia- 

gncsing  cause  of  . . 
PYREXIA  WITHOUT  OB- 
VIOUS CAUSE  ..  571 

-  after  operation  . .         . .  574 

-  from  osteomjelitis       . .  668 

-  otitis  media  . .  202 

-  witJi  paroxysmal  hsDmo- 

giobinuria      . .  . .   285 

-  from  pediculosis  . .  378 

-  peliosis  rfaenmatica      . .  556 

-  pellagra  ..      225,  570 

-  pemphigus  . .     75 

-  periodic,     in     relapsing 

fever 336 

-  with  peritonitis        115,  425 

-  pernicious  aniemia       . .     25 

-  phthisis  suggested  by  . .  572 

-  in  pleurisy  . .     34 

-  pneumonia         . .      160,  574  | 

-  poliomyelitis  acuta  110,  i 

140,  509,  512  I 

-  polymyositis      . .  . .  464  j 

-  pontine  luemorrhage    . .   119 

-  portal  vein  thrombosis  51 
PYREXIA,  PROLONSED    563  I 

from  appendicitis      . .  567  i 

in   bronchopneumonia  568  { 

from  cerebral  abscess  567  i 

in  cerebrospinal  mcnin-         i 

gitis  ..  ..   566  I 

eoli  bacilluria  . .  569  | 

empyema       . .  . .  567  | 

erysipelas        . .      567,  568  , 

glandular  suppuration  567 

Uodgkin's  disease     . .   569  ' 

-  -  influenza       {Fig.  240)  564  I 
lateral    sinus    throm-  I 

bosis         {Fig.  244)  567  | 
Pyrtxtai,  prolongid,  list  of         { 

MuiM  of  . .  563 

Pyroxlt.    prolongod,    from 

malignant  dlMaio    ..  570 

endocarditis      {Fig. 

243)  566 

Hediterranean  fever. .  565 

otitis  media  . .         . .  567 

pelvic  suppuration  . .  567 

pernicious  anaomia  . .  569 

pyiemia         {Fig.  244)  567 

pylephlebitis  . .         . .  567 

septicemia     . .         . .  567 

syphilis  ..         ..568 

uiroat  abscesses        . .  567 

tot>erculosis   . .         . .  566 

tuberculous  meningitis  566 

typhoid  fever  . .  564 

umbilical  sepsis        . .  567 

Wassermann  test  in . .  568 

->  with    prostatic    abscess 

182,  470,  581 

-  prostatitis  . .      182,  470 

-  pseado-leuksemia  37 

-  pyaamia  . .         . .      335,  596 

-  pyelitis    . .  . .  . .  451 

-  pyelonephritis    . .  . .  576 

-  pyonephrosis     . .         . .  357 

-  rat-bite   ..  ..      465,  570 

-  in  renal  colic     . .  . .  451 

-  riieumatic,  effect  of  sali- 

cylates on      . .          . .  57-1 

-  in  rtienmatoid    arthritic    35 

-  in  rigors  . .          . .          . .  594 

-  from  salpingo-oc  phoritis  690 
Pyroxia,  from  sarcoma  . .  570 
of  cjBcum        . .          . .  665 

-  in  scarlet  fever. .      227,  273 

-  secondary  syphilis        . .   334 

-  septic  arthritis  . .         . .  339 

-  septioiomia         . .  . .   555 

-  from  serum  injections  223,554 


Pyrexia,  contd. 

-  m  severe  antemia         . .  572 

-  simple  colitis     . .         . .     78 

-  Irom    sinus    thrombosis 

511,  567 

-  in  spinal  meningitis  . .  417 
from    subdiaphragmatic 

abscess  . .      451,  658 

Pyroxia,  suddon  drops  In . .  574 

-  with     suppurjifive     ne- 
phritis ..         ..591 

pyle  phlebitis  . .      3S3,  596 

-  s-yphilis   . .        334,  50-'-,  bl  I 

-  (and    see    Temperature 
Chart)  ..  ..501 

-  from  testicular  abscess  622 
tonsillitis  ..  34,  574 
tremor  from       . .         ..721 

-  in  trchinoiiis     ..      464,  729 

-  from  tuberculous  kidney  117 
meningitis      . .  . .  574 

-  -  peritonitis  48,  570, 631,  657 

-  ulcerative  colitis  . .     78 

-  after  urinary  operations    42 

-  from  various  bites        . .  598 

-  visiting  day       . .  . .  573 

-  WeU's  disease    ..         ..336 

-  yellow  fever  . .  . .  273 
Pyriform  cells  in  urine  . .  742 
Pyriformis,  nerve  supply  of  498 
Pyrogallic     acid,     hoamo- 

globinuria  from        . .  284 
Pyrosis,  with  heartburn  . .  436 

-  merj'cism  and  . .         . .  388 

-  note  on  . .  . .  . .   764 

-  relation  to  heartburn  . .  296 

PYURIA 574 

-  albuminuria  with  . .  575 

Pyuria,  from  appondlcltls. .  562 

-  appendicular  abscess    . .  283 

-  bacillus  coli        . .         . .  12 

-  bacteriuria         . .         . .  70 

-  bilharzia             . .      580,  581 

-  carcinoma  of  bladder  41, 
471,  580,  582 

Pyuria,    cathotor    in  dla- 

gnosing  causa  of  . .  575 

-  from  cystitis   183,  194, 
282,  470,  578 

Pyuria,  cystoscope  In  dia- 
gnosing cause  of      . .  575 

-  cystosoopic    appearance 
in  {Plate  XV)  ..   28ii 

-  druses  for  . .  . .  650 

-  growUi  of  bladder     276,  281 

-  hexamethylenetetramine, 
etc.,  for  . .  . .  650 

-  lavage  of  bladder  in  dia- 
gnosing source  of     . .  575 

-  from  leucorrhoea  . .  581 
Pyuria,  list  of  causes  of  . .  575 

-  microscope  in  diagnosing 

12,  70 

-  not  obvious  to  chemical 
tests    ..         ..         ..12 

naked  eye  . .         . .     12 

-  from  phimosis  . .         . .  581 

-  pneumaturia  with        . .  530 

-  from   prostatic   enlaige- 
raent   ..  ..         8,  276 

-  prostatitis  . .  . .  581 
Pyuria,   from  pyelitis  12, 

218,  576 

-  pyelonephritis   . .        12,  355 

-  pyonephrosis  357,    536, 

576,  577 

-  renal  calculus  276,  278,  577 

tumour  . .         51,  330 

Pyuria,    from    rupture   of 

absceu  Into  bladder..  581 

-  with  stricture    ..  ..581 

-  from     suppurative     ne- 
phritis. .       •  . .  . .   594 

-  tci>t,s  f or  . .  . .  . .   575 

-  tuberculous  bladder  276, 
282,  397,  471,  579 

kidney  117,  276,  279, 

2S2,  355,    460,  577,  579 

-  ureteric  calculus       472,  578 

-  urethritis  . .  . .   581 

-  vchioal  calculus  276,  282, 

471,  580 

QUADRATL'S  Inniborum. 
n<»r\e  supply  of       . .   499 
Quadriceps  extensor  femoris, 

myoclonus  of     . .   137 


Quadrireps  ext.  femoris,  contd. 
I nerve  supply  of  498,  499 

paresis  of  . .  . .   512 

I wasting  of  . .  . .   439 

I  Qiiarriers,  silicosis  in       ..^288 
I  Quartan  malaria  (see  Ma- 
I  laria) 

Quarterly  Journal  of  Medi- 
'  cine,  figure  froai        . .  347 

' Meige's  disease  and  414 

'  Quincke's  disease  ..  ..411 
I  Quinine,  amblyopia  from  759 
I  -  blackwater  fever  and  . .  284 
I  -  deafness  from    . .  . .   166 

I  Quinine,  effect  In  malaria 

31,  536,  568,  596.  637 
on  malaria  parasites     335 

-  erytliema  from  . .         . .  222 
I  -  hsora  globi-iuria  from  ..   284 
I  -  headache  from  . . 
I  -  noises  in  the  head  from 

-  nyctalopia  from 

-  purpura  from    . . 

-  pysemia  uninfluenced  by  596 

-  retinal  vessels  constricted 

DJT  ■  •  •  •  •  • 

~  scales  from 

-  tinnitus  from     . . 

-  urticaria  from   . . 
Qulntt  {Plate  XX  Vn      .. 
Quinsy,  asymmetrical  ns  a 

rule 

-  dysphagia  from . . 

-  ptyalism  from    . . 

-  sore  throat  due  to 

-  stertor  from 

-  submaxillary  glands  in- 

flamed from  . . 

-  trismus  simulated  by  . . 
Quotidian      malaria     (see 

Malaria) 


335, 
223, 


295 
406 
763 
553 


759 
602 
723 
771 
610 

614 
198 
542 
613 
647 

379 
729 


RAIiBIT,    opaque  optic 
nerve  fibres  in        . .  416 

-  skin-curers,      peripheral 

neuritis  in     . .         . .     65 

-  skins,  hats  from  . .     33 

mercury  in  curing  33,    65 

Rabies  (sec  ir3rdrophobia) 
Radiogniphy  (see   a:- rays ; 

and  Skiagram) 
Radium,  burn  from         . .   223 

-  erythema  from  222,  223 

-  lead  or  silver  screens  for  223 

-  for  Mooren's  ulcer        . .   734 

-  pigmentation  of  skin  from  223 

-  rodent  ul«  er  cured  by  . .   180 
Radius,  myeloid  sarcoma  of 

672,  {Fiys.  286,  287)  673 

-  in  ricJcets  . .         . .   155 

-  sarcoma  of,  skiagram  of  672 

-  syphilis     of,     skiagram 

showing  . .  . .  669 

-  thickened  in  rickets     . .  154 
Railway  iplno  713,  715 

tremor  from  . .         . .  724 

Rainbow  vision  . .  762 

from  glaucoma         . .   233 

R41es,  from  aneurysm     . .   291 

-  bubbling,  with  bronchi- 

ectasis        . .  . .   168 

bronchitis       . .  . .  167 

fibroid  lung    . .  . .   168 

-  consonating,  over  fibroid 
lung 206 

-  in  phthisis      . .  . .  288 

-  cnickling,  from  aneurysm  195 

with  bronchiectasis  : 

292,  643 

over  empyema  . .    103  , 

fibroid  lung        216,  299 

from  stenosis  of  bron- 
chus . .         . .  290 

-  non-consonating,   with  

bronchitis       ..  . .   217 

-  from  pulmonary  embolus  290 

-  sticky  influenzal  . .   290 
Ranula,  ptyalism  from    . .  542 

-  tongue  swollen  from    . .  698 
Rarefaction   of   bone  (see 

Bone  Rarefaction) 
Rash  (and  see  Erythema, 

-  in  cerebrospinal  menin- 

gitis      591 

-  drug  (see  Drug  Rash) 


Jiash,  contd. 

-  of  fourth  disease 

-  German  monslcs 

-  mcsisles   . . 

-  ratbite  lever 

-  scarlet  fever 

-  septic 

-  in  small-pox 

-  typhoid  fever    . 

-  typhus  fever 

Rat-bite  fever 

erythema  in   . 

headache  in   . . 

high  fever  in . . 

leucocytosis  in 

pain  in  the  limbs  in 

463, 

pains  all  over  in 

pyrexia  in 

r^ors  in  . .      595, 

rashes  in 

swelling  of  muscles  in 

temperature  chart  of 

urticaria  in    . . 

Rat  facies,  in  microcephaly 

-  paste,  phosphorus  poison- 

ing from     . . 
' strychnine     poisoning 

from 
Ray  fungi  . .  . .        74, 
in  actinomycosis 

-  -  {Plate  XXV III)       . . 
Raynaud's    disease,    acute 

uedema  of  tongue  in . . 

age  incidence  of 

albuminuria  in 

black  cyanosis  in 

blue  brain  and 

bulla)  in 

cervical  rib  simulating 

coma  in 

cyanosis  in     . . 

of  toes  in    . . 

dead  fingers  in 

ears  affect  e<l  in      203. 

electrical  reactions  in 

ergotism  simulating. . 

erythema  in  . . 

Raynaud's  disease,  erythro- 

melalgia  differentiated 

from 

excited  by  cold 

finger  affected  by  240. 

Raynaud's  dissase.  fingers 

In  {Plate  XIII) 

frost-bite  simulated  by 

gangrene  from       255, 

common  in 

of  fingers  in 

Raynaud's  dlseaie,  general 
account  of 

hienioglobinuria  with 

hands  affecte<l  by 

high       blood-pressure 

with 
Raynaud's  disease,   inter- 
mittent    claudication 
differentiated  from    . . 

local      asphyxia       in 

{Fig.  125) 

necrosis  of  fincers  in 

{Fig.  126) 

nose  affecteci  by 

(jL'deraa  from  413,  414, 

pallor  of  toes  in 

Raynaud's   disease,    parts 
affected  by     . . 

penis  affect e«l  by 

peripheral  neuritis  simu 

latiiii; 

sex  incitlence  of 

sinuiluteil  by  brachial 

plexus  changes 
stages  of 

toes  iilTeote<l  by 

toiicue  affected  by  . . 

ulcenition  of  fineers  in 

REACTION  OF  DEGENE- 
RATION 

in  acute  poliomyelitis 

amyotrophic       lateral 

hclerosis        61,  135, 

from  aneurysm 

Cauda  equina  tumour 

cervical  rib     ..        61, 

Reaction  of  deqeneratlon, 
characteristics  of 


229 
228 
228 
598 
228 
597 
272 
335 
638 

598 

598 
598 
465 
598 

465 
598 
570 
598 
598 
598 
598 
598 
188 

336 

599 
37d 
458 
61  ( 


698 

441 

. .   13 

. .  699 

. .  163 

96,  97 

444 

117 

162 

441 

162 

699 

584 

259 

223 


441 
441 

699 

256 

162 
256 
441 
162 

162 

284 
441 

81 


441 

256 

257 
690 
41.-) 
441 


256 

099 

256 
411 

163 
256 
690 
699 
162 

582 

61 

517 
61 
62 

508 

583 


REGURGITATION 


RHEUMATIS3I 


879 


Regurgitation  of  food,  eontd. 
tiiroagh  none  from  bul- 
bar paralysis     17S,  5S9 

1  left  palate         ..   178 

diphtlM'rJa       151, 

178,  19G,  512,  761 

liyilerisi  . .  . .  589 

Rtgurgltation  of  food  through 
MOM,  litt  of  cautos  o1  S8S 

from   myasthenia 

crrivl'5  . .  . .   178 

parbRLt  oi  palate    612 

perforated  palate  178 

— syphilLS  ..  ..178 

-  mitral  (t«ee  Mitral  Regur- 

ftritation) 

-  pulmonary     (see     Pul- 

monary Incompetence) 

-  triciaspid  (see  Tricuspid 

Ke^nuyitatlon) 
Reinfoiceraent  . .  357 

Beinsch's  test  for  arpcnic . .     78 
Relapsing  fever,  ciiills  in. .  637 

filth  and         ..  ..637 

RalBptlno    fover,    oMoral 

account  of  2/,  28,  336,  637 
g:eo?rjiphical  distribu- 
tion of        . .  . .  596 

hyperpyrexia  in        . .  3(>9 

hypothermia  after    ..311 

jaundice  in     . .  . .  325 

pains  in  back  in        . .  637 

parasite!!  in  blood  in       27 

pyrexia  of     ..      336,  637 

rigor  in         594,  595,  596 

spirillum      of     {Piate 

XX VI If)  ..  ..614 

.«pirocha)t&s  in       596,  637 

spleen  enlarged  in  632.  637 

sweating  in    . .  . .  637 

temperature  chart  in 

{Fig.  5)  27 
Remittent  fcTcr,  purpura  in  553 
Raaal  abscetts  (see  Absce!», 

Renal) 

-  calculus    (see    Calculus, 

Ucnal) 

-  colic  (see  Ciollc,  Renul) 

-  crises  in  tabes   . .         . .  515 

-  epithelial  cells,  from  acute 

Bright's  disuse        . .  412 

-  tube-casts  (see  Tube  Cants) 

-  tumour     (see     Kidney, 

Hnlaige<l) 

-  veins,   invaded   by  new 

growth  . .         . .       7 

RmuiI  veint,  thrombosis  of, 

tflagnosis  7 

RmaI  veins,  thrombosis  of, 

timuiatino  acuto  no- 

phritis  7 

Rennin.  test  f or    . .  . .  320 

Ke<iin,  bullio  from..         ..     96 

-  erythema  from  . .         . .  222 

-  in  urine,  white  ring  from      5 
Resonance,      in      femoral 

liemia..  ..  ..   674 

-  impaired,  from  anounrsm 

195,  208,  291 

bronchus  obstruction    208 

over  llbroid  lung  168, 

216,  292,  299,  643 

in  phthisis     . .         . .  288 

-,-  pneumonia     ..  ..   160 
from   pulmonary   em- 
bolus          ..         ..  290 

pulmonary  infan^t    . .   ICO 

stenosis  of  bronchus. .   290 

-  increased,  in  emphysema 

167,  217 

RMonance.  skodaic  168, 299, 61  i 

]ic«M>rcin,  black  urine  from  745 
Respiration,  Cheyne-Stokes, 

(see       Cheyne-Stokes 

Respiration) 

-  In  chorea  . .  . .  133 

-  embarrassed,  in  tetany     151 

-  pulse-rate  and  . .  . .  549 

-  rapid,  in  pneumonia  335,  425 
shallow,  from  pneumo- 
thorax        . .  . .   531 

-  rate,  in  pneumonia      . .  036 
pyrexia  and  . .  . .   573 

Respiration,  siow  .  •        . .    84 

from  cerebral  abscess  502 

-  superficial,  with  perito- 

nitis     592 


420 
36 

214 
214 
463 
114 
114 


726 
42 
425 
146 
2B8 
310 


543 
395 


396 

395 

649 
649 
395 
650 

395 
395 

649 


Respiratory  blood-pumn,  in 
'  heart  failure  . . 

!  Rest  in  bed,  in  chlorosis  . . 

-  -  effect    with    adherent 

pericardium 

I mitral  regurgitation 

,  -  pain  and  stillness  after 

contractures  from    .. 

I talipes  from  . . 

I  Restlessness,  in  acute  yellow 

atrophy  . .       2 7. J,  333 

!  -  from  alcohol 
I  -  with  anuria 

-  in  children,  from  colic. . 
!  -  eclampsia 
;  -  from  liramatemesis 
j  -  hysterics! I  pyrexia 
I  -  at  night  in  rickets       145,  711 
'■  Uetcliing    . .  . .  . .  764 

:  -  with    undue    abdominal 

aortic  pulsation 
!  Retention  of  urine,  alcohol 

I  nllU         ■  •  •  •  •  • 

'  —  from   bladder  growth 
I  2»l, 

—  Madder    felt    above 
'  puhes  witli 

i from    carcinoma    of 

,  ovary 

' prostflte 

! cold  and 

I cystitUiiom  ..      57H, 

'  —  distinction  from  annri  i 

39, 

I dribbling  with 

from  enlarged  prostate 

395,  396, 
I  Retention  of  urine,  oeneral 
account  of     /.     395, 
■  —  from  gonorrhcea 
I  —  in  hys«teria     . . 

—  iiicontinence  simulated  395 

—  from  inllamcd  urothml 
I  canincle 
, in  lateral  sclerosis  398,  517 

-  -  myelitis         396,  398,  578 

j after  operations 

I from  ovaiian  cyst    . . 

, pain  from 

I above  pube?  with . . 

from       paralysis      of 

bladder       . .      396, 

—  paraplegia 

—  pelvic  tumour 

periprostatic     abscess 

perirectal  abscess 

peritonitis 

prolapse 

prostatic  abscess  182, 

prostatitis     182,  396, 

retro  verted         gravid 

uterus  39,  649, 
sphincter  spasm 

—  spinal  disease 
strangury     from     39, 

395,  649 

-  -  ptriclure  39,  395,  396,  649 
in   tabes  dor?all9  396, 

398,  678,  650 

tvpiius 

from  urethral  calculus 

282, 

urethritis 

utcri'ie  flbmld 

Retina,    in    albuminuric 

retinitis 
Retina,  detached,  appear- 
ances    of     416, 

(Plate  XX)  418 

Hack      spots      bcJote 

eyes  from   . . 

blindness  from 

by  growth 

-  embolism    of    (see    Em- 
bolism, Retinal) 

-  haamorrhnce     into     fsee 
ITamiorrhnces  Retinal) 

Retina  In  optic  neuritis  ..416 
Retina,  pinment  pitches  In  416 


649 

396 


619 


42 
649 
395 

39 

398 
396 
39 
649 
649 
592 
649 
396 
581 

689 

398 

39 


638 

649 
649 
649 

416 


72 
762 
417 


52 


scotoma  from 

Retina,  after  retinal  em- 
bolism 

Retina  after  thrombosis 
of  retinal  veins 

-  white  patches  In,  in 
nlbuminuric  retinitis 

opaque  nerve  fibres 


7(10 

416 

of 

416 

416 
416 


Retinal   artery,  spasm   of 

blindness  from  . .   761 

-  embolism  of  (see  Km- 

bolism.  Retinal) 

-  changes,   with  nepliritis    42 

-  uraemia  . .         . .   146 

-  examination,  uith  growth 

in  liver 

-  hemorrhage    (see    llso- 

morrhage.   Retinal) 

-  vein,     throniboseil    (safe 

Thrombosis,  Retinal) 
Retinitis,  albuminuric  ap- 
pearances of  416, 

{Plate  XX)  418 

with  arteriosclerosis..       1 

black  spots  before  eyes     72 

-  cerebral     hntuorrhago 

and 119 

-  iu    chronic    nephritis 

11,  212,  274,  408 

granulnr  kidney        1,  106 

heart  failure  with     . .       1 

high        blood-pressure 

with  ..         1,  212 

mitral  regurgitation..  212 

optic    neuritis    simu- 
lating ..         ..  416 
in  unomia      . .         . .  315 

-  amaurosis  with..  ..   759 

-  In  arieriosclerwus         . .     90 

-  cerebral  Ixsemon-hage  and  515 

-  in  diabetes         . .         . .  261 

-  with  high  blood-pressure  485 

-  intert* titial   nephritis    . .     90 

-  nephritis  . .         . .     47 

-  neuro-.  in  fungating  endo- 

carditis . .         . .       7 

-  photophobia  from  . .  524 
--  pigmentosa,  familial  . .  761 
night-blindness  from 

761,  763 
ophthalmoscopic     ap- 
pearances of       761,  763 

visual  field  constricted 

in     ..  ,,     760,  761 

-  unomia  and       . .    -      . .  759 

-  of  yellow  spot,  nystagmus 

from    . .         . .         . .  759 

Retraction  of  the  Abdomen 
(see     Abdomen,     Re- 
tracted) 
RETRACTION     OF    THE 
EYEBALL     ..         .217 

-  eyelids.  In  Qraves*s  dis- 

RETRACTION  OF  THE 
GUMS  .589 

RETRACTION  OF  THE 
HEAD  ..589 

from    bronchopneu- 
monia        . .         . .  590 
capillary  bronchitis  . .  590 

-  cerebellar  lesions      . .  592 

-  dyspnoea        . .         . .   590 

-  increased    intracroniol 

pressure      . .  . .  590 

Retraction  of  the  head,  list 
of  causes  of   . .        . .  589 

from    meningitis   295, 

323,  666,  590,  640,  649 
tubennilous  meningitis  640 

-  nipple,  from  carchionin  687 
Paget 's  disease         . .   730 

Retraction  of  rlbs«  systolic, 
with  adherent  peri- 
cardium 90,  213 

in  normal  persors. .     90 

Retrobulbar   neuritis   (ste 

Neuritis,  Retrobulbar) 
Retroflexion  of  uterus  (see 

Uterus,  Retroflexion  of) 
Retroperitoneal  cyst,  dilata-] 

tion  of  stomach  from 

174,  653 
Retroperitoneal  cyst,  notes 

on  •  •  661 

-  glands    fsee    Lymphatic 

Gl  mds,  Retroperitoneal) 

-  hernia      . .  . .  . .  452 

-  tissue,  aneurysm  leaking 

into     . .         . .         . .  120 

Retropharyngeal     abscess 
(see     Abscess,     Post- 
pharyngeal) 
Retropulsioii,  in  paral.vsis 
agitans  . .         . .  725 


Retroversion  of  uterus  (see 

Uterus,  Retroverted) 
Retroverted  gravid  utcnis 
(see     Uterus,     Retro- 
verted  (Jravid) 
Rhabdomyoma    ot    kidney  356 
Hheumatic  lever  (see  Klieu- 

matism.  Acute) 
Rheumatism,  acute,  acute 

endocai-ditis  III  ..   211 

necrosis  nustaken  lor  338 

adherent    pencaniiiim 

alter  . .  i>3,  54 

age  incidence  ot       .,105 

uil)uniinuria  in  . .      13 

albumosuria  in  . .      16 

anffimia  from  . .     34 

aortic  di-^fnse  Irom  46,  209 

regurgitation  from       93 

arthritis  . .  . .   337 

Rheumatism,  acute,  associ- 
ated conditions  cf  14 

bromidrosis  in  . .   G54 

cerebral  embolism  and  119 

-  -  in  children     . .  . .   46  4 
chorea    iu    105,    133, 

337,  464.  614 
chronic     mediastinitis 

from  . .  . .   751 

coma  in  . .  . .    117 

delirium  in     . .  . .    169 

does    not    affect    one 

joint  only  . .  341,  364 
drenching  sour  sweats 

in  •  ■  •  •  • •  ooo 
endocarditis  in  90,  9«,  105. 

209,  28.3,  401,  574,  614 

eosinophitia  after      . .   218 

erythema  in  . ,      223,  337 

muiliformo  from  . .    105 

nodosum  from   105, 

228,  614 

simplex  in  ..  ..   228 

family  history  and 

133,  337,  4G1,  614 

-  -  fauces  inflamed  in    ..  615 

febricula   representing  464 

flxation  very  rare  after  339 

*  flitting  *  of  joint  pains 

III      .  .  .  .  .  .    33o 

Rheumaiism,  acute,  penerai 
account  of  . .  337 

gonococcal       arthritis 

mistaken  for      338,  340 

growing  pains  and 

363,  464,  466 

heari-block  from       . .  646 

disease  and   35,  46. 

89,  93,  106,   209; 
337,  464,  486.   704 
Henoch's  purpui a  simu- 
lating . .  . .   343 

iu    history    of    heart 

disease        . .  . .     14 

hydrocele  from  ..    481 

hyperpyrexia   in    169, 

309,  310,  67  4 

infantilism  from        . .   ISO 

jaundice  in     . .  . .    325 

joint  pains  with   in.",, 

228,  Gil 
Kirkland's  disease  simu- 
lating . ,   610 

leucocytosis  in  . .   3G(^ 

limpinu  from . .  . .    302 

mediastinitis  from  62, 

.54,  .^08 
menorrhaciii  from     , .   380 

-  -  mitnil  (lis<'.'i»:o  in       . .   337 

repunrit4»tion  after       89 

stenosis     after     .^15, 

486,  701 
no      muscle     atiojihy 

wirii  ..  ,.  338 
myocardial       chant'es 

after  ..        61,  704 

myocarditis  in  ..   212 

iii}?htmare  and  . .   402 

nodules  and  . .      337,  338 

pain  in  the  back  from  427 

episrastrinm   from,.   436 

foot  from   . .  . .   362 

joints  in      . .  . .   463 

limbs  from.,  ..   463 

muscles  in  . .  . .   403 

palate  inflamed  in     ..   616 

palpitation  in  ..   211 


880 


RHEUMATISM    —    RIGORS 


8tcn06i^i 


arthritis 
from 


105 

614 

338 
404 
105 
107 
211 

59G 

92 

34'J 
228 

343 
595 

C14 


RheumatLstn,  could. 

Rheumatlim,  acute,  pelioilt 
and  556, 

pericarditis      in      64, 

105,  337,  4G4, 

permanent    stiffness 

rare  after    . . 

pleurisy  in      54,  C11, 

with  effusion  from 

poljorrtiomenitis  from 

precordial  pain  in     . . 

puerperal  fever  simu- 
lating 

pulmonary 

after 

purpura  of,  uije  irici- 

dence  of 

pyrexia  in 

rheumatoid 

distinguished 

rigor  in 

-  -  salicylates  and  34,  228, 

464, 

reducing  tempemture 

ture   in   89  (Fif?. 

149)  338,  574 

scarlatina  simulated  by 

228,  614 
septic    arthritis    mis- 
taken for    . .         . .  339 

-  -  septicsBmia  simulating  310 

-  -  8or«  throat  in  228,  464,  613 
spleen  enlarged  in    . .  632 

Rheumatism,   acute,   sub- 
cutaneous nodules  In 

105,  228,  405 

sudamina  in  . .         . .  338 

never  suppurates  338,  339 

suppurative     arthritis 

mistaken  for      338, 

U^chycanlia  from     . . 

thyroid  gland  enlan?cd 

in     . . 

-  -  tonsillitis  in  106,  211, 

33V, 

trauinattc  arthritis  mis- 
taken for    . .  . .  338 

-  -  tricliinosis  simulating  464 
tuberculous    arthritis 

mistaken  for         . .   338 

unknown  in  infants. .  341 

urate  deposit  due  to. .  741 

uvula  inflamed  in     . .  615 

-  brachial  neuralgia  and . .  442 

-  chronic,  exercise  relieving  466 

interscapular  pain  from  461 

massage  relieving     . .  46(i 

pain  in  the  hand  from  151 

ioints  from 

limbs  in     . .      463, 

muscles  from 

sarcoma  simulating  . . 

weather  and  . .         .  • 

writers*   cramp  simu- 
lated by     . . 

-  contractures  from 

-  cpididymo-on'hitis  from 

-  gonorrhcBal(t»ee  Arthritis, 

Gonococ-cal) 
Rheumatism,  muscular  431, 467 
brachial  neuralgia  simu 


341 
704 

722 

614 


466 
466 
466 
672 
466 

151 
142 

478 


lating 

simulating  tetanus  . . 

stiff-neck  from 

t«nderno<«s   of   muscle 

insertions  in 

-  nails  affected  by 

-  scarlatinal 
Rheumatism,  talietic  pains 

mistaken  for  . .     436, 

-  tenderness  of  scalp  in  . . 
spine  from 

-  urethritis  from  . . 
Rheumatoid  artliritiii,  acute 

(see  .-Vrthritis!,  Rheu- 
matoid) 

Rhine  vulley,  mollities 
ossium  in 

Rhihitis,  atrophic,  anosmia 
from    . . 

crusts  ill  nose  from  . . 

nasal  discharge  fi'om 

ozfl3n.'i  from   . . 

taste  loss  from 

-  caseosji,  not  tubrrcnlous 

-  chronic,  from  syphilis.. 

-  diphtheria  of  skin  with 


443 
138 
138 

443 

250 
340 

440 

712 
713 
181 


212 

612 
179 
179 
179 
705 
179 
179 
558 


fihiuUig,  contd. 

-  foul  breath  from  . .     87 

-  hypertrophic,     adenoids 

from    ..  ..  ..   179 

anosmia  from  . .  612 

inability    to    breathe 

through  nose  from    179 

nasal  discharge  from     179 

ozaena  from  . .         . .  179 

polypi  from    . .  . .   179 

snoring  due  to  . .  613 

taste  loss  from  . .   705 

tonsils  large  from     . .  179 

-  membranous,  not  always 

diphtheritic    . .         . .  179 

-  punilent  (see  Dischai-ge, 

Nasal) 

-  rhinoliths  from  . .         ..  179 

-  taste  impairment  from     706 

-  tuberculous        . .         . .  179 

-  ulcer  of  conica  from    . .   733 

RhinoUths 179 

Rhinophyma  ..      241,  733 

Rhinorrhagia  (see  Epistaxis) 
Rhinoscleroma,  epithelioma 

simulated  by..         ..  733 
Rhinoscleroma,  oeneral  ac- 
count of  . •  733 

-  skin  tumour  from  . .  732 
Rhomboids,  nerve  supply 

of        . .         . .         . .  604 

-  root  innervation  of  . .  509 
Rhonchi,  with  bronchitis 

167,  217 

-  typhoid  fever  . .  . .  636 
Rhubarb,  chrysophanic  sicid 

in         . .  . .      744,  745 

-  erythema  from  . .         . .  222 

-  heartburn  relieved  by..  297 

-  oxalate  from     . .         . .  424 

-  oxaluria  after    . .  . .  281 

-  pink  urine  after  . .  745 

-  yellow  urine  from  . .  744 
Rhus,  sore  fingers  from  . .  239 

-  toxicodendron,     blisters 

from    . .  . .  . .     97 

bulliB  from     . .         . .     96 

dermatitis  from        . .  756 

erythema  from      222,  224 

pruritus  from  . .  640 

Rib,  carcinoma  of. .  ..  707 

-  caries   of,    pain    in   the 

chest  from     ..         . .  431 

-  cervical  (see  CervicAl  Rib) 

-  fractured   (see   l-Vacture 

of  Rib) 

-  hydatid  of         . .         . .  707 

-  periostitis  of,  after  ty- 

phoid fever    . .  . .  686 

resection  in  empyema. .  103 

-  retraction,  systolic,  with 

adherent   pericardium 

64,  90,  213 

-  sarcoma  of         . .         . .  707 

-  tuberculoas  . .  608,  686 
Ribs,  beaded,  in  rickets 

155,  167,  635 

-  eroded  by  aneurysm    . .  434 

-  everts,  from  emphysema  366 

in  rickets        . .         . .  635 

Ribs,  lesions  of,  tenderness 

due  to 707 

-  local    bulging   of,    from 

liver  abscess  . .         . .  370 

-  overlapping    of,    from 

fibroid  lung    ..  ..168 

-  periostitis  of     . .         . .  707 

-  puslied  out,  by  ascites . .     43 

-  syphilitic  nodes  on       . .  669 
Rice,    decorticated,    beri- 
beri  and        63,    226,   414 

in  cholera       ..  ..717 

Rice-water  stools  . .  268,  273 
Ricin,  hemoglobinuria  from  284 
Rickets,  age  incidence  of 

154,  242,  364 

-  ankle-joint  disease  simu- 

lated by         . .         . .  364 

-  ankles        large        from 

(^Fig.  85)  186 

-  anterior  fontanelle  in  . .   145 

-  baldness  in        . .         . .   711 

-  Barlow's    disease    simu- 

lating . .         . .  . .  5.56 

-  beaked  pelvis  in  . .  187 

-  bending  of  bones  from. .   242 

-  bones  unduly  curved  in  635 


RickeUt.  coiUd. 

-  bow-legs  from    . .         . .   186 

-  broncliitis  in      . .  . .   145 

-  cachexia  with    . .         . .     99 

-  carpopedal   contractions 

and      ..  ..      162,  420 

-  catching  cold  in  . .  146 
Ridcets,  chest  In  iFig.  76)  167 

-  coma  in 144 

-  constipation  in  123,  145 

-  convulsions    from    144, 

145,  420 

-  coryza  in  . .  146 

-  craniotabes  from       152,  206 

-  defective  hygiene  causing  145 

-  diarrhoea  in       . .         . .  146 

-  diet  and 145 

RIekatft,  dlstinouished  from 

achondroplasia        ..  IBS 
RIckotft, .  -^inguisbed  from 
osteogenesis  imperfecta  188 

-  dwarfism  from  (Fig.  86)  186 

-  eosinophilia  in  . .         . .  219 

-  epiphyses  large  in         . .  636 

-  fat  heavy  child  in         . .  386 

-  flabbiness  of  muscles  in  714 

-  flat  feet  from  (Fig.  85)  186 

-  fontanelles    delayed    in 

closing  in        . .         . .  635 

-  forehead  bulging  in      . .  187 
large  in  . .         . .  201 

-  gastro-iutestinal     upsets 

in         . .         . .         . .   145 

Rickets,  ooneral  account  of  145 

-  greenstick  fracture  from  242 

-  Harrison's  sulcus  in  146, 

167,  187,  636 

-  head  large  in  146,  206,  611 

-  head-rolling  in  . .      146,  711 

-  hip-joint   disease   simu- 

lated by         . .         . .  364 

-  hot-cross-bun  head  in 

187,  206 
-hour-glass  pelvis  in     ..  187 

-  hydrocephalus  simulating  201 
-infantile  scurvy  and     ..     99 

-  insomnia  from  . .         . .  321 

-  irritability  in     . .         . .  146 

-  knee-joint  disease  simu- 

lated by         ..         ..  364 

-  knock-knee  from  (Fig.  86)  186 

-  kyphosis  from  . .      166,  188 

-  laryngismus  stridulus  and 

116.  420 

-  limping  from     . .      362,  363 

-  liver  depressed  by        . .  367 

-  long  bones  curved  in    . .   146 

-  lordosis  from     . .         . .  188 

-  marasmus  from . .         . .  386 

-  mucous  stools  in  . .  145 

-  muscular  debility  in    . .  146 

-  night  sweats  in . .         . .  664 

-  pains  in  the  bones  in  . .  364 

-  paraplegia  from  . .  610 

-  pigeon  breast  in  . .  187 

-  pot-bellv  in       . .      635,  660 

-  pseudo-ieukflsmia  and  37,  636 

-  quadrate  head  in         . .  636 

-  radius  Uiickened  in  164,  166 

-  reslessness  in     . .         . .  711 
at  night  in     . .  . .  146 

-  ribs  beaded  in  155,  167,  635 

-  rosary  in  . .  146 

-  rostrate  pelvis  in  . .  187 

-  sabre  tibise  from  . .  186 

-  socro-iliac  joint  disease 

simulated  by . .         . .  364 

-  scolictiis  from    . .      163,  164 

-  screaming  in     . .         . .  146 

-  scurvy-      (see     Scurvy- 

rickets) 

-  short  legs  from  (Fig.  85)  186 
Rickets,  signs  of     ..  145.  635 

-  spasmophilia  and         . .  420 

-  spinal  caries  simulated  by  714 
curvature  from      187.  714 

-  spleen  enlarged  in  632.  636 

-  sweating  of  head  in     . .  145 

-  teeth  delayed  in  . .  165 

-  tender  bones  in. .      146,  714 

scalp  from      . .      710.  711 

spine  in  . .         . .  714 

-  tetany  with  3,  146,  161 

-  transverse  colon  visible 

in         660 

-  tuberculous  spine  simu- 

lated by  . .  364 


RickeU.  coHtd. 

-  Werdnig-Hoffmann  par- 

alysis   l^ 

-  wrists  Ux>re  from  (^t;.  85. I  lii< 
Ricketts      on      smAll-pox 

Rickety  girdle  ..  Vi', 

Riedel's   disease,  cyanoMS 
from    . .         . .         . .  li^ 

dyspno&a  from  . .  15S 

-  lobe         . .         . .         ..  Wi 

age  incidence  of       . .  346 

floating  kidney  simo- 

lated  by     . .         . .  3f7 
gall-bladder  simabtcd 

by    . .  663.  6T8 

gall-stoics  an  J        . .  ZK 

RIadoi' t  l»bo.  tniorai  ac- 
count of  . .  361 

kidney  simulated  by    3S3 

laparotomy     in     Uu- 

(ifnosing       ..         ,.  ii2 

movable  kidney  simu- 
lated by     . .         . .  063 

sex  inddcricc  of       . .  56« 

-  -  simulating       colarged 

gall-bladder  ..  25:: 

movable  kidney    . .  2ii 

tigbt'lacinj?  and       ..  SOt; 

Rtgg's  disease  (see  Pyorrfaota 

Alveolaris) 
RIGIDITY   OF  THE  A8- 

OOMEN  ..S» 

from  acute  peritonitH 

131,  3S8.  425.  592,  767 

appendicitis   . .         . .  677 

appendicular  ab<icese    592 

colic     . .  . .      43*»,  593 

diverticulitis  . .         . .  453 

in  infants       . .         . ,  321 

after  injury  . .         . .  593 

from  nervou-^ess     . .  592 

pleurisy  . .         . .  593 

pneumonia     . .         . .  593 

pyelitis  ..  451 

raptured  tubal  gesta- 
tion . .         . .  593 
suppurative    nephritis  591 

-  of  the  back  from  aoeor- 

ysm     . .  . .         . .  It)  1 

arthritis  of  spine      . .  461 

fibrofiitis         . .         . .  461 

infective  arthritb    ..  461 

myalgia  . .         . .  4«»r 

myositis         . .         . .  461 

spinal  caries  364,  421», 

461.  «(M) 

new  growth  . .  461 

spondvlitis  deformans 

461,  714 

-  in    combined    degenera- 

tions of  cord  . .         . .  139 

-  decerebrate        ..        ..  139 

-  in  Friedreich's  ataxy  . .  139 
RlQklity,  hemlploaia  aiaf 

136.313 

-  iliac,  in  appendicitis  ..  454 
from  ureteral  colic   . .  454 

-  in  lateral  sclerosis       . .  139 

-  muscular,  from  bilateral 

cortical  soft^iing 

it^  disseminated  sder- 

osis  . .         . .  . .  728 

^ilepsy  ..  ..729 

menin^tis  . .  739 

paralysis  agitans  . .  725 

polymyositis  . .  . .  464 

anemia  . .  729 

-  of  neck,  from  caries  . .  649 

-  fracture  . .  M^ 

-  in  paralysis  agitana     ..  236 

-  of  spine,  from  caries    . .  713 

spondylitis  defonn^uis  648 

tenderness  with        . .  712 

-  in  transverse  cord  lesionji  139 
Rigor,  description  of  typical  564 
RIGORS 564 

-  in  angina  I^dorici       . .  699 

-  anjrioneurotic  oedema  . .  699 

-  abscess  of  liver. .         . .  597 

-  after  appendicitis     326,  582 

-  from  baeteriuria  . .     70 

-  blood    cultures   in   dia- 

gnosing cause  of  . .  595 

-  in  blood  diseases  . .  596 

-  bronchiectasis   . .  . .  S66 

-  after  child-birth  . .  596 
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RIGORS    —    SALIVATION 


B8I 


Ri^rs^  coHld. 

-  from     cholan(^tis     251, 

326,  333,  3C9,  597 

-  cholecystitis       . .     450,  597 

-  chronic  pancreatitis     ..  264 

-  coli-bacillnria     ..         ..569 

-  ooiivulsions  in   cliildreu 

representing  . .         . .  594 

-  eclampsia  simulating  . .  594 
~  from  empyema. .         . .  597 

-  epileptiform  convulsions 

simulated  by . .         . .  59 1 

-  in  erysipelas      . .     598,  674 

-  erythema  scarlatiniforme  227 

-  fangating  endocarditis. .     34 

-  from     gall-stones     251, 

327,  374,  595 
~  gonorrhoea  . .  597 

-  ffoot        597 

-  hepatic  abscess  291,  S26,  370 

-  in  Hodgkiii's  disease    . .  596 

-  hysteria  simulating      . .  594 

-  from  infectire  parotitis    694 

-  influenza  ..     598,  639 

-  jaundice  with    . .         . .  323 

-  from  lateral  sinus  throm- 

boets    ..       {Fig.  244)  567 

-  in  leukaemia  . .  596 
Ripsrt,  IM  •!  cauMt  Of  S94,  595 
-in  malaria         291,  568,  596 

-  mastitis 685 

-  meningitis,  rare. .         . .  597 

-  at  onset  of  fevers         . .  594 

-  from  otorrti(Ba  . .         . .  597 

-  pancreatitis  . .  116 

-  with  paroxysmal  hemo- 

globinuria . .  285 

-  in  pernicious  annmia  . .  596 

-  pneumonia  . .  335 

-  from  portal-vein  throm- 

bosis   . .  . .     51 

-  prostatic  abscess      182,  581 

-  in  puerperal  fever        . .  596 

-  pnlmonazy    tubenmlosis  598 

-  pysamia  335,  {Fig.  244) 

567,  596,  597 

-  pyelitis 576 

-  pylephlebitis      . .         . .  326 

-  rat-bite  fever    . .         . .  598 

-  relapsing  fever  . .      596,  637 

-  relation  to  convulsions     143 

-  from  renal  calculus  . .  597 
"  in  scptiofomia    . .      555,  597 

-  aliiii.«<  thrombdsis  . .  597 

-  amall-pox  . .  272 

-  sabphre  lir  abscess       . .  658 

-  suppurative  pylephlebitis  333 

-  testicular  abscess         . .  622 

-  tremor  in  . .      724,  727 

-  in  typhoid  fever        595,  598 

-  typhus  fever     . .         . .  637 

-  unemia  simulating       . .  594 

-  -  after  urinHry  operations  42 

-  in  yellow  fever..      273,  336 
Ring-form  of  malaria  para- 
site       31 

Rings,  brown  urinary,  with 

nitric  acid     . .         . .       5 
whiti,    in    urint, 
of  5 

Ringworm,  alopecia  areata 

simulating      . .        71,  249 
•  bald        249 

-  baldness  from   . .       71,  249 

-  beard  hi  ccted  by         . .  247 

-  bUkck-dot  . .  248 

mngworm  of  body  ikin. 
ftnorai  account  of  247, 

248,249 

-  broken  hairs  in . .  . .  248 
Ringworm,  cultural  differ- 

ontiation  of   . .        . .  248 

-  favus  distinguished  from  249 

-  eczema  simulated  by  . .  240 

-  erythema  from  . .  . .  222 
Khigworm,  general  account 

of  . .     247,  249 

-  impetigo  simulated  by. .  24\) 

-  lepidophytoa  cnnsincr  . .   250 

-  mucous    membrane    af- 

fected by       . .         . .  247 

Rinvwomi    of    the    nailt 

247,  249,  3i)9 

eczema  simulating    . .  250 

gout  simulating        . .   260 

-  —  psoriasis  simulating. .  25o 
"  —  rheumatism  simulating  250 

D 


Ringworm^  contd.  ' 

-  pityriasis    distinguished 

from    ..         ..         ..219 

-  psoriiu^is  Uistinguislied  i 

from    . .         . .         . .  2i9 

Ringworm  of  tho  icalp  247,  248  j 

-  seborrhoea  distinguislied  i 

from 249  I 

-  tenderness  of  scalp  from  710  | 
Ringworm,  Tokoiau  . .  259  , 
Ringworm,   various  para- 

sitet  causing  . .        . .  247  < 

-  (and  sec  Tinea)  I 
Rinn^'s  test  ..  161,  165  I 
Rire  en  travers  {Fig.  110)  235  , 
Rising  to  tho  throat,  as  an  ' 

aura  of  epilepsy  . .  67  I 
Risorius,  weak,  in  myos-  \ 

thenia  gravis. .  . .  235  ; 
RISU8  SARDONICUS      . .  598  i 

-  -  in  catalepsy  . .         . .  598  I 

hysteria  . .         . .  598  j 

malingering    . .         . .  598 

-  -  sclorodermia        simu-  | 

lating  . .  599 

from  strychnine   417, 

598,  599 

in    tetanus  138,  417, 

598,  599,  730 
Rivetters,    noises    in    tiie 

head  in  ..  ..406 
Roarings  in  head  . .  . .  406 
in  insanity     . .         . .  405 

-  noi^e  in  car  . .  . .  723 
Roast  beef,  taste  of  . .  706 
Robin,        lifemoglobinuria 

from    . .         . .  . .  284 

Roburite,  diriitrohenzcne  in  334 
Roclielle  siilt  in  Fehling's 

lest 261 

Rock  drillers,  siliivsis  in  . .  288 
Rodent  ulcer,  age  incidence 

of         ..  ..         ..179 

-  bone  destroyed  by  . .   179 

cartilage  destroyed  by  179 

Rodent  ulcer,  characters  of 

402,  408 

-  of  cornea  . .  734 
Rodent    ulcer,    cured   by 

radium  ..180 

-  -  diagram  of  {Fig.  301)    737 
distinction    from   epi- 
thelioma    ..      179,  735 

epithelioma  simulated 

by 422 

Rodent  ulcer  of  face       . .  735 

of  leg 738 

long  duration  of       ..179 

of  nose  . .         . .   179 

lupus  simulated  by  . .  403 

I)ain  in  . .         . .   179 

preauricular  gland  en- 
larged from  . .  378 

of  skin  . .  . .   179 

syphilis    distinguished 

from  . .  . .  403 

Rods  in  retina  . .  768 

Romanow.sky's     stain    for 

malaria  parasites  . .  568 
Romberg's  sign  . .    57 

in  tabes  . .         . .  609 

Root  palsy . .         . .  . .  509 

Rosiioea,  lionc  vulgaris  dis- 
tinguished from        . .  241 

-  age  incidence  of       242,  489  ' 

-  from   alcohol      51,   241,   726  | 

-  with  c'irrhof»is     . .  . .     51 

-  cornoal  ulcer  with       . .   734  ' 

-  dyspopsiii  . .  . .  241  j 

-  flush  area  affected  by  . .  489  | 

-  flushing'  in  . .  . .   241 

-  gninnlosis  rubra  nasi  dis-  I 

tirisniisheil  from        ..   65 1 

-  hyporsecretion    of   soba-  ' 

ooous  Inlands  in         ..2111 

-  lef»ii)sy  niiniiokinp        . .   403 

-  liniitatiuri  to  tJice         ..   211  ' 

-  lupus  rri'thomatosus  dis-  i 

tirij;uisho<l    from        . .   242 

-  rhinopiiyma  from         ..   241  I 

-  sypliili.-i        distinguished  i 

fntni    . .  . .  . .   242 

-  from  toa 241  I 

-  venulos  «lilated  in  ..  211  , 
Rosaniliiie.  pink  urine  from  741  i 

-  in  treating  albuminuria  744 
Rosary,  in  rickets        145,  167 


Rose    Bradford    Icidneys, 
general  account  11 

ufier  unsuspected 

scarlatina  . .  228 

Roseola,  in  dengue  . .  466 

•>  small-pox  . .         . .  560 

-  syphilis  73, 334  {Fig.  170) 

383,  615 
Rose  spots  in  typhoid  fever 

76,  335,  564,  636 
Rosette  crystals    . .         . .  741 
Rostrate  pelvis     . .         . .  187 
Rotheln    (see   German 
Measles) 

Rothera's  test  for  acetone     3 

Round     ligament,     fibro- 
myoma  of      . .         . .  681 

malignant  deposits  in 

656,  657 
Round-worms  ..520 

Round  worm  (see  Ascaris 

Lumbricoides) 
Rowing,     enlaiged    heart 

from 214 

Rowing  men,  albuminuria 
of  . .     15 

cramps  i'-i       . .         . .  160 

occupation  neurosis  in  476 

pain  in  shoulder  in  . .  476 

tenderness  of  spine  in  715 

Rowlands,  R.  P.,  illustra- 
tion lent  by    . .         . .  141 
Rub,  in  pericarditis  . .  213 

-  peritonitic  31,  373,  388,  592 

-  -  over  liver       . .      388,  592 

over  spleen    . .      388,  592 

over    splenic    infarct 

629,  640 

in  pneumonia  . .  335 

over  pulmonary  infarct  160 

-  over     subdiaphragmatic 

abscess  . .         . .  658 

-  (and  see  Friction-sounds) 
Rubber     workers,     acute 

atrophy  in     . .         . .  334 

chloride     of     sulphur 

used  by  . .         . .  334 

Rubefacients,  various      . .   222 
Rubella  (see  Measles) 
Rubrospinal  tract,  lesion  of, 

tremor  from  . .         . .  729 
Rumination  (see  Merycism) 
Running,  as  an  aura  of  epi- 
lepsy  . .         . .         . .     67 

-  enlarged  heart  from    . .  214 

-  at  eyes  (see  Coryza) 

-  at  nose  (see  Discharge, 

Nasal)  ..         ..178 

Rupia,  in  syphilis         6iX»,  801 
Rupture  (see  Hernia) 
Rupture  of  aortic  vahre, 

general  account  of  208, 210 

-  bladder 278 

-  heart  . .         . .         ..213 

-  spleeti  . .  . .         . .  641 

Ruptured  tubal  gestation 

(see  Ectopic  Gestation) 
Russia,  epidemic  gangrene 

in        259 

Rusty  nail,  tetanus  from 

599,  730 

-  sputum      149,  289,  641,  642 
Rye,  ergotism  from         . .  259 


SA  BOUR  AUD,  classiflca- 
tion  of  endotriches    . . 

-  on  tinea  imbricata 
Saccharoniyces 
Sacculation  of  colon 

fifom  obstruction 

Sacral  plexus,  diagram  of. . 
Sacral  plexus,  distribution 

growth  invading 

Sacral  plexus,  muscle  con- 
nections of    . . 

-  region,  prurigo  affecting 
Sacral  segments  of  cord. 

muscle  connections  of 
Sacralgia,      from      pelvic 

lesions 
Sacro-iliac     abscess     (see 

Abscess,  Sacro-iliac) 

-  joint  diseise,  abscess  in 

groin  from     . . 
backache  from 


248 
250 
530  I 
453  , 
663  ! 
500 

498 

113 

499 

489 

499 
468 


680 
469 


Sacro-iUac  joint  disuse,  contd. 

difficult  to  detect. .  346 

hip  disease  simulated 

by  . .         . .  364 

laments^  from     347,  363 

muscle  wasting  with    63 

pain    in   iliac   fossa 

from        . ,  . .  45 1 

on     jarring    hips 

with  . .  364 
eimuluting    cauda 

equina  tumour  . .     63 
swelling  itt  iliac  fo^^sa 

from        . .      665,  678 
Sacrum,    abscess    of,    felt 

per  rectum     . .         . .  687 

-  bedsore  over      . .         . .  257 

-  examination  of,  per  rec- 

tum    . .         . .      584,  687 
Sacrum,  fracture  of       ..  008 

-  new  growth  of,  felt  per 

rectum  . .  . .  587 

-  pain  over  . .  78,  680 
Sadness,  appearance  of,  in 

tabes  dorsalis  . .   236 

Safranin,  alkapton  and   . .   746 

-  in  staining  fat  droplets  108 
Safranin  test  for  sugar  . .  282 
Sahli's  capsules,  in  testing 

for  pancreatic  disease  191 
St.  Gothard  Tunnel,  anky- 
lostomiasis in  . .  521 
St.     Vitus's     dance     (see 

Chorea) 
Salicylates  in  acute  riieu-   • 
matism   34,   228,  339, 

464,  614 

-  anaemia  from  . .     34 

-  black  urine  from      745,  747 

-  bradycardia  from         . .     84 

-  deafness  from    . .         . .  166 

-  delirium  from    . .         . .  169 

-  effect  on  pyrexia  in  acute 

rheumatism   89    {Fig. 

149)  338,  574 

-  erythema  from  . .         . .  222 

-  ferric    chloride    reaction 

after    . .  . .         . .  170 

-  growing  pains  relieved  by  368 

-  hemlache  from  . .         . .  295 

-  ineffectual  on  pj'rexia  in 

gonococcal    arthritis 

(Fig.  150)  338 

in  gonoco<'cal  arthritis  341 

pelio^is  rheumatics  . .  556 

rheumatoid     arthritis 

{Fig.  152)  341 
variotLs  forms  of  arth- 
ritis . .         . .  339 

-  noises  in  the  head  from  406 

-  tinnitus  from     . .  . .   723 

-  urine  after         . .         . .  170 

-  urticaria  from  . .  . .  771 
Salicylic  acid  . .  . .  553 
Saliva,    blood-stained,     in 

convulsions    . .  . .   143 

-  curious  elTects  of  mercury 

on        . .  . .  . .  543 

-  deficient,  from  paralysis 

of  chorda  tynipani  . .  494 

-  dribbling   of  (see    Drib- 

bhng  of  Saliva  ;    and 
Ptyalisin) 

-  not  tinged  by  jaundice  324 
Salivary  calculus  (see  Cal- 

cuiiL'*,   Salivary) 

-  glands,  enlargft<l   (^i^.^  3)  25 

from  «nilculus        , .  694 

in  chloroma  . .   656 

trout  . .  . .   695 

infective  parotitis..  694 

leukaRmia    , .         . .     25 

lymphaiJenoma      . .   695 

lymphatic  leukiemia  695 

Miculicz's  syndrome  695 

mumps        ..      617,  694 

syphilis       . .  . .  695 

tubenmlosis  . .  695 

Salivation     from     chorda 

tympani  paralysis     . .   706 

-  in  idiots,  etc.     . .  . .   543 

-  from  mercury     33,  73,  726 

-  in  parotitis        . .  . .  101 

-  pellogm  . .         . .  . .  225 

-  stomatitis  . .  . .  74 
-tic  douloureux  . .          . .  447 

-  (and  see  Ptyalism) 
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SALLOWNESS    —    SCALP 


SaUowness,  from  abscess  o( 

liver    . .         . .         •  •  3S2 

-  in  cachexia        . .         . .     99 

-  ciniiosis  . .         . .         . .  371 

9alol,  black  urine  from    . .  745 

-  carboluria  from  . .  746 

-  ferric   chloride    reaction 

after    . .         . .         . .  170 

-  glycuronic  acid  from    . .  261 

-  reduction  bj  urine  after  261 

-  urine  after         . .         . .  170 
Salpingitis,    appendicitis 

simulated  bj . .  . .  45G 
-r  frequent  micturition  from  394 

-  generally  bilateral        . .  457 

-  hiematuria  from       275,,  283 

-  pain  in  h3rpochondrium'451 
iliac  f OGsa  from 

452,  454,  456 

pelvis  from    . .         . .  468 

Salpiugo-ojyphoritis,  amen- 

orrhcea  from  . .         . .     19 

-  djsmenorrhoBa  from    . .  192 

-  dyspareunia  from     193,  194 

-  ectopic  gestation  simu- 

lating   690 

-  endometritis  with        . .  387 
$alplnoo-odphoritit,  o*niral 

account  off  . .  690 

-  levator  ani  spasm  from  193 

-  menorrfaagia  from    386,  387 

-  pelvic  adhesions  from  . .  193 

-  pelvic  bone  tumoura  simu- 

lating   691 

pain  from      . .         . .  193 

swelling  due  to        . .  688 

-  sterility  from  . .  646 

-  swellings  behind  uterus 

from 193 

-  vaginismus  from  . .  193 
Salpingopharyngeus,  click- 
ing in  ear  due  to      . .  723 

Salt,  taste  of         . .         . .  706 

-  thixBt  from  . .  720 
Salvaraan,      condylomata 

cured  by        . .         . .  700 

-  deafneiB  from    . .         . .  166 

-  in  diagnosing  gumma  830, 615 

-  -  syphUis  199,  480,  560,  588, 

619,  604,  622,  738,  739 

-  erythema  from         222,  224 
~  gumma  of  liver  and     . .  253 

-  in  pernicious  aniemia  . .  526 
SAND,  INTESTINAL      . .  690 

-  -  (Plate  XXI in         . .  598 

-  under  skin,  sense  as  of, 

from  cocaine  . .  . .  611 
Sandalwood  oil,  erythema 

from 222 

Santonin,  alkali  test  for  . .  744 

-  convulsions  from  . .  144 

-  pink  urine  after. .         . .  745 

-  urticaria  from  . .         . .  771 

-  yellow  urine  from        . .  744 

-  xanthopsia  from  . .  762 
Saphena  varix,  goneral  ac- 
count of  ..675 

hernia  simulated   675,  68U 

impulse  on  cou(?hing  in 

674,  675,  680 

-  -  reducible       674,  675,  680 

-  vein  thrombosis  8,  749 
Saponin,     hfemoglobinuria 

from 284 

Saprasmia,  loss  of  weight 

from 769 

-  rigor  in 595 

with    carcinoma    of 

stomach      . .      630,  767 
Sarcinro       ventriculi     115 
{Fig.    121)    241,    318, 

320.  653,  766 

Sarcoid,  multiplo  benign..  405 

Sarcoma,  alveolar,  hyper- 
nephroma and  . .   356 

-  of  antrum  . .  . .   685 

-  basisphenoid,  blood-spit- 

ting due  to    . .  . .   285 

-  blood  cysts  in    . .  . .  673 

-  of   bone,   abscess  simu- 

lated by     . .  . .  672 
callus  simulating      . .  672 

-  -  central  necrosis  simu- 

lating ..  ..668 

-  -  enchondroma   simu- 

lating? (Fi^.  282)  671,  672 
eosinophil ia  from      . .  219 


Sarcoma^  contd. 
Sarcoma  of  bona,  gonoral 
account  of  ..671 

metastases  in  lung  from  671 

microscope     in     dia- 

gDosiug       ..         ..  072 

from  osteitis  deformans  670 

osteitis  simulating    . .  693 

osteomyelitis  simulated 

by 672 

pain  in  . .     671,  672 

-  ibeumatism  simulated 

by 672 

secondary  in  spine    . .  714 

spontaneous    fracture 

from  ..      242,  243 

-  -  syphilis  simulating 

669,  672 

x-rays  in  diagnosing 

668,  672,  693 

-  brain,  hemianopsia  from  301 

-  breast,  age  incidence  of    687 

blood  discharge  from  181 

flbro-adenoma     simu- 
lating ..         ..687 

-  cachexia  from   . .     413,  415 

-  of   ca)cum,    swelling    in 

.   right  iliac  foesa  from    065 

-  Cauda  equina     . .         . .     62 

-  cervical  glands  . .         . .  380 

-  cord,  diagnosis  by  lumbar 

puncture        . .         . .  305 

-  cms  penis,  caries  of  pubis 

simulating      . .         . .  698 
Sarcoma,  endosteal         .  ■  672 

-  of  eye,  secondary  in  liver  252 

-  femur,  limping  from    . .  363 
popliteal       aneurysm 

simulated  by         . .  692 
skiagram  in  diagnosing  692 

-  fibula,  limping  from    . .  362 

-  general  wasting  from    . .     59 

-  of  groin  glands  . .         . .  680 

-  heart,  heart-block  from    83 

-  ilium,  pain  in  iliac  fossa 

from    ..         ..      454,  460 

-  from  injury  . .  480 

-  of  innominate  bone, 

sciatica  simulated  by  438 
Sarcoma  of  Jaw    . .     683,  684 

odontoma  simulating    684 

spread  to  noso  . .  179 

-  kidney,   aching*  in   loin 

from  . .         . .  278 
Cheyne-Stokes  breath- 
ing from     . .         . .  108 

colic  from      . .         . .  278 

hiematuria  from    275,  278 

rarity  of         . .         . .  355 

renal  enlargement  from  278 

secondary  deposits  in 

lung  from  . .         . .  105 

simulating       enlai^ged 

gall-bladder  ..  252 
unemia  from..         ..  108 

-  larynx,  haemoptysis  from  287 

-  leg,  ulceration  of  . .  738 

-  leucocytosis  with  . .  360 

-  of  liver,  ascites  with 

46,  47,  52,  330 

jaundice  with  52,  330 

liver  enlarged  with  47, 

I  52,  252,  330 

I primary  . .         . .  374 

secondary  to  eye      . .  252 

-  loss  of  weight  from      . .  708 

-  of  lung,  hiomoptysis  from 

287,  290 

; secondary  to  bone    . .  671 

I to  kidney  . .         . .   105 

to  various  primary 

growtlis  . .  . .  290 

-  -  skiupmm  of  (Fig.  42)  105 

-  roodiastinum.    bronchus 

ulcerated  by  . .  . .  287 
hajmoptysis  from     . .   287 

-  livpothermia        with 

(Fig.  143)  312 

interscapular  pain  from  461 

pleural  effusion  from     312 

pyrexia  from  (Fig.  248)  570 

vena    caval    obstruc- 
tion by       . .  . .   751 

-  melanotic,    in    eye  253, 

374,  379 

black   spots   before 

eyes  from        .     72 


Sarcoma,  mHanotic,  contd. 

in  inguinal  glands  . .  381 

-  -  in    liver        253,  374,  746 

secondary  to  eyo  . .  374 

melanuria    from    S74, 

)45,  746 

from  mole      . .      379,  381 

of  prc-auricular  gland  379 

secondary  in  spi.ie  ..  714 

of  skin  . .         . .  680 

■^ of  toe  . .         . .  381 

-  microscope  in  diagnosing 

74,  .t91,  588,  615,  672,  731 

-  mycosis  fungoides  simu- 

lating   731 

Sarcoma,  myeloid..        ..  672 

of  bone  . .         . .  243 

jaw,  bleeding  gum  from    72 

ptyallsm  from       ..512 

(Fig».  286,  287)  673 

spine 648 

-*of   neck,    pyrexia   from 

(Fig.  248)  570 

-  nose,  discharge  from    . .  1 79 

-  oedema  of  legs  from  413,  415 

-  of  palate,  microscope  in 

diagnosing     . .         . .  588 

-  parotid  gland    . .         . .  695 

-  pelvic      . .         . .         . .  678 

aneurysm  simulating    681 

sacral  plexus  iuvaded 

by    . .         ..         ..  113 

salpingo-o5phoritis  si- 
mulated by  . .  691 

simulating  Cauda  equina 

tumour       . .         . .     63 

-  periosteal,  of  frontal  bone  204 

-  prolonged  pyrexia  from  563 

-  of   prostate,    rectal   ex- 

amination for  . .  587 

-  pulsation  in       . .         . .  693 

-  of  radius,  skiagram  of. .  672 

-  rib  tenderness  from     . .  707 

-  Scarpa's  triangle  . .  676 
Sarcoma  of  ikin   . .     680,  731 

-  papules  from..         ..  487 

-  spine,  kyphofds  from  ..  154 
x*ray8  in  diagnosing. .  154 

-  spleen,  excessive  rarity  of  632 

-  sternum,  tendemesB  from  707 

-  stomacli,    spleen    simu- 

lated by      . .         . .  630 

tumour  in  epigastrium 

from  . .         . .  660 

-  suprarenal,  secondary  in 

cranial  bones. .         . .  711 

simulating   enlarged 

gall-bladder  ..  252 

Sarcoma  off  testis  . .     480,  606 

-  thymus,  vena  caval  ob- 

struction by  . .         . .  751 

-  tibia,  limping  from      . .  362 
skiagram  of  . .         . .  671 

-  tongue    ..         ..      698,  699 

-  tonsil       . .         . .      285,  615 

-  ulna,  skiagram  of         . .  672 

-  uteri,  from  fibroid    391,  690 

in  girls  . .         . .  387 

menorrhagia  from    . .  387 

metrorrhagia  from 

390,  391 

microscopical  diagnosis  391 

pelvic  swelling  due  to  688 

polypus  simulating  . .  391 

rapid  enlargement  of 

uterus  wiUi  . .  391 

-  of  vertebne,  interscapular 

pain  from       . .         . .  461 

-  vulval  swelling  from    . .  700 

-  x-rays  in  diagnosing  105, 

154,    668,     671,    672, 

681,  692,  693 
Sarcomatosis,       cliloroma 

allied  to         . .  . .  556 

-  purpura  in         . .      553,  555 
Sartorius,  nerve  supply  of 

498,  499 
Satin-wood,  bullsa  from  . .     96 

-  dermatitis  from . .  . .   755 

-  erythema  from  . .  . .  222 

-  pniritus  from    . .         . .  540 
Saturday  night  palsy       . .     65 

Saturnine    encephalopathy 

34,   lis.  146,  147 

Babinski's  sign  in    . .  69 

coma  in          . .      1 18,  144 

convulsions  with      . .  144 


Saunders,  Dr.  P.  W^  Ho 
tration  sapidied  by 
Savour 
Sawdust,  dmnatitiB  froi 

-  pruritus  from    .. 
Sawyer's  Phj-sicai  Sjgu 

illustratioos  from 

Sawyers,  serratas  mifi 

paralysis  in 
Scabies  bulla  in  . . 

-  eccezna  aimotated  by 

-  eofiinopliiUa  rait  in 

-  face  not  affected  in 

-  fingers  affected  by 

-  itching  in  ..A 
Seahlas,  notes  ••  . . 
Scahlea,  parts  alieeM 

401.3 

-  prurigo    distinguMie 

from    . . 

-  pustules  in         ..     « 

-  scabs  in  . . 

-  vesicles  in  ..     i 

and  burrows  in 

SCABS 

-  in  ant-hrax 

-  dermatitis  bopetjfai 

-  eczema    . . 

-  over  epithelioma 

-  in  erythema  irb 
multiforme  . . 

-  herpes     . .  ..A 

-  impetigo  ..     J 

-  scabies    . . 

-  from  scratching 

-  in  seborriicea     . . 

-  small-pox  . .     I 

-  syphilis   . . 

-  yaws 

Scalding    on    mictaift 
from  bacteriuria 

gonorrhoea     ..     ] 

Scalds,  albuminuria  ta 

-  bulla  from 

-  hyperpyrexia  after 
Scales  from  belladoam 

-  carbolic  acid 

-  drugs 

-  in  eczema  488,  601,  i 
marginatum  . . 

-  erythema  acariatinifloi 
simplex 

-  from  fevers 
Scales,  general  accaMi 

-  from  ichthyosis. . 

-  iodine 

-  keratosis  pilaris       I 

-  lichen  scrofulotoma 

-  lupus  erytiiematoeoi  1 

C 
vulgaris 

-  pemphigus  foliaceni 

-  mica-like,    in    pityxji 

rubra  pilaris  . . 

-  in  mycosis  fungoides 

-  pityriasis  rosea  . . 

rubra  . .  . .      I 

pilaris         488,  f 

-  prurigo    . . 

-  psoriasis  219,  488,  4f: 

-  from  quinine 

-  in  ringworm 

-  scariatina 

-  seborrboea         600,  < 

-  sebfMThoetc  dermatitii 
eczema 

-  svphilis  490,   491,  6 

-  tinea  circinata  . . 
imbricata 

tonsurans 

versicolor  250,  59t 

-  urticaria 

-  xeroderma 

-  (and  see  Dcsqnamatfi 
Scalp,     cirsoid     aneory 

of  (Plat4:  XXXi) 

-  eczema  set>orriicpicua 

-  epithelioma  of  . . 

-  favus  affecting  . . 

-  hypenitstliesia     of, 

neurasthenia  . . 

-  inflammation,  hypeiw 

from    . . 

-  multiple  benign  saic 

-  nerve  supply  of  f/"^.  3 

-  pityriasis  of 

-  psoriasis  of        ..  .  1 


SCALP 


SEBACEOUS    CYST 
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Sralp,  contd. 

-  rheumatic  nodules  on 

405.  732 

Scalp,  riaoworm  tf  2 17,24a.  602 

-  aebaceoiu  cjHt  of  732 

-  seborrhceic  eczema  affect- 

ing 401.  603 

-  sogmental  areas  of  {Fig*. 

292,  293)  712 
<«nic  skin  affections  of    710 

-  syphiliiies  affivting      . .  560 

-  tender   (see   Tenderness 

in  the  iN?ulp) 

-  varicella  affecting  the. .  756 

-  menin^tu  from  . .  590 
SCALY  ERUPTIONS  ..  601 
Scanniiu;     speet'h     (see 

Speecii,    Scanning) 
Scapula,    puin  under  (see 

Pain  in  the  Shoulder) 
->  position  of,  in  serratus 

mai^nus  paraljsis  5(^.  506 

-  sjrstolic  bruit  below  left     89 

-  fringed 500 

Soar,  epithelioma  develop- 
ing in  G20 

-  on  hea<l.  in  Jacksonian 

epilepsy  ..         ..117 

Scots,  contracture  from  . .   143 

-  ectropion  from  . .         . .  220 

-  from  favus  ..217 

-  folliculitis  decal vans    ..     71 

-  healed  gumma  {Fig.  227) 

5U,  737 

-  after  lierpes  zoster   431,  707 

-  in  leprosj  . .         . .  404 

-  lupus      . .         . .         . .  402 

-  lupus  cryUiematoBOS  71. 

212,  247,  602,  603 

>  multiple  benign  sarcoid  405 

>  pigmented,  from  syphilis 

209,  560 

-  round    mouth,    in    con- 

genital syphilis         . .  235 

-  from  small-pox..         ..  561 

-  sypbilides  . .     560,  701 

-  talipes  from                  ..  114 
Scarlet  fever,  acute  endo- 
carditis from  90,  209,  211 

Sotflit  ftvtr,  acute  naphrHIt 
In        . .  10,  14,  614 

rheumatic  erythema 

simulating  . .         . .  328 

adenitisf  rom  10,  237, 

879,  617 

Scariat  tovar,  alkuminurla 

with  13.  14,  834,  227,  617 
albumosuria  in         . .     16 

-  -  angina  maligna  type  of  617 

aortic  disease  after  . .  209 

arthritis  after  . .  340 

atypical  nwh  in        . .  227 

bald  tongue  in  ..  617 

coma  in  . .         . .   117 

convulsions  from      . .   144 

deafness  from  . .   166 

-  -  delirium  in  . .   169 

desquamation  after  . .  227 

diagnosis  from  measles     14 

German  measles  14, 

228,  377 

diiizo-reaction  in       ..173 

diffictdty  in  diagnodng 

rash  of        . .         .'.  226 

dilatation  of  heart  in    214 

empyema  after  . .  597 

eosinophilia  after      . .  218 

epididymo-orchitis 

from  . .  478 

epLstaxis  from       220,  221 

erythema  in  223,  614 

ScvM  favar,  arythama  ax- 
fallathrum  simulating    227 

simplex  simulating    227 

febricula  representing  4C4 

fourth    disease    simu- 
lating . .         . .  229 

gangrene  from  . .  2.')5 

hfomoglobinuria  from    281 

-  -  hyperpyrexia  in        . .  309 

infantillHm  from       ..    1S9 

infective  arthritis  after  048 

Kirkland's  disease  simu- 
lating ..  616 

leucocytosls  in  . .  360 

lysis  in  . .         . .  227 

•>  -  malignaot,  delirium  in  273 


Scarlii  fever,  contd. 

malignant,  epistaxis  in  273 

hc»dache  in  . .  273 

hnmatemesis  from 

265,  2n 

luematuria  in        . .  273 

purpura  In..         ..  273 

pyrexia  in  . .         . .  273 

measles  simulating  . .  228 

menorrhagia  from    . .  3^6 

nausea  in       . .      614,  765 

nephritis  from    9,  10, 

14.  42,  614,  617 

the  sole  evidence  of     10 

otitis  media  after    10,  617 

otorrhcBa  from  . .  227 

pain  in  the  limbs  in  . .  465 

pale  granular  kidneys 

after  . .     14 

paraplegia  from        . .  516 

peach-blossom  fades  in  228 

-  peeling  after  . .        10,  614 

purpura  in    273,  553,  554 

pyrexia  in     . .         . .  227 

rash  of  . .         . .  228 

without  rush  10,  617 

red  throat  in  . .         . .  227 

rtieumatic  fever  simu- 
lating        ..         ..614 

rigor  in  505,  597 

Rose  Bradford  kidney 

after  ..  ..228 

scales  in         . .     601,  002 

simulated    by   cheiro- 

pompholyx  . .     97 

after  onemata        . .  224 

small-pox  simulating    560 

softening  of  cord  from 

516,  517 

-  sore    throat    in    224, 

613.  617 

spinal  thrombosL'*  from  516 

spleen  enlarged  in  632,  637 

-  strawberry  tongue  in    563 
submaxillary     glands 

inflamed  from       . .  379 

-  testicular  abscess  in . .  822 

-  -  tongue  in      227,  562,  617 

tonsillitis  in    ..         ..  614 

toxnmia  in    ..         ..211 

typhoid    fever    simu- 
lated by     . .         . .  637 

urticaria  simulating. .  771 

valvular  heart  disuse 

from  209,  485 
vomiting  in  324,  327, 

614,  765 

weak  first  sound  in  . .  214 

Scarpa's   triangle,   hollow. 

with  congenital  disloca- 
tion of  hip  . .   156 

swelling  in  (see  Swell- 
ing, Femoral)        . .  674 

RcenU,  ervthema  from    . .  222 

Schenlaln'i  tflsaata,  oanaral 
account  af  . .  553 

Schott's  Nauheim  treat- 
ment, heart  affection 
beneflted  by  . .  . .  485 

Sciatic  nerve  (see  Nerve, 
Sciatic) 

Sciatica,    at^ute    bnichcitis 

allied  to  . .  . .  477 

-  aiikle-jerk  lost  in  . .  438 

-  anterior  rniritis  witli  . .  439 

-  ouuda     e<iuina     tumour 

simulating      . .  . .   439 

Sciatica,  oenarai  accaunt  ef  438 

-  genomlly  unilateral      . .  439 

-  hip  disciiAe  simulating. .  438 

-  knee-jerk  unaffected  in    438 

-  Irv  movemnnts  with     . .     03 

-  lumbago  with    ..  ..   4.^8 

-  lumbar  fiuncture  in     . .  439 

-  muscle  wasting  from  01, 

63,  438 

-  numbnos'4  in      . .  . .   438 

-  osteo-arthritis  causing. .   3-17 
simuliitinir      . .  . .   340 

-  pain  in  the  hip  from    . .   340 
loi?  fi-om         ..        63,  438 

-  i»plvic  (il<euRe  simulating 

438,  439 

-  plantar  ri'flex   flexor  in  438 

-  K.l).  from  . .  61,  63 

-  rectal  examination  in 

438,  439 


Seialiea.  contd. 

-  retroverted  uterus  simu- 

lating   439 

-  sarcoma   of   innominate 

bone  simulating        . .  438 

-  simulated      by      cauda 

equina  tumour  . .     63 

-  skiagraphy  in    . .         . .  439 

-  sphincters  in  . .  439 

-  spinal  disease  simulating  438 
meningitis  simulating  439 

-  spondylitis      deformans 

simulating  . .  715 

-  syphilis  causing  . .  407 

-  tender  spots  of . .         . .  438 

-  tenderness  in  the  leg  from  63 
on  pressure  in  . .  346 

-  urine  examination  in  . .  439 

-  vaginal  examination  438,  439 

-  x-rays  and  . .  438 
Scissor  gait  133,  139,  729 
Sclerodermia,anidrosiswith  654 

-  distinction  from    leuco- 

dermia  . .  529 

-  ectropion  from  . .         . .  220 

-  of  face 599 

-  finger  affected  by         . .  2 10 

-  risus    sardonicus    simu- 

lated by  . .  599 

-  tenderness  of  scalp  from  710 
Sclerosis,  amyotrophic  late- 
ral (see  Amyotrophic 
Lateral  Sclerosis) 

-  combined  (see  (Combined 

Scleroses  of  Cord) 

-  disseminated    (see    Dis- 

seminated Sclerosis) 
Sclaratit.  primary  lataral, 
ganarai  accaunt  af  . .  517 

-  (see  I^ateral  Sclerosis) 
Sclerotics,     blackened     in 

ochronosis  . .  538 

-  blue,  with  brittle  bon«  243 

-  bluish,  in  chlorosis  . .  274 
Scoliosis,  cause  of . .         . .  188 

-  from  fibroid  lung      168,  216 

-  in  Friedreich's  disease 

140,  513 

-  from  short  sight  . .  155 

-  in  syringomyelia  110,  350,508 

-  with  wry-neck   . .         . .  647 

-  (and  see  Spine,  Lateral 

Curvature  oO 
Scorbutus  (see  Scurvy) 
Scotoma,  black  spot  before 

eye  from  . .  760 

-  central,  from  alcohol  . .  760 

from  atoxyl  . .         . .  759 

in  disseminated  scler- 
osis . .  517,  760 

Scotama,  cantral,  oMiaral 
accaunt  af    ..        ..  780 

in     hereditary     optic 

atrophy      . .         . .  760 

hippus  with  . .         . .  552 

from  lead  . .   759 

in  migraine     . .      759,  760 

retrobulbar  neuritis 

760.  762 
tobacco  . .      7o9,  760 

-  negative  . .         . .   760 

-  perimeter  in  locating . , .   760 

-  from   pigment  in  retina  760 

-  retinal  hiemorriiage     . .   760 

-  ring,  in  migraine  . .   759 
Scott,  Dr.  S.  Gilbert,  skia- 
grams by       . .         . .  443 

Scratch,  erysipelas  from..  TyOS 
Screaming,  in  hysteria    ..   137 

-  infants 321 

from  colic      ..         ..117 

-  from  intussusception    . .     78 

-  at  niirht,  from  tuberculosis 

arthritis  . .  347 

-  from  otitis;  media         . .  202 

-  in  rickets  . .  . .  145 
Si^rofula      . .  . .  . .   735 

-  bruit  dc  diable  in  . .  723 
Scrofulodermia,    caseous 

elands  with    . .         . .  403 

-  distinction  from  lupus..  403 
Scrofuiadermia,  ganarai  ac- 
count of  . .  559 

-  lupus  »imulate<l  by  402 

-  syphilis       distinguished 

from    . .  . .  403 

-  Wassermann's  test  with  559 


Scrotum,  affections  of  skin 
of        695 

-  chancre  on         . .  . .  621 

-  epithelioma  of  621,  623,  695 

-  extravasiition    of    urine 

into     . .         . .  . .  470 

-  fistula    in    (see    Fistula, 

Scrotal) 

-  mucous  tubercles  on    . .  621 

-  mycetoma  of     . .  . .   736 

-  myxoma  of        . .         . .   732 

-  papilloma  of      . .      621,  623 

-  {iruritiis  of  ....  541) 

-  scabies  affet^ting  . .  401 

-  sebaceous  cyst  of         . .  623 

-  sinus  of  . .  '  . .  622,  696 
Scrotum,  tores  of  . .  . .  82i 
Scrotum,  ulcart  of  179,  62  i,  690 

-  sweep's  cancer  of         . .  731 

-  swelling  in  (see  Swelling, 

Scrotal) 
Scrotum,  syphilis  of     62 i,  696 
Scurvy,  albumosuria  with      16 

-  ansemia  from        38,  72,  273 

-  bleeding  gums  in        72,  266 

-  bromidrosis  in  . .  . .  054 

-  bulto  in  . .  96,  97 
Scurvy,  in  chiidran  72,  99,  556 

-  diet  and  ..        72,  273 

-  cpistaxLs  from  . .  . .  221 

-  from  no  fresh  vegetables  556 

-  hmmatemesis  in        266,  273 

-  htematuria  in     . .      275,  283 

-  hnmoptysut  in  . .  . .  287 

-  htemorrhage  into  tongue 

in         6U8 

-  hiemorrhagcs  in  . .     38 

-  haBmorrhugic  swellings  in 

calves  in         . .  . .  650 

-  infantile,  anaemia  in    . .     99 

bleeding  gums  in      . .     99 

bones  painful  in        . .     99 

cachexia  in     . .  . .     99 

night  sweats  in         ..651 

subperiosteal    hiemor- 

riiages  In    . .  . .     99 

-  menorriiagia  from     386,  387 

-  metrorrhagia  from    390,  392 

-  nyctalopia  from  . .   763 

-  periosteal    liiemorriiages 

in  . .   38,  72,  99 

-  purpura  in  72,  273,  553,  556 

-  rarity  of . .         . .         . .  556 

-  on  ships  . .         39,  72 

-  spongy  gums  in  38,  273,  556 

-  stomatitis  in      . .        72,  542 

-  subcutaneous  indurations 

in         ••  ••  •»Mf«i 

-  tender  bones  in . .  , .     72 

-  tongue  swollen  in  . .  098 
Scunry-rickats       • .       38,  670 

-  age  incidence  of  . .  07<» 

-  an.nomia  in  . .  . .   670 

-  class  incidence  of         . .  070 

-  diet  and  . .        39,  670 

-  haemorrhages  in  . .  670 

-  painfiil  bones  in  . .   070 

-  periostitis  simulated  by  670 

-  spongy  gums  in . .  . .   670 

-  spontaneous  fnioture  in  070 

-  swelling  on  bone  in       . .   070 

-  tenderness  of  bones  in. .  38 
Scybala,  appendicitis  simu- 

lateii  by  . .  . .   065 

-  felt  in  bowel      121,  057, 

001,  000 

-  at  hepatic  floxure         ..   059 

-  fronj  nuicous  colitis      ..    11. '> 

-  in  s[)ustic  const ip»t ion. .  124 
Sea-cat    j)rioks,    crvtlionja 

from     ..  .'.      222,  224 

festrriiij»  sores  from..   224 

heudiu'he  from  . .   224 

n»dema  from  . .  . .   224 

vomiting  fmm  ..   221 

Seal-like  dwarf  . .   188 

Seamen,  beri-beri  in  . .  414 
Seamstres-ies,   actinonn'ces 

in         . .  . .  . .  045 

-  crump  in  . .         . .   151 

-  sporotrichosis  in  . .  290 
Sea-sicknes-;           . .  . .    765 

-  heail:tclie  from  . .  . .  296 
Seb:M'»Hms  cyst  (see  <'yst, 

Scb;u*eous) 

of  fiuM;  . .  . .   673 

scrotum  . .         . .  623 


\ 


SHALLOTS 
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Shallots,  foul  taste  from. .  705 
Shame,  blushing  from  . .  241 
Sheep,  distoma  hepaticum 

in         . .         . .         . .  328 

Shtif,  rectal,  in  abdomlnaJ 

maiionant  dtsaata  . .  587 
Shell,  in  laryax  . .  . .  157 
Shell-fish  poisoning,  oedema 

from    . .         . .         . .  415 

urticaria  and..         ..     99 

Sherren,    on    anaasthe-ii 

{Fig.  257)  606 
Sherrington,     decerebrjite 

rigiditf  of  . .  . .  139 
Shiga's  bacillus,  in  djsen- 

tery     ..         ..      172,  716 
Shingles  (see  Herpes) 
Shins,  erythema  nodosum 

affecting  ..  ..  668 
Ships,  beri-beri  on  . .     63 

-  scurvy  on  . .  39,  72 
Shivering    . .         . .         . .  594 

-  from  biliary  colic  . .  116 

-  from  gall-stone..         ..  437 

-  (and  see  Rigors) 
Shock,  from  acute  pancrea- 
titis      436 

-  anuria  from       . .         . .     42 

-  athetosis  after  . .         . .  132 

-  baldness  from    . .         . .     71 

-  from  blow  on  epigastrium  765 

-  bmdypnopa  from  84,  85 

-  constipation  from        . .  124 

-  delirium  from    . .         . .  169 

-  diabetes  insipidus  from    537 

-  diastolic,  with  adherent 

pericardium   . .         . .  213 

-  dyspepsia  from..         ..  319 

-  from  gangrenous  appen- 

dix        436 

-  hypothermia  after        ..  311 

-  wiUi  intestinal  obstruc- 

tion    . .         . .         . .  131 

-  paroxjrsmal  tachycardia 

from 703 

-  from  perforated  duodenal 

ulcer   . .         . .         . .  436 

ga<ttric  ulcer  . .         . .  436 

-  ptyalorrfaoDa  from        . .  543 

-  from  semilunar  cartilage 

injury  . .         . .  765 

"  sadden    nervous,    coma 

from    . .         . .         . .  118 

-  from  t«itis  injury         . .  765 

-  vomiting  from  . .         . .  765 
Short,  Dr.  A.  Rendle,  illus- 
trations lent  by     234    711 

SHORTNESS  OF  BREATH     67 

from  antemia. .         . .     87 

ankylostomiasis         . .  521 

-  -  atmospheric  conditions 

87,  89 

bad  air  ..         ..89 

bronchitis       ..         85,  88 

-  -  bronchopneumonia  . .     88 

in  caisson  work        . .     89 

from  chest  deformities    89 

chronic  mediastlnitis    435 

nephritis     . .         . .     11 

in  convalescence       . .     88 

cough  and  . .  150 

from  deformity  of  chest    87 

in  diabetes    . .         87,  88 

from  emphysema      85.  89 

fatty  heart    . .         . .     63 

in  fevers        . .         . .     87 

first   sign    of    pleural 

effusion       . .         . .     88 
from  f ungating  endo- 
carditis      . .         . .       7 

Graves's  disease       . .     87 

after  hiemorriiage     . .     87 

Shortnest  of  breath,  frem 

haart  condltlont  78,  88 
in  leuksomia  . .         . .     87 

-  -  lobar  pneumonia      . .     88 

lung  conditions         . .     87 

on  mountains  . .     89 

with  myocardial  affec- 
tions ..  14,  85,  90 

nervousness   , .         . .     88 

in  neurasthenia         . .     88 

from  obesity  . .         . .     53 

partial  asphyxia       . .     89 

in  pericarditis  . .  433 

pernicious  anasmia    . .     87 

phthisis  ..         ..88 


ShorUnrss  of  breathy  contd. 

pleurisy  . .         . .     89 

polycytliaaraia  . .     87 

from  Pott's  curvature    89 

renal  affections         . .     88 

splcnomegalic     poly- 

cyttuemia   . .         . .  633 

subphrenic  abscess  . .  658 

in  uneraia      . .         . .     87 

Shoulder,  athetosis  of      . .  133 

-  atrophy  of  muscles  of,  in 

amyotrophic   lateral 
sclerosis         . .         . .  508 

-  blade,   pain   under  (see 

Pain  in  the  Shoulder) 

-  chorea  electrica  affecting  134 

-  definition  of       . .         . .  475 

-  depressed,   from   fibroid 

lung 216 

-  fall  on,  Erb's  palsv  from  507 
ShouMer.  flbrotttlt  of      ..  475 

-  lowered,  from  fibroidlang  168 

-  mycetoma  of     . .         . .  736 

-  myopathy  of  . .  . .  514 
Shouidor,  myositis  of      . .  475 

-  occupation  neurosis  of. .  476 

-  pain  in  (see  Pain  in  the 

Shoulder) 

-  pneumococcal  arthritis  of  339 

-  shrugging  tic     . .         . .  136 

-  sores  on,  inflamed  axillary 

glands  from   . .         . .  380 

-  Sprengel's,  scolioHtsfrom  153 

-  tuberculous  disease  of..  347 

-  wasting  of,  from  polio- 

myelitis {Fig.  19)     59 

ShauMar-jDint,  arthritis  of 

475,  476 
neuritis  simulated  by    506 

-  effect  of  bracheltis  on  . .  477 
Shouldar-Jolnt  mathod  of 

tasting  movamant  In . .  475 

-  osteo-arthritis  of       345,  347 

-  rarity  of  gout  of  . .  345 

-  spondylosis  of  . .  . .  714 
Shoulders,  asymmetry  of    153 

-  high     and     square,     in 

emphysema    . .         . .  167 

-  lice  affecting     . .         . .  540 

-  linesB  albicantes  on       . .  365 

-  local     fatness    of,     in 

Bercum's  disease     . .  410 

-  multiple  benign  sarcoid 

affecting         . .         . .   405 

-  pain  between  (see  Pain, 

Interscapular) 

-  syphiloderms  of  . .  490 
Shrapnell's  membrane,  per- 
foration in     . .         . .  423 

Shreds  in  stools  172,  399,  438 
Shnisrging  tic  . .  . .  136 
Shuffling  gait  in  paraljrsis 

agitans  . .  . .  498 

Shyness,  blushing  from  ..  241 
Sicily,  kala-azar  in  . .  633 

Sick  headache,  gastric  ab- 
sorption stopped  during  526 
Sick     headacha,     o^narel 
account  of    ..        ..  526 

glaucoma     simulating  233 

heredity  and  . .         . .  626 

byperacusis  from  308,  309 

migraine  and. .         . .  526 

photophobia  in     625,  526 

rigor  in  . .         . .  595 

vomiting  from  . .  526 

Sickness  (f^ee  Vomiting) 
Sickness,  sleeping  (see  Sleep- 
ing Sickness) 
Siderosis     . .  . .  . .  288 

Sicgle's  speculum,  in  Gelle's 

test      . .         . .         . .  165 

Sight,  impairment  of,  from 

plumbisra       . .         . .     34 

-  loss    of,    from    cerebral 

tumour  . .         . .     68 
retrobulbar  neuritis. .  445 

-  short,  kyphosis  from  . .  155 

-  (and  see  Blindness  :  and 

Vision,  Defects  of) 
Sights,  repulsive,  vomiting 

due  to  . .  . .   7G5 

Sigmoid   colon,  carcinoma 

of  (see  Carcinoma  of 

Sigmoid) 

dilated  . .         . .  676 

fsces  distending       . .  676 


Sigmoid  colon  ^  contd,^ 

palpable         . .      666,  676 

scybala  in      . .         , .  666 

thickened  in  colitis  . .  676 

tuberculous    . .         . .  666 

-  sinas,  thrombosis  of  . .  597 
Sigmoidoscope  in  ascites. .     49 

-  diagnosing  adenoma  recti  719 
carcinoma    of    bowel 

77,    78,     126,    129, 

172,  585,  676 

of  sigmoid  . .         . .  676 

catarrh  of  colon        . .  172 

-  cause  of  obstruction 

241,  316 
pas  in  stools         . .  557 

-  -  colitis        76,  78,  172.  717 

diverticula     . .         . .  125 

djTschezia       . .         . .  121 

intestinal  obstruction    459 

-  in  diarrhoBa       . .         . .  170 

-  cases    of    bearing-down 

pain 427 

-  tenesmus  . .  . .  718 
Sign,  Breun's,  of  pragnancy  393 
Sign,  Chvostek's  . .  . .  3 
in  tetany        . .         , .  152 

-  Dalrymple's       . .         . .  722 

-  Erb's  in  tetany. .  3,  152 
Sign,  Hagar's,  of  prsgnancy  393 

-  Kernig's,  in  meningitis  315 
Sign,  Magnan's  ..  ..611 
Sign,  Moablus's  . .  215,  229 
Sign,  Rombarg's  . .  57,  609 
Sign,  Stallwag^s  215,  229,  722 
-Trousseau's  ..3,  151,  153 
Sign,  von  Greafa's  229,  722 
Signs,  proper  names  as- 
sociated w^ith  (see  end 

of  Index) 
Silica  in  intestinal  sand..  599 

Silicosis 288 

Silken  crepitus  . .  . .  152 
Silver  nitrate,  alkapton  and  746 

aigyria  from  . .         . .  529 

in  irrigating  bladder. .  277 

testing  for  chlorides. .  376 

as  vesical  styptic     . .  580 

-  in  screening  radium  . .  223 
Sin,  the  unpardonable  . .  405 
Singing    in    the    ears,    in 

arteriosclerosis  . .     11 

-  head  in  insanity  . .  405 

-  (see  Xoises  in  the  Head) 
Sino-auricular  node  . .  545 

-  rhythm,  slow  . .  . .  546 
Sinus,  antral  (see  Antrum 

of  Uighmore) 
Sinus  arrhythmias  ..  545 

-  cavernous,  arterial  com- 

munication with       . .  694 

emissary  vein  from  . .  229 

thrombosed  (see  Throm- 
bosis of  Cavernous 
Sinus)         ..  ..229 

-  of  breast,  from  tubercle  686 
~  from  empyema..         ..  635 

-  ethmoidal,  blood-spitting 

from  lesions  of  . .  285 

distended  orbital  swel- 
ling from    . .         . .  230 

infected,     foul     taste 

from  . .         . .  705 

inflammation  in,  antral 

disease  simulating     463 

foul  taste  from     . .  705 

nasal  discharge  from 

179,  181 

suppuration  in,  head- 
ache from  . .         . .  294 

meningitis  from    . .  590 

-  of  foot,  from  mycetoma  736 

-  frontal,      blood -spitting 

from  lesions  of  . .  285 

-  -  disease     of,     cerebral 

abscess  from      147,  502 

pus  from  nose  due  to  179 

distended,  orbital  ridge 

thickened  from..  230 
pain  over  eyebrow 

from        . .      230,  449 
Sinus,  frental,  ampyama  of  180 

enlarged  with  age    . .  203 

exostosis  of    . .         . .  671 

infected,  antral  disease 

simulating  . .         . .  463 
foul  ta^te  from     , .  705 


Sinus,  frontal^  contd. 

infected,        headache 

from  . .  . .  294 

subjective     smells 

from         . .  . .  612 

-  infection,  foul  taste  from  705 

-  lateral,  erotleil  . .  . .  421 
throrabose<J  (.see  Throm- 
bosis    of     Lateral 
Sinus) 

-  mastoid,  suppuration  in, 

headache  from  . .  294 

-  perineal,  from  prostatic 

abscess  . .  . .   620 
tuberculous  prostate     620 

-  from  periostitis. .         . .  668 

-  scrotal,    from    testicular 

abscess  , .  . .  622 
from  tubercle         622,  696 

-  sigmoid,  thrombosis  of . .  697 

-  sphenoidal,  blood-spitting 

from  lesions  of  . .  285 

infected,     foul     taste 

from  . .  . .  705 

headache  from      . .  294 

infundibular  swelling 

from        . .  . .  231 

meningitis  from     . .  590 

nasal  discharge  from 

179,  181 

optic  atrophy  from  231 

neuritis  from     ..  231 

polypi  from  . .   231 

proptosis  from       . .  231 

-  from  spinal  caries        . .  635 

-  superior       longitudinal, 

emissary  vein  from  . .  220 

thrombosis    of   (see 

Thrombosis) 
Sinuses,  bone,  anaBmia  with     35 

-  joint,  anaemia  with       . .     35 

-  nasal,  distended,   blind- 

ness from      . .  . .   762 

exophthalmos  from 

229,  230 
orbital  tubercle  simu- 
lating     . .  . .   230 

suppurating,     earache 

from  ..  ..  202 
thrombosis  from  . .  229 

-  in  neck,  from  actinomy- 

cosis   . .  . .  . .  683 

Sixth  nerve  paralysis  (see 

Paralysis      of      Sixth 

Nerve) 
Slza,  abnormal  sansatlons  of  763 
Skalstal  dwarfism..        ..  186 
Skene's  tubes,  gonococci  in  185 
Skiagram  of  aneurvsm  {Fig. 

iOO)  209,  435 

-  of  bean  in  bronchus      . .   195 

-  bismuth  above  carcinoma 

of  (esophagus  . .   196 
in  normal  colon        . .  426 

-  bone  rarefaction  in  rheu- 

matoid arthritis        . .   344 

-  carcinoma     of     splenic 

flexure  . .  . .   125 
stomach          . .      269,  270 

-  Charcot's  hip     . .  . .  350 

-  chronic  periostitis        . .  668 

-  cervical  rib  {Figs.   186, 

187)  443 

-  dropped  stomach  ..   318 

-  encliondroma  of  hand..  671 

-  exostosis  of  femur       . .  670 

-  gall-stones  . .  . .   327 

-  gouty  hands      . .  . .    346 

-  hands    in    acute    rheu- 

matoid arthritis        . .  342 

-  hour-glass  stomach  {Fig% 

128)  268 

-  hydatid  cyst  of  lung  . .   291 

-  idiopathic   dilatation   of 

esophagus     . .         . .   19  ? 

-  lobar  pneumonia  . .  289 

-  normal  stomach  . .  269 

-  pads  on  fingers. .  . .  347 

-  phthLsis  ..         {Fig.  41)  103 

-  pyelography    in    liydro- 

nepiirosis        . .  . .   356 

-  pyopneumothorax         ..   531 

-  renal  calculus    . .  . .  279 

-  sarcoma  of  lung  . .    105 

radius  . .      672,  673 

tibia    . .  . .  . .  671 

-  spine  on  os  calcis  . .  440 
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SORE    —    SPINAL    CARIES 


887 


Sore,  dissecting-room,  epl- 
trochlear  gland  en- 
Iniged  from    . .         . .  381 

-  finger  (see  Fingers,  Sore) 
SORE  THROAT    ..        ..613 
in  acute  rheumatism 

228,  464 

albuminuria  with     . .     14 

S«r«  throat,  bacteriological 
tfiagnotlt  of  . .     37U,  614 

bad  veatilation  and..  C15 

blood-spitting  from  . .  285 

from  cervical  adenitis  617 

common  cold  and    . .  616 

condylomata  and     . .  700 

in  dengue       . .         . .  466 

diphtheria  . .     61 

Sort  throat  diphtheria  and  614 

diagnosed  from  other 

forms  of. .  14 

mistaken  for  simple  589 

dast  and        . .  . .  6 15 

djTsphagia  from         . .  198 

febricula   representing  464 

foal  breath  from      . .     87 

hospital  wards  and  . .  615 

in  Kirkland's  disease 

615,  616 

Sort  throat,  list  of  caunt  of  613 

motoring  and  . .  615 

from  mumps  . .         . .  617 

with     peliosis     rheu- 

matica        . .         . .  656 

from     postpharyngeal 

abscess       . .         . .  616 

peripheral  neuritis  from  151 

in  scarlet  fever    224, 

227,  617 

sewers  and     . .         . .  615 

syphilides  and  . .  560 

in  syphilis     334,  491, 

568,  614 

weather  and  ..         ..  615 

Soro    throata,     llluttratod 

iPUUes  XXVI,  XXVI [) 

610,  612 

syphilis  causing  (Plate 

XXVf)  ..610 

SORES,  PENILE  ..         ..617 

inflamed  inguinal 

glands  from  . .  S8l 

SORES,  PERINEAL        ..  619 

aching    in     perineum 

from  . .         . .  474 
inflamed  glands  from  381 

-  in  prurigo  . .         . .  490 
SORES,  SCROTAL,  ..  621 

from  abscess  of  testis  622 

syphilis  621,  622,  696 

tuberculous  testis  479,  622 

-  from  sea-cat  pricks      . .  224 

-  soft  (see  Soft  Sores) 

-  in  syringomyelia  . .  516 

-  various,  inflamed  axillary 

glands  from  . .         . .  380 
inguinal  glands  from  381 

-  from  weever-fish  pricks  224 
Sound,  in  diagnosing  cjrsto- 

cele     . .         . .         . .  539 

fibromyoma  . .      386,  387 

hypertrophy  of  cervix  539 

inversion        . .         . .  539 

pyometra       . .         . .  186 

vesical   calculus    282, 

471,  580,  719 

-  normal  distance  for     . .  887 

-  uterine,  in  diagnosis    . .     19 
Sounds,    undue    sensitive- 
ness  to   (see    Hyper- 
acusis)  . .         . .  308 

South  Africa  ^see  Africa) 

South  Eastern  Fever  Hospi- 
tal, charts  from    638,  639 

Spade  users,  Dupuytren's 

contracture  in  . .  142 

Spain,  Mediterranean  fever 

in         . .         . .         . .  560 

Spasm  of  bowel  (see  Entcro- 
spasm) 

Spafin,  carpopodal  3 

in  infants        . .  . .  152 

rickets  . .  . .  152 

tetany  and     . .  . .  152  ; 

-  of    colon,    with    muco- 

membranous       colitis 

(Fii.  52)  12  4 
^  from  gall-stones  . .  316  | 


Spasm,  oontd. 

-  hysterical,  of  face        . .  494 

-  of  larynx,  coma  from  . .  752 

epileptic         . .         . .  752 

vertigo  from  . .         . .  752 

-  levator  ani,  causes  of  . .  193 
palpebne,  in  Qraves's 

disease  . .         . .  229 

-  muscular,  in  occupation 

neuroses         . .         . .  445 

-  of  cesopliagus    . .         . .  435 
vomiting  due  to       . .  763 

-  orbiculares,  in  paralysis 

agitans  . .  236 

-  pylorus,  dyspepsia  from  319 
in  infants       . .         i,  660 

-  retinal  arteries,  blindness 

from    . .         . .  . .   761 

-  sphincter  ani,  anesthetic 

in  diagnosing  cause  of  128 
cocaine  in  diagnosing 

cause  of  . .         . .   128 

dyschezia  from      . .  128 

vesica  . .         . .  395 

retention    of    urine 

from        . .         . .  398 

-  stemomastoid    . .         . .  648 

-  in  strychnine  poisoning    599 

-  tetanus   . .  . .  599 
Spasmodic  eontractlont  . .  136 

-  neuro-muscular  affections, 

accoucheur's  hand  in  2 
Spasmodic  tics  . .  136 

-  torticollis,  retracted  head 

from    . .  . .  . .  589 

Spasmogenic      zones,      in 

hysteria  . .  . .  707 
Spasmophilia,  in  rickets..  420 
Spastic     paraplegia     (see 

Paraplegia,  Spastic) 
Spasticity  in  arm . .  . .  502 

-  in  disseminated  sclerosis  307 

-  pseudobulbar  palsy      . .  627 
Specific  gravity  of  ascitic 

fluid    ..         ..         48,  50 

blood,  in  collapse     . .  534 

diabetes  insipidus. .  537 

infusion  and  . .  534 

Specific  gravity  of  blood, 

measurement  of       . .  634 

normal        . .      634,  537 

cerebrospinal  fluid   ..  301 

urine      (see       Urine, 

Specific  Gravity  oO 
SPECKS     BEFORE     THE 

EYES 71 

Spectra,  various,  illustrated    80 
Spectroscope,  in  detecting 

blood  . .         . .         . .     81 

hflomatoporphyrin     . .  744 

-  diagnosing  hsomoglobin- 

uria     ..  ..      281,  285 

mpthcDmoglobin        . .  157 

methvlene  blue         . .  747 

-  -  urobilin  321,  325,  743 

-  as  test  for  blood  . .     10 

in  stools     . .  . .     75 

Spectrum  of  acid  lusmatin 

(Fig.  34)     80 

-  alkaline   hsematin   (Fig. 

33)    80 

-  carboxyhajmoglobin  (Fig. 

32)     80 

-  methwmoglobin  (Fig.  35)    80 

-  oxyhtemoglobin  (Fig.  30)    80 

-  reduced  haamoglobin  (Fi^. 

31)    80 

-  urobilin  . .         (Fig.  36)     80 
Speculum     in     diagnosing 

annl  fissure    . .  . .   191 

-  -  carcinoma  recti         . .     78 

cause  of  anosmia      . .  G12 

foreign  bodies  in   ear 

165,  422 

inflame<l  piles  ..   191 

nose  affections  . .   179 

otitis  media   . ,  . .  202 

papilloma  recti  . .     79 

polypus  . .         . .  585 

wax  In  ear     . .  . .   164 

-  ear  examination  . .  421 

-  epistaxis  . .  . .  221 

-  examining  rectum        . .  584 

-  Fers^usson's,  in  examining 

for  jfonococci . .  ..   185 

-  Sietirle's,  in  Gelle's  test. .  165 

-  in  tenesmus       . .         . .  718 


726 
624 
625 
59 
133 

133 
132 

148 

134 
623 

726 
623 
623 
623 

626 

513 
624 

517 
517 

728 
234 

627 

307 
113 

728 

140 


66 


SPEECH,  ABNORMALI- 
TIES OF 

-  blurred,  in  general  para- 

lysis    . .         . .      146, 

-  centres  (Fig.  266) 
blood  supply  of 

-  cerebellar 

-  in  chorea 

-  defective,  from  cerebral 

embolism 

with  diplegia.. 

in  disseminated  scler- 

OoIS  •  •  •  •  •  ■ 

Huntingdon's    chorea 

and  . . 

-  delayed  development  of 

-  interference    with,    in 

mercury  poisoning  . . 

-  loss  of,  from  alcoholism 

pneumonia     . . 

typhoid  fever 

(and  see  Aphasia) 

-  mechanism  of    . . 

-  monotonous,    in    Fried- 

reich's ataxy. . 

-  physiology  of    . . 

-  scanning,  from  cerebellar 

ftOoCvSS  •  •  •  • 

tumour 

disseminated  sclerosis 

517,  627, 

-  slow,  in  myxoedema     . . 
jerky,  in    Friedreich's 

ataxy  . . 

-  slurred,  in  disseminated 

sclerosis 
Friedreich's  disease  . . 

-  staccato,  in  disseminated 

sclerosis         307,  627, 

-  syllabic,  in  Friedreich's 

disease 

Spermatic  cord  compres- 
sion, testis  atrophy 
from    . .         . . 

Spermatic  cord,  encysted 
hydrocele  of  •  • 

some  lesions  of 

tliickened,  with  testi- 
cular abscess 

Spermatocele 

-  aching  in  groin  from  . . 

lumbar  region  from  . . 

testis  from     . . 

-  atrophy  of  testis  from. . 

-  spermatic  cord  compres- 

sion by 
Spermato-cystitis,      acute, 

luematuria  from 
Spermatorrhcoa,     oxaluria 

&nd 

-  phosphaturia  suggesting 
Spermato-vcsiculltis,    paio 

in  penis  from. . 
Spermatozoa,    in    cyst    of 

-  urine,  with  oxaluria    . . 
Spermin,    Charcot-Leyden 

crystals  and   . . 

Sphacelus 

Sphenoid  sinus  (see  Sinus, 

Sphenoidal) 
Sphincter  ani,  relaxed  after 

Cauda  equina  injury  . . 

spasm,  dyschezia  from  128 

-  iridis,  paralysis  of       . .  55 1 
rupture  of      . .         . .  551 

-  trouble,  in  amyotrophic 

lateral  sclerosis         . .     62 

from  cerebellar  tumour  517 

cerebral  diplegia       . .   729 

softening    . .         . .   725 

combined  scleroses   . .  140 

in  convulsions  . .   143 

disseminated   sclerosis 

148,496,502,517,728 

from  hsematomyelia. .  140 

new  growth  in  spine. .  714 

-  -  in  tabes         173,  466,  515 
transverse  myelitis  62,  140 


482 

622 
481 
481 
481 
481 
66 

66 

275 

424 
524 

471 

481 
424 

102 
255 


314 


typhoid  spine 

-  vesicffi,  paralysis  of     . . 

spasm  of 

Sphygmomanometer,     in 
detecting  hiph  blood- 
pressure 

Sphygmograph,  in  diagnos- 
ing pulsus  altemans. . 


715 
218 
305 


485 
550 


Sphygmograph.  in  diagnos- 
ing pulsus  bigeminus     550 
Spiders,     hffimoglobinuria 

due  to  ..         ..  284 
Spina  bifida  occulta,  lum- 
bar mole  suggesting. .  511 
palpation     in     dia- 
gnosing ..  ..511 

parapl^ia  from    . .  510 

paraplegia  from        . .  510 

pes  cavua  from         . .   113 

talipes  from  . .         . .  113 

Spinach,  oxalate  from     . .  424 
Spinal      accessory      nerve 

paralysis         . .  . .   135 

torticollis  and       . .  142 

-  artery,  thrombot^is  of  (see 

ThrombosiM,  Spinal) 
Spinal     canal,     aneurysm 

ruptured  into  . .  434 

Spinal  carles  . .  154 

abdominal  pain  from    116 

absceiss  in  back  from  169 

abscess  in  groin  from    680 

age  incidence  of       . .   713 

allocheiria  from        . .     17 

aneurysm     simulating 

516,  714 

angularcurvature  from  713 

appendicitis  simulated 

by 461 

backache  from  . .  469 

Spinal  carles,  cervical     . .  648 

pain    in    arm    from 

443,  444 

tenderness  of  spine 

from        . .  . .  444 

colic  Himulatcd  by    . .   116 

curvature  with         . .  648 

debility  simulating   . .  429 

deformity  of  back  from  116 

wiUiout  deformity  364,  516 

gait  due  to    . .      154,  713 

Spinal  caries,  general  ac- 
count of  ..  364 

head  kept  fixed  from    429 

hypenesthesia  from  . .  610 

indigestion    simulated 

by 316 

intercostal     neuralgia 

suggesting  . .       154,  431 

interscapular  pain  from  461 

kyphosis  from        154,  188 

lardaceous  disease  from 

8,  635 
lateral  curvature  simu- 
lating . .  . .  429 

limping  from..  ..  363 

lordosis  from..         .,   156 

local  rigidity  with     . .  429 

milk  drinking  and    . .  516 

new   growth   simulat- 
ing  . .         516,  648,  714 
pachymeningitis  simu- 
lating . .  . .   516 

pain  in  the  back  from 

1.56,  364,  428,  516,  713 

epigastrium  from  . .  436 

neck  from    429,  616,  648 

shoulder  from       . .  475 

at  umbilicus  from . .  484 

paralysis    of    one    leg 

from  . .  499 

paraplegia   from    113, 

151,  213,  510,  514 
post-pharyngeal      ab- 
scess from  . .  . .  647 

simulating  . .  616 

Pott's  curvature  with 

364,  516 

prominence    of    back 

from  . .   169 

psoas  abscess  from 

156,  364,  582,  680,  715 

rickets  simulating  364,  714 

rigidity  of  back  with 

154,  364,  461,  680 

neck  from  . .  . .  648 

spine  from         116,  713 

root  palsies  from      . .   509 

scoliosis  with . .  . .   154 

simulatinf?  neurosis  . .  477 

torticollis    . .  . .   142 

sinus  from      . .  . .  635 

skiagram  of 460 

spastic  paraplegia  from 

113,  512 
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SPINAL   CARIES    —    SPLEEN 


Spinal  caries,  contd. 

—  -  spontaneous     fracture 

from  . .  . .   243 

stiff  neck  from  . .   048 

swelling  in  iliac  toesA 

from  . .  . .  078 

tenderness  in  bock  from 

154,   304,   080 

spine  from  116,516,  713 

transverse     myelitis 

from  ..      389,  516 
other   tuberculous   le- 
sions and    . .  . .   510 
with  tuberculous  peri- 
tonitis       . .         . .     48 
ureteral  calculus  simu- 
lated by     . .          . .   4C1 

ar-rays    in    dia^nosin^ 

116,  154,  364,  429, 

401,   477 

-  cord,  amyotrophic  lateral 

sclerosis  of  (see  A.myo- 
trophic  Lateral  Scler- 
osis) 

carcinoma  of  . .  432 

central    canal    of,    in 

syringomyelia        . .     62 
changes,  from  anaemia  610 


pernicious  anaemia 

64 

transverse  myelitis 

62 

after  typhoid 

715 

—  combined  sclerosis  in 

(see  Combined  Scler- 

oses) 

compression    of,    aUo- 

cheiria  from 

17 

paraplegia  from  510, 

514 

penile  erection   ab- 

sent from 

313 

transverse    myelitis 

from        . .  *  389, 

516 

contusion  of,  priapism 

from 

538 

-  -  disease,    pain    in    the 

chest  from . . 

430 

retention    of    urine 

with        .  ^ 

39 

disseminated   sclerosis 

of  (see  Disseminated 

Sclerosis) 

double  hemiplegia  from 

lesion  of     . . 

502 

embolism  of  . . 

517 

gumma  of,  allocheiria 

from 

17 

hsBmorrhagc  into  140, 

509,  514.  515,  538. 

608 

hemisection    of,    allo- 

cheiria from 

17 

priapism  from 

538 

-  -  •  insular  sclerosis  in  (see 

Disseminated  Scler- 

osis) 

lateral  sclerosis  in  (see 

Lateral   Sclerosis) 

—  lesions,  acute  bedsore 

from 

257 

^Inal  cord  Ittioni.  ataxy 

from 

57 

constipation  with . . 

313 

difficulty  in  micturi- 

tion w^ith 

395 

Spinal  cord  lesiont.  offoctt 

of  corvlcal   . . 

507 

—  -  gangrene  from 

255 

-  -  -  hemiplegia  from    . . 

303 

paralysis    of    bowel 

from 

389 

precipitate    defneca- 

tion  from 

313 

micturition  with 

314 

rigidity  from 

139 

Spinal  cord  leiiont.  sonsory 

ditturbancot  with 

607 

-  -  -  small  palpebral  fis- 

sure from 

507 

pupil  from 

507 

in  tabes 

57 

tympanites  from  . . 

389 

urirte  stream  changes 

from 

394 

neoplasm     of,     allo- 

cheiria from 

17 

neoplasm     of,      ataxy 

from 

58 

Brown -S6quan.l 

I>hcnomona  from  58,' 

496 

•  Spinal  cord,  contd. 

I neoplasm  of,  paralysis 

of  one  leg  from    , .  496 

pachymeningitis  of  . .  516 

reflex  centres  in  {Fiff. 

211)  ..         ..518 

sarcoma  of     . .         . .  306 

sensorv  localization  in 

(Fig.  210)   . .         . .  518 

tracts  in  55,     (Fig. 

258)  607 
softening  of,  allochei- 
ria from      . .         . .     17 

from  enteric  . .  616 

from  injury  . .  310 

parapl^ia'from    ..  616 

penile  erection   ab- 
sent from  . .   313 

from  scarlet  fever. .  516 

syphilis       . .  . .   616 

thrombosis  . .  616 

not  tinged  by  jaundice  324 

tumour    of,    atrophic 

palsy  of  arm  from    609 

paralysis  of  one  leg 

from        . .  . .  600 

spastic    paraplegia 

from       . .         . .  609 
Spinal  endarteritis  ..     17 

-  gliosis,  pain  in  arm  from  443 

-  legions,    sciatica    simn- 

lated  by         ..     438,  439 
7- rays  in  diagnosing. .  461 

-  meninges,     tumour    of, 

hypersBsthesia  from  610 

-  segment,    6th    cervical, 

effect  of  lesion  of. .  607 
6th  cervical,  effect  of 

lesion  of  . .  . .  607 
7th  cervical,  effect  of 

lesion  of     . .         . .  607 

-  8tli  cervical,  effect  of 

leaion  at     . .     601,  607 

Ist   dorsal,   effect   of 

lesion  at     ..     501,  607 

Spinal  togmonta,  oorvical, 
musclo  distrilNition  of  509 

Spinal  womontt,  corvlcai, 
mulclet  tuppiiod  by  . .  504 

lumbar,  muscle  con- 
nections of . .         . .  498 

lumbar  plexus  and    . .  498 

sacral,  muscle  connec- 
tions of      . .  . .  498 

sacral  plexus  and     . .  498 

-  thrombosis  (see  Throm- 

bosis, Spinal) 

-  tumour,  pain  in  arm  from  4t3 
Splnati,    paralysis    of,    in 

Erb's  palsy    . .  . .  507 

-  root  innervation  of      . .  609 
Spindled  fingers,  in  rheu- 
matoid art-hritis  (Fig. 

153)  342,  378 
Spine,     actinomycosis     of 

713,  714 

-  aneurysm  eroding 

516,  664,  670 

-  carcinoma  of     164,  467,  618 

-  caries     of    (see     Spinal 

Caries) 

-  congenital  defect  of     . .   713 
SPINE,  CURVATURE  OF    153 
angular,    from    aneu- 
rysm . .         . .   714 

now  growth  . .  714 

tubercle      . .         . .  713 

asymmetrical       chest 

from  . .         . .  168 

from  caries     . .  . .  648 

dwarfism  from  . .   187 

liver  depressed  by    . .  367 

I'otfs,     shortness    of 

breath  from  . .     89 

psoiu*  abscess  with    . ,  675 

in  rickets       ..      187,  714 

syringomyelia        257,  608 

(and     see     Kjrphosis ; 

liOrdosis ;    and   Scoli- 
osis) 
Splno.  entaisemont  of     . .  499 

-  eroded  by  aneurysm  434,  713 

pain  in  testis  from    483 

by     mediastinal     new 

'  growth        . .  . .  434 

-  fracture  of  (see  Fracture 

of  Spine) 


Spinc^   contd. 

-  growth  of,  kyphosis  from  164 

pain  in  the  back  from  428 

prominence    of    back 

from  . .  . .   169 

-  hydatid  of  154,155,632,714 

kyphosis  from  . .   154 

tenderness    of    spine 

from  . .         . .  714 

-  hypcncsthosia      of,      in 

neurasthenia..  ..  611 
Spina,  hyitarlcal  . .  . .  715 
Spina.  Infactlvo  arthritis  of  640 
interscapular     pain 

from  . .  461 
pain   in   iliac   fossa 

from  . .  452,  454 
Spina,  injury  of,  afftett  of  715 
(a-id  see  Injury) 

-  inviided  by  new  growth  713 

-  irritable  . .         . .         . .  715 

Spina,  iatarai  curvature  of 

(and  see  Scoliosis)    . .   153 

backache  from      . .  428 

in  butchers'  boys  . .  164 

from  caries  . .  164 

caries  simulated  by    429 

from  diphtheria  163,  164 

empyema   . .         . .  163 

fibroid  lung  . .  163 

in  Friedreich's  ataxy  164 

from  hysteria       . .  153 

infantile  paralysis     163 

-  -  -  myopathy  . .      153,  164 

in  nursemaids       . .  154 

occupation  and     . .  154 

from     paralysis    of 

back  muscles     . .  163 

peripheral     ueuritis 

163,  164 

rickets        . .     163,  164 

sore  throat. .         . .  154 

Sprengel's  shoulder    163 

unequal  legs         . .  163 

weak  back  . .   153 

weight  carrying  163,  164 

wry-neck    . .      163,  164 

-  lumbar,  injury  to,  sciatic 

nerve  paralysis  from  113 
talipes  from  . .  113 

-  malignant     disease     of, 

pain  in  arm  from  ..  443 
testis  from        . .  488 

-  necrosis  of,  swelling  in 

iliac  fossa  from        . .  678 

-  new    growth    of,    aneu- 

rysm simulating       . .  714 

angular    curvature    714 

backache  from      . .  469 

caries  simulating  . .  616 

girdle  pain  from    . .  714 

intercostal  neuralgia 

simulated  by     . .  707 
malingering    simu- 
lated by  . .         . .  714 

pain  in  back  from. .  714 

neck  from         . .  648 

shoulder  from  . .  476 

umbilicus  from  . .  481 

paralysis  of  one  leg  499 

paraplegia  from  614,  714 

post-mortem      dia- 
gnosis of . .         . .  616 

primary  very  rare. .  616 

from  prostate       . .   714 

rigidity  of  back  from  461 

root  palsies  from  . .  609 

from  sarcoma       . .  714 

secondary  to  breast 

616,  648,  714 

thyroid   . .      648,  721 

simulating   neurosis  477 

spastic     paraplegia 

from  . .   113 
spinal  caries  simu- 
lated by..         ..  648 

simulating     . .  714 

stiff  neck  from      . .  648 

from  testis..         ..  714 

transverse    myelitis 

from        ..  *      . .  616 

T-rays  in  diagnosing 

461,  477,  484 

-  on  OS  calcis        . .       44U,  671 
skiagram  of  . .  440. 

-  oeteo-ortbritis    affecting 

345,  346 


I  Spine,   contd. 

-  osteo-arthriti«  of.  pain  in 

iliac  fossa  from      45:f.  41^4 

-  penetrating    wound    of. 

acute  bedsore  from  . .  1%< 

-  periostitis  of      ..         ..  715 
Spina,  railway  .  ■  715 

-  rarity  of  gout  of         . .  340 

-  pysmic  abscr«s  of       . .  713 

-  rheumatoid  arthritis  o(..  UZ 

-  rigidity  of,  with  caries. .  IH 

from  Pott's  diseoM  ..IK 

spondylitis  deformans  G-14 

-  sarcoma  of         . .         . .  Ul 

-  tender   (see   Tenderness 

in  tlie  Spine) 

-  tuberculous  disease  of  . .  S47 

aiiKmia  from        . .    32 

(and  see  Spinal  Caries) 

Spina,  typlioid  .340 

Spino-cerebellar        ata\y. 

tremor  in       . .         ..727 
SPIRALS.  CURSCHHANII'S 

153 
Spirilla,  in  Vincent's  angina  Gli 
Spirillum  of  relape^ng  fever 

CPiate  XXVIII\      ..  «14 

-  of  Vincent's  angina  {Plate 

XXVUI)  ..614 

Spirochaetes.  in  cfaaocre 

618,  «74 

-  syphilis  . .  . .         . .  739 

SpirocluDta  obermeieri,  in 

blood  films     . .         . .  (37 

-  pallida  {Plate  XXVIII)  614 

Splrochata    obermatai 
charactars  of..       ..21 

figure     of     (Plate 

XXVIII)  614 

Leishman's  stain  for. .    28 

in  relapsing  fever  28. 

336,  696.  637 

-  pallida,  in   cerebrospinal 

fluid 305 

-  -  from  chancre  619, 620, 701 

fixing  method  for     . .  701 

rheumatoid     arthritis 

from  . .    3J 

sore  throat  due  to   . .  613 

stains  for       . .         . .  701 

-  -  In  syphilis       73.  331,  697 

ulcer  of  palate         . .  »8S 

Spitting     of     blood     (««e 

flasmoptysis) 

Splanchnic  vessels,  arterio- 
sclerosis of     . .         . .      1 

Splashing,  gastric  («ee 
SuccQ^ion) 

Spleen,  abscess  of  (see 
Abscess  of  Splem) 

-  carcinoma  rare  in        ..  632 

-  dipping  over  . .     44 

-  dislocation  of     629,  630.  641 

-  embolism    of   (see    Em- 

bolism of  Spleen) 

Splaan.    mlarsad,    baart 
liiMaaa  and    . . 

in  Hodgkin's  diseafse 

37,  65,  64,  376,  380,  6«» 

impacted  in  pelvis    . .  62ii 

from  injury    ..  ..641 

in  kala-azar    . .         . .    20 

Splaan.  aniarpad,  kMaay 
ilmttlatadby  ..     SSS.  6«3 

simulating  . .  664 

laparotomy     in     dia- 
gnosing      . .         . .  6C3 

in  lardaceous  dijseaae 

8,  36.  376,  035 

leukmmia,  24.  56.  M, 

99,  273.  283.  670.  611 

aniarpad,    IM  af 
cautat  af       . .    631,  632 

in  lymphadenoma  61. 

329.  679 

lymphatic  leukaBsnia 

26.  61,  65<! 

-  -  malaria    273,  274,  668, 637 

-  -  Malta  fever    466,  666,  637 
movement  with  respir- 
ation . .  . .  6S9 

Splaan,  aniarpad.  nataa  an 

iO.  €S4 

omental  tumour  simu- 
lating . .  . .  604 

-  -  ovarian  tumour  simu- 

lating ..         ..630 


SPLEEN    —    STAIN 
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Spiaen.  cnlaigedy  cohU. 

pain  in  the  left  hypo- 

cbondriam  from    . .  450 

pancreatic        tumour 

simulating  . .         . .  630 

in  paratyphoid         . .  637 

pelvic  swelling  due  to  688 

in  pernicious  anaamia  634 

phosphorus   poisoning  337 

Sfflwn,  mlaroad,  physical 
tlQnt  of        353,  628,  629 

pleuritic  effusion  with    106 

in  pneumonia  ..  637 

SplMii,  enlarood,  polycy- 
thamia  with       534,  633 

(tortal  obstruction  from  372 

from  portal  vein  ob- 
struction   . .         . .  636 

thrombosis         . .  274 

in     pseudo-leukaemia 

infantum       37,  55,  634 

reduced  by  ar-rays    . .     25 

in  relapsing  fever  336,  637 

Sptoen.  mianitd,  ivnti 
tamour  diitinouish«l 
from  . .  629 

in  riicnmatoid  arthritis    35 

rickets  . .  635 

liarcoma    of    stomach 

simulating  ..  630 

in  scariet  fever         . .  637 

septicemia     . .         . .  637 

-  -  skodaic  resonance  from  611 

in  small-pox  . .  . .  637 

sp)lenic    aniemia,    37, 

55,    64,    273,    372, 

(Fig.  267)  633 

splenomegalic  cirrhosis  633 

polycythamia       . .  161 

Still's  disease  35.  378 

stomach  tumour  simu- 

Uting  . .      662,  661 

SplMfi,  Ofilargod,  suprarenal 
tumour  dlstlngulshoii 
from    . .  629,  630 

simulated  by     . .  662 

simulating         . .  664 

thrombosis  of  splenic 

vein  and    . .      272,  636 

with  tropical  liver    . .  369 

in  typhoid  fever,  76, 

171,  335,  564,  629,  636 

typhus  fever  . .         . .  637 

vena    caval    obstruc- 
tion by       . .  . .   749 
in  von  Jakscli's  disease  634 

-  -  Weil's  disease  . .  336 

-  not   enlarged    by   back- 

pressure ..  ,.  632 

SPLEEN.  ENLARGEMENT 

OF  THE  ..628 

-  -  in  acute  feveri         . .  636 

-  —  aneurysm  mistaken  for  631 

in  Banti's  disease    . .     64 

blood-count    essential 

with  ..         ..  634 

bronchiectasis  from  . .  292 

bruit  over      . .  . .  629 

carcinoma  of  stomach 

simulating  . .  . .  630 

in  catarrhal  jaundice    329 

children  . .  . .  634 

chloroma        . .  . .  205 

cirrhosis,  51,  266,  272, 

273,  332,  371,  374,  635 

of  childhood  . .   332 

colon     tumour    simu- 
lating . .  . .   664 

in  congenital  syphilis  635 

diphtheria      . .         . .  637  ' 

Sploon,  onlargoment  of  tht, 
dittinoulshed  from 
things    simulatino    It 

629,  630,  631 

in  Egypt        . .  . .  634 

erysipelas       . .         . .  637 

fjpcal       accumulation 

simulating  ..         . .  631 

-  -  in    familial    acholuric 

jaundice      . .      332,  634 

felt  in  iliac  fossa      ..  676 

fibroid  lung  from      . .   292 

fragility  of    red   cells  , 

and 634 

in  iungati ng  endocur-     i 


ditis 


34,  63;, 
(Fig.  270) 


640 


Splrcn^  efUargnnent^  eonfd. 

in  general  tuberculosis  640 

hfematemesis  from  265, 

272,  273 

haemntoma    mistaken 

for 632 

in  Hanot's  cirrhosis  . .  371 

-  Gauchcr's  cells  in        . .  634 
Sploon,  groat  onlaitjomonts 

of  tho 632 

-  gumma  rare  in  . .         . .  632 

-  lismorrhage  into  . .  641 

-  hydatid  cyst  in  . .         . .  657 
rare  in  . .         . .  632 

-  infarction  of  (see  Embol- 

ism  of   Spleen ;     and 
Infarct  of  Spleen) 

-  lardaceous  disease  of  35, 

172,  632,  635 

-  Leishman- Donovan 

bodies  in        . .         . .     29 

-  normal,  palpable  in  child  634 

-  pedicle  twisted  . .         . .  633 

-  in  pelvi'4  . .         . .  630 

-  rub  over. .         592,  629,  640 
from  general  perito- 
nitis       ..         ..388 

-  rupture   of,   laparotomy 

in  diagnosing  . .  641 

-  sarcoma  rare  in . .         . .  632 

-  strangulation  of  . .  641 

-  wandering,    swelling    in 

iliac  fossa  from        . .  678 
Splenectomy,  familial  acho- 
luric jaundice  cured  by 

332,  634 
Splenic  aiuDmia  (Fig.  267)  633 

albuminuria  in  . .     13 

ansamia  in     . .         . .     55 

ascites  in  46,  55,  372 

Banti's  disease  and  37, 

64,  372,  633 

basophile  cells  in     . .     55 

bleeding  gums  in      . .     72 

blood  changes  in      . .  633 

cirrhosis  and,  37,  55, 

64,   111,   372,  683,   635 

clubbed  fingers  in    ..  Ill 

Gaucher's  disease  and  633 

Splenic    anamla,    general 
account  of     . .       37,  372 

hsematemcsis    in    266, 

273,  274,  372 

haBmorrhages  in        . .  372 

jaundice  in     . .      325,  372 

myelocytes  in  . .     55 

Splenic  anamhu  notes  on    633 

cedema  of  legs  in    413,  415 

peripheral    neuritis 

from  . .         61,  64 

pleuritic  effusion  in  . .  106 

purpura  in     . .         . .  553 

simulating  cirrhosis..  273 

leukai^mia    . .         . .  373 

malaria       . .  . .   273 

spleen  large  in,  55,  64, 

273.   372,   631,   633 
splenomegalic  cirrhosis 

and  . .         . .      372,  633 
von    .laksch's    disease 

and  . .         . .  . .  634 

Splenic  art^rj',  opened  by 

gastric  ulcer  . .  . .   268 

-  flexure,  carcinoma  of  125, 630 

-  punciuio    in     kala-azar 

29,  633 

Leishman-Donovan 

bodies  found  on    . .  633 

-  vein,     thrombosed    (see 

Thrombosis.  Splenic) 
SplenoraeduUary       leuluD- 

mia   (see    t/cuktemia ; 

and  Leukaemia,  Splcno- 

mednllary) 
Splenomegalic  cirrhosis  ..  332 
Splenomegalic    cirrhosis, 

general  account  of   . .  633 
splcruc  anremia  and  . .   372 

-  polyoythaemia    . .      161,  533 

apical  bruit  in  . .   633 

big  spleon  with         . .   161 

blood-pressure  high  in  633 

cyanosis  from  157, 161,  633 

Splenomegalic    poiycythss- 

mla,  general  account  of  633 

hfflmatemesis  in        . .   271 

hasmorrhagos  in        . .  633 


Splenomeg.  polycythaemia^  contd. 

heart  disease  simulated 

by    . .         . .         . .  633 

enlarged  in  . .  633 

high  blood-pressure  in  271 

Splenomegalic    polyeythss- 
mla,  main  features  of  534 

-  -  (Plate  XXIX)  . .  634 

serous  effusions  in    . .  633 

shortness  of  breath  in  633 

from  summer  diarmoea  533 

Splenomegaly,    infantilism 

with 189 

Splint,  buUffi  from  . .     96 

-  gangrene  from  . .         . .  255 

-  muscle  atrophy  from  . .     61 

-  paralysis  (Fig.  58)  141 
of  sciatic  nerve  from    113 

-  talipes  from       ..         ..113 

-  vesicles  from      . .         . .  757 

-  Volkmann's  contracture 

from  . .  . .  61,  506 
Splinters  of  wood  in  rectum  584 
Spondylitis  deformans 

(Fig.  274)  648 

appendicitis  simulated 

by  . .  . .   461 

contractures  from  142,  143 

Spondylitis  deformans,  gene- 
ral account  of  ..714 

interscapular  pain  from  461 

kyphosis  from  . .  155 

rigidity  of  back  from    461 

tenderness    of     spine 

from  ..      713,  714 
ureteral  calculus  simu- 
lated by     . .         . .  461 

x-rays  in  diagnosing. .  461 

Spondylose  rhizom61ique  of 

Marie  714,  715 

Spontaneous     fracture     (see 

Fracture.  Spontaneous) 
Spoon-nails  . .         . .  400 

Spores,  in  erythrasma     . .  251 

-  favus 247 

Spores,  ringworm  . .        . .  247 

-  in  tinea  circinata  . .  223 

versicolor       . .         . .  260 

Sporotrichosis,  fibroid  lung 

from 292 

Sporotrlcbosis     of     lung, 
general  account  of  ..  290 

Iiasmoptysis  from     . .  287 

Spotted  fever  (see  Menin- 
gitis, Cerebrospinal) 
Sprain,  muscle  atrophy  in    61 

-  purpura  from    . .         . .  553 

-  talipes  from       . .         . .  114 
Sprengel's  shoulder,  scolio- 
sis ifrom  . .         . .         . .   153 

Sprue,  diarrhuea  from  172,  239 

-  fatty  stools  in    . .         . .  239 

-  Prussian-blue  reaction  in     24 

-  stomatitis  in      . .      172,  543 

-  stools  in. .         . .         . .  172 

Spur    on    nasal    septum, 

anosmia  from  . .  613 

-  OS  calcis..     **^^t      440,  671 

x-rays  in  didpBosing  440 

SPUTA       641 

Sputum,    abundant    foul, 

sudden  coughing  up  of    86 

-  actinomyces  in  . .         . .  645 

-  in  acute  laryngitis       . .  149 

-  albuminous,  in  phthisis    644 

-  anchovy-sauce    coloured 

149,  6U 
from  hepatic  abscess  291 

-  in  aneurysm       . .         . .   149 

-  ospergillus  in     . .         . .  645 

-  bacillus  influenzaa  in  390,  640 
pyocyaneus  in  . .  644 

-  black 644 

-  blood    in    (see    Hismo- 

ptysU) 
tinged  . .         . .  149 

-  blue        644 

-  Bordet-Gengou    bacillus 

in        645 

-  in  bronchiectasis  . .   149 
Sputum,  In  bronchitis  149,  644 

-  calcareous    particles    in 

(Fig.  273)  644 

-  caseous  mass  in        420,  644 

-  Chircot-Leyden  crystals 

in         ..         ..      102,  153 

-  cretaceous  mass  in      . .  430 


Sputum,  contd. 

-  Ourschmantrs  spirals  in 

102,  153 

-  disgusting,  from  gangrene 

of  lung  . .  . .   259 

-  distoma  in  . .  . .   292 
Sputum,  elastic  fibres  In 

159,  25U,  (Fig.  271)  642 

from  bronchiectasis 

260,  698 

empyema    . .  . .   260 

fcBtiil  bronchitis   . .  260 

gangrene  of  lung  86, 

260,  290,  641 

mode  of  examining 

for  ..  ..   612 

soda  in  detecting. .     86 

from    phthisis    159, 

260,    286,    288,   598 

-  eosinophile  corpuscles  in 

102,  153,  219 

-  fcetid,from  bronchiectasis  290 

empvema       . .  . .  290 

fibroid  lung   . .      168,  216 

gangrene  of  lung       . .   290 

phthisis  . .  . .  290 

Sputum,  foul  abundant  ..  643 

with  bronchiectasis  14,  643 

empyema       . .         . .  643 

fcetid  bronchitis        . .  643 

gangrene  of  lung      . .  643 

hepatic  abscess         . .  614 

phthisis  . .         . .  613 

-  in  gangrene  of  lung      . .   149 

-  green       . ,  . .  . .  64  4 

-  in  infiuenza        . .  . .  465 

-  micrococcus  tetragcnus  in  645 

-  in  mitral  stenosis         . .   149 

-  new  growth        . .  . .    149 

-  nummular  ..      149,  641 

-  offensive,  from  bronchi- 

ectasis            ..  260,  598 

empyema       . .  . .  260 

f(ptid  bronchitis  . .   260 

phthisis           . .  . .  260 

-  oidium  albicans  in  . .  645 
tropicale  in    . .  . .  645 

-  ova  in     . .          . .  . .  645 

-  Parogonimus  Westermani 

in         . .  . .  . .  645 

-  particle  of  new  growth  in  644 

-  penicillium  glaucum  in    645 
Sputum.  In  phthisis  149,288,641 

-  pneumobocilli  in  . .  648 

-  pneumococci  in . .  . .  643 
Sputum,  In  pneumonia  149, 

289,  335,  642 

-  red,  from   bacillus  pro- 

digiosus  ..      286,  614 

-  red-currant    jelly,   from 

new  growth  . .         . .  290 

-  rusty  . .         . .   149 
in  pneumonia  289,  641,  642 

-  sudden  gush  of  purulent  532 
Sputum,  tubercle  bacilli  in 

159,  199,  288.458,641,  642 

-  viscid,     in     pneumonia 

289,  641,  642 

Squalor,  typhus  fever  and  335 
Squames,   in   vaginal   dis- 
charge            ..          ..185 

-  from  vaginitis    . .          . .  185 
Squint,  amblyopia  from . .  759 

-  from     cavernous     sinus 

thrombosis     . .         . .  597 

-  cerebral  diseai>e  . .   295 

-  meningitis  . .  . .  315 

-  (and  sec  Strabismus) 
Stab,  cervical,  homipl^ia 

from    . .          . .          . .  303 

-  of  conl,  allocheiria  from  17 

-  hromatemesis  from       . .  271 

-  hiemorrhage    into    cord 

from    . .  . .  . .  515 

-  hcmiple$;ia  from  . .  306 

-  pneumotliomx  from  531,  532 

-  subcutaneous  emphysema 

from 203 

-  transverse  nivolitis  from 

389,  516 
Stabbing  pain,  from  pleurisy432 
Stables,  bacillus  mallei  in 

workers  in       . .  . .   615 

Staggering,  in  t^bes         . .    751 

-  from  vertigo      . .  . .   751 
Stain,  carbol-fuchsin        . .   641 

-  Jenner's  . .         . .         . .     21 


STOOLS     -    SUGAR 
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Stools,  €ontd. 

-  alkaline,  from  patrefac- 

tion 170 

-  amcBba  coli  in  . .         . .  172 

-  amoBbiB  in  . .     77 

-  bacteriologjr  of,   in  zy- 

motic  dlarrfaoea        . .  384 

-  bile  in 170 

-  black  (and  see  Blood  per 

Anum  ;  and  MelAna)  75 

from  bilberries  . .     76 

from  bismuth  sulphide    75 

from  iron  sulphide  . .     76 

from  charcoal  . .     76 

-  blood  in  ..         .;        ..170 

witli  ulcerative  C3liti8  172 

and   mucus  in,   from 

arsenic  . .     78 

carcinoma  of  bowd  453 

colitis    77,  78,  124, 

171,  663 

dysentery  . .         . .  172 

enteritis     . .         . .  399 

Henoch's  purpura     656 

intuasusceptiou    78, 

127,  171,  585,  663,  678 
polypus      . .         . .  585 

-  bulky  pale  offensive,  with 

coBliac  disease  ..  171 

from  pancreatic  disease  116 

SiMli,  diaraetart  of  fir- 

imntatlvf  ..246 

tiMta,  eharactart  of  putro- 

faetlvo  ..246 

-  Oiarcot-Leyden  crystals 

in        102 

-  cholera  vibrios  in        . .  273 

-  clayey,  from  pancreatitis  661 

-  comma  bacilli  in  ..717 

-  connective  tissue  in  170,  172 


diet  before  testing 
Stools,  dy^sptlc  . . 
ftooli,  oxamlmtlon  of,  o«no- 

ml  account    . . 
STOOLS,      FATTY 

with     carcinoma     of 

pancreas     . .       61, 

pancreatic  disease  116, 

172, 
-  fatty  crystals  In 
from  pancreas  dJs- 


170 
171 

170 


830 

191 

170 


172 
171 
117 
171 


—  frothy  sour 

—  fniit-etones  in   . . 

—  green,  significance  of  . . 
slimy,     from     simple 

colitis         ..         ..78 

—  leucocytes  in     . .         . .  557 

—  lime  salts  in  ..  170 

—  m«it  fibres  in,  in  pancrea- 

titis      116 

Stools,  mucus  In  ..      170,398 
from  arsenic  . .         . .     78 

—  —  carcinoma    of    bowel, 

129,  354,  398,  463, 

685,  630 
catarrh  of  small  intes- 
tine  172 

colitis  ..         ..77,  78,  124 

constipation  . .         . .  398 

In  dysentery  . .         . .     76 

—  —  from  fistula  . .         . .     78 

—  —  intUi»U8ception 


abscess 


78. 

no, 

—  with   invagination    of 

rectum 

-  from  mucomembranous 

colitis 

—  due  to  pelvic 

-  in  rickets 

—  spastic  constipation 

—  due  to  thread-worms 

-  ulcerative  colitis  172, 
muscle  fibres  in  170, 
occult     blood     In    (see 

Blood,  Occult) 
offensive,  from  pancreatic 

disease  IIG, 

pale   bulky,   from   pan- 
creas lesions 

-  from     bile-duct 

struction     . . 

-  frothy,    copious, 

hill  dianliuea 
— sprue 

—  offensive,    from 

creos  disease 


398 

129 

438 
427 
145 
125 
79 
459 
172 


191 


661   I  - 


ob- 
329, 

373 

111 

•  • 

•  • 

173 
172 

paii- 
172. 

191 

Stools,  contd. 

-  parasites  in  (see  Parasites) 

-  potato  particles  in       . .   170 

-  pus  In  (see  Pus  in  the 

Stools) 
Stools,  roaction  of..        ..  170 

-  rice-water,  from  arsenic  268 
in  cholera      . .         . .  273 

-  in  rickets  . .         . .  145 

-  shreds  in,  in  ulcerative 

colitis 172 

-  skins  in  . .         . .         . .  899 

-  sloughs   in,   in   typhoid 

fever 636 

-  small  dry  hard,  due  to 

greedy  colon  . .         . .  123 

-  in  sprue 172 

-  starch  grains  in . .         . .  170 
from   pancreas  dis- 
ease        ..         ..   172 

Stools,  tarry  . .  75 
after  luaamatemesk)    . .  286 

-  tough  white  pMrticles  in  171 

-  trichinellflB  in     . .         . .  464 

-  witli  ulcerative  colitis..  172 

-  yellow  lumps  in  . .  170 
Stoutness  (see  Obesity) 
Stoves,  slow  combustion,  car- 
bon monoxide  poison- 
ing from        ..         ..119 

STRABISMUS  ..649 

-  amblyopia  from  . .  759 

-  from     cavM-nous    sinas 

thrombosis     . .         . .  597 
cerebral  disease        . .  295 

-  concomitant      . .         . .  649 

-  convergent  {Fig.  81)    . .  176 

-  diplopia  from    . .         . .  649 

-  diveiTfent  (Fig.  82)       . .   176 

-  from  error  of  refraction    649 

-  illustrated  (Fig.  83)     ..177 

-  laryngeal  paralysis  with  496 

-  from  meningitis  147,  315, 

323,  515 

-  paralytic  . .         . .  649 

-  from  syphilis  . .  495,  589 
Strain,  aortic  disease  from  209 

-  atrophy  of  testis  from . .     67 

-  ossification     of     tendon 

from 671 

-  rupture  of  aortic  valve 

from    . .         . .         . .  210 

-  tenderness  of  spine  from  713 
Straining    at   stool,    from 

colitis 171 

(and  see  Tenesmus) 

Stramonium,    asthma    re- 
lieved by       . .         . .  635 
Strangulation    of     fibroid  391 

-  heniia      (see       Ilernia, 

Strangulated) 

-  spleeti  . .  . .  632,  641 
STRANGURY  ..649 

-  from  calculus  in  ureter. .     40 

-  cystitis 282 

-  definition  of  . .  . .  649 
Strangury,  front  drugs  . .  650 
Strangury,  list  of  cauns  of  649 

-  from  retention  of  urine 

39,  395 
Strangury  from  tabos    .. 
Straw,  actinomycosis  from 

-  sporotrichosis  from 
Strawberries,        erythema 

from    . . 

-  pniritiip  from    . . 

-  urticaria  from  . .  225,  771 
Streptococci  (.Plate  XX  VIII) 

614 

-  in  angirm  Ludovici      . .  699 

-  arthritb?  from    ..         ..  311 

-  in  ascitic  fluid  . .         . .     48 

-  bony  swelling  from      . .  667 

-  bronchopneumonia  from  568 

-  in  cerebrospinal  fluid  . .  805 

-  cystitis  due  to  . .         . .     70 

-  empyema  from  . .         . .   104 

-  epidid ynio-orchitls  du'j  to  478 
in  erysipelas  . .  . .  98 
follicular  tonsillitis  . .  613 
giistritis  from  . .  . .  267 
iti  German  measles  sore 

throat  . .  . .  613 

with  gonococci  . .  . .  341 
in  impetigo  . .  . .  558 
infective  endocarditis  . .  209 
Kirkland*s  disease        . .  616 


660 

74 
290 

225 
640 


Streptococci,  contd. 

-  laryngitis  from  199,  418, 

419,  650 

-  meningitis  from  . .  305 

-  nasal  discharge  due  to. .  178 

-  nephritis  from  . .  9,  69 

-  orchitis  due  to  . .         . .     67 

-  in  otitis  media  . .         . .  422 

-  perieche  from    . .         . .  866 

-  in  phthisis         . .         . .  641 

-  prostatitis  due  to         . .     70 

-  pyelitis  from      . .         . .  676 

-  pyelonephritis  due  to    . .     69 

-  recovered  by  blood  cul- 

ture    . .         . .         . .  597 

-  in  rheumatic  sore  throat  613 

-  rheumatoid  arthritis  from    35 

-  in  scarlatinal  sore  throat  613 

-  septicemia  from  . .  335 

-  sore  throat  due  to        . .  613 

-  suffocative        laryngitis 

from    ..         ..      168,  616 

-  in  typhoid  fever  ..  341 

-  ureteritis  due  to  . .     69 

-  urethritis  due  to  . .     70 

-  urine 69 

Streptococcus    brevis,    in 

normal  urethra        . .     69 
Stroptotrichosts  of  llvor  : .  375 
Stricture  of  urethra,  aching 
in  perineum  from     . .  474 

albuminuria  from     ..     IS 

anuria  from  . .  . .     42 

ascending       nephritis 

from  . .     13 

bougie  in  diagnosing 

394,  470 

calculus  behind     395,  620 

from  carcinoma        . .  184 

catheter  in  diagnosing  394 

cystitis  from         678,  581 

difficulty  in  micturition 

with  ..         ..395 

discharge  due  to       . .  183 

dribbling  due   to   39, 

394,  396,  470 
endoscope     in     dia- 
gnosing    183,    394, 

396,  470,  620 

epididymitis  from    . .  697 

epididymo  -  orchitis 

from  . .  478 

from  epitlielioma      . .  697 

fistula  due  to        397,  620 

frequent     micturition 

from  . .         . .  634 

Strlcturo  of  urethra,  gonoral 
account  of  ..396 

hydronephrosis  from     280 

pain  in  penis  from  469,  470 

painful       micturition 

from  . .         . .  396 

pyelonephritis  from  . .  676 

pyuria  from  575,  578,  681 

renal  tube  casts  with      7 

retentidn  of  urine  from 

39,  396,  649 

scrotal  fistula  from  . .  621 

from  soft  sores        . .  184 

strangury  from         . .  649 

unemia  from..         ..  146 

urine  changes  from  . .       8 

stream  changes  from  394 

ulceration  behind     . .  478 

unomia  from..         ..  146 

-  -  urethritis  with          . .  581 
STRIDOR 650 

-  definition  of      . .         . .  650 

-  hysterical  . .         . .  651 

-  with  laryngeal  obstruc- 

tion     . .         157,  419,  590 
Stridor,  list  of  cauMS  of 

650.  651 

-  from  pneumonia  . .  495 

-  vocal  cord  paralysis     . .  495 
String,  cedema  from        . .  411 
Stroke  (see  Apoplexy) 
Strophanthus,  bradycardia 

from    . .         . .         . .     81 

Strophulus,  papules  in    . .  771 

-  simulating         erythema 

multiforme     . .         . .  489 

-  varicella  simulated  by. .  757 

-  vesicles  in  . .         . .  756 

-  wheals  in  . .         . .  771 
Strychnine,    luBmoglobin- 

uria  from  . .  28 1 


Strjfchninr,  contd. 

-  poisoning,  chemical  ana- 
lysis in  diagnosing     417,  51^9 

convulsions    in     138, 

144,  729,  730 
from   hypodermic   in- 
jection       . .         . .  699 

hypcrucusis  from     . .  3U9 

hysteria  simulating 

417,  598.  729 

localized     convulsions 

from  ..         ..   144 

no  lockjaw  in  ..417 

mind  clear  in  . .  418 

opisthotonos  in     417,  59i» 

from  rot  pnste  . .  699 

retracted  head  from . .  589 

risus  sardonicus  in 

417,  598,  599 
spasm  in         . .  . .   699 

Strychnine  poisoning,  teta- 
nus distingulshstf  from 

152,  599 

simulated  by         . .  13H 

trismus  from . .         . .  73«> 

from  vermin  destroyer  417 

-  priapism  from  . .  . .  538 
Stupor,  brodypnoea  witli. .  84 

-  from  choltemia  . .         . .  32  4 

-  in  diabetes         . .          . .  86 

-  epilepsy  . .          . .         . .  85 

-  (and  see  Coma) 
Stylomastoid  foramen,  le- 
sion at           . .          . .  494 

Styptics  for  bl wider         . .  580 
Subacromial  bursitis       . .  476 
Subclavian     artery     (see 
Artery,  Subclavian) 

-  vein,  obstructed  . .  259 
Subcotiiunctival  hipmorrliage 

(Plate  XII)    ..  ..   28J 

SubcutancoiLs  abscess  (see 
Abscess,  Subcutaneous) 

-  nodules     (see     Nodules, 

Subcutaneous) 
Subdiaphnigmatic    abscess 
(see  Abscess,  Subdia- 
phragmatic) 
Subdural         haimorrtiage, 

convulsions  from      ..    116 
Subinvolution,  endometritis 
with 387 

-  monorrhagia   from    386,  387 

-  metrostaxis  from  . .  392 
Sublingual    gland,    chorda 

tympani  and. .  . .   491 

Submammary  abscess  (see 
Abscess,  Submammary') 

-  folds,  erythrasma  of  ..  251 
Submarine  cable  repairing, 

mercury  in  saliva  and  54 "J 
Submaxillary  gland   duct, 

calculus  in     . .  . .   094 

chorda  tympani  and . .  491 

swollen  in  Kirkland's 

disease        . .         . .  G16 
Subphrenic     abscess     (see 
Abscess,     Subdiaphrag- 
matic) 
Subscapular  nerve  . .   5«».'> 

Subscapularis,  nerve  supply 

of         . .         . .  . .  505 

-  root  inncrvalion  of  ..  509 
Subthalamic  region,  tumour 

of.  signs  of    . .        . .  727 
Succinic  a<Md,  leucocytosis 

from    . .  . .  . .   36 

SUCCUSSION  SOUNDS  ..  651 
Succusslon     In    abdomen, 

general  account  of  . .  663 
Succusslon  In  chest,  general 

account  of  651,  652 

Succusslon,  gastric  174,  522, 

651,   652.  653 
with  atony      ..      211.  244 

-  in  pleural  cavity  . .  530 

-  with  pneumothorax  . .  168 
Suefcin  n  discs  of  tape- worms  5 1 9 
Suckling,  drugs  transmitted 

by       . .         . .         . .   1 15 

Sudariiina  ..  ..      328.  651 

Sudan  III    in  staining  fat 

droplets  . .  . .    IdS 

Sudden  death  (see  Death, 

Sudden) 
SuiTocation,  sense  of,  after 


flushing 


11 


892 


SUGAR    —    SWELLING 


Sugar  in  cerebrospinal  tluid  304 

-  dermatitis  from  . .  755 

-  lltigers  affected  by        . .  239 

-  indigestion,   stools   with  171 

-  polarimeter  in    estimat- 

ing      . .         . .  . .  263 

-  pruritus  from    . .         . .  640 
Sugar,  quantitattve  estima- 
tion of  . .  263 

-  taste  of  . .  . .         . .  706 

-  in  urine  (»»ce  Glycosuria) 
Suggestion,      ameriorrhrea 

from    . .         . .         . .     IS 

-  treatment,  of  functional 

aphonia  . .  . .   405 

in  hysteria      . .      308,  520 

neurosis  ..         . .  487 

photophobia  cured  by  520 

Suicide,  by  arsenics  ..   717 

from  melancholia         . .  405 

-  neurasthenia      . .  . .  309 

-  with  phosphorus  . .  336 

-  strychnine         ..         ..417 

-  due  to  tinnitus. .         . .  722 

-  voices  uiging  to  . .  405 
Sulcus,  Harrison's  145,  167 
Suiphanilic  acid  in  diaso- 

reaction  ..173 

Sulphate,    ammonium,    in 

acetone  test  . .         . .       3 

-  copper  (see  CJopper  Sul- 

-  indoxyl,  in  urine  . .  745 

-  of  zinc,  vomiting  from . .  765 
Sulphates,  ethereal,  in  urine  314 

-  phosphaturia  and  . .  523 
Sulphhnmoglobinaemia  157, 161 
Sulphide,   ammonium,    in 

lead  test         . .  . .     65 

in  reducing  oxyhaeimo* 

globin..  ..  ..  281 

-  iron,  black  motions  from  385 

-  lead,  from  cystin  ..  161 
Sulphides,      H.    oerogencs 

capsulatus  producing    256 

-  foul  taste  from  . .  . .  705 
Sulphocyanate  of  potash, 

in  Bang's  process  . .  263 
Snlphonal,  bradypncea  from    84 

-  Cheyne-Stokes  breathing  108 

-  coma  from         . .         . .   118 

-  cyanosis  from    . .         . .  157 

-  erythema  from  . .  . .  222 
~  hsematoporphyrinuria 

from  . .         . .  744 

-  hiemoglobinuria  from  . .  284 

-  methffimoglobinuria  after  157 
Sulplionai,  poiionino  by  . .  744 

-  purpura  from    . .         . .  553 

-  reducing   substances    in 

urine  after     . .         . .  157 

-  urticaria  from  . .  . .  771 
Sulphur     chloride,     acut3 

yellow  atrophy  from  334 
jaundice  from  325,  334,  337 

-  dioxide,  nasal  dlschaige  178 
Sulphuretted       hydrogen, 

cosinophilia  from     . .  219 

hasmoglobinuria  from    284 

Sulphuric   acid  (see   Acid, 

Sulpliuric) 
Summation      of      painful 

stimuli  . .  . .   708 

Summer,  chciropotnpholyx 

and 756 

-  diarrh(Ba  in        ..      171,  533 

of  infants        . .  . .   533 

Sunburn,    pellagra    simu- 
lating   226 

Sunshine,     deficiency     of, 

rickets  from  . .  . .  145 

-  eyestrain  from  . .  . .  446 
Sunstroke,  headache  from  296 

-  hyperi>yrexia  after  . .  309 
Sunlight,  workers  in  strong, 

photophobia  in  . .   524 

Superciliary  ridges  in  acro- 
megaly . .  . .   685 
Suj)erficial  circumflex  iliac 

vein,  in  appendicitis. .  454 
Superinvoiution  of  uterus  18. 19 
Superior  oluteal  nerve     . .  498 

-  laryngeal  nerve  . .    148 

-  longitudinal  sinus,  emis- 

sary vein  from  . .   220 

thrombosis      (see 

Thrombosis) 


Superior,  contd. 

-  oblique    paralysis  {Fig. 

83),  177 

-  rectus  paralysis  {Fig.  88)  177 

-  vena    cava    (see    Vena 

Cava,  Superior) 
Supinator     brevis,     nerve 

supply  of        . .         . .  505 

-  jerk,  increased  in  brachial 

monoplegia    . .         . .  502 

-  longus,  escape  in  plumbic 

wrist-drop      . .         . .     65 

myoclonus  of , .         . .  137 

ner\'c  supply  of        . .  505 

paralysis  of,  in  Erb's 

palsy  . .         . .  507 

root  innervation  of  . .  509 

Suppositories,      dyschezia 

relieved  by  . .  . .  122 
SUPPRESSION  OF  URINE  39 
Suppuration,    albumosuria 

with 16 

-  aniemia  with     . .         . .     34 

-  lardaceous  disease  from 

172,  375,  635 

-  leucocytosia     with     35, 

360,  572 
Suppuration  In  livor,  oonorai 
account  of 

-  polymorphonuclear  cells 

increased  in  . .         . .     35 

-  prolonged,    amenorrfacea 

from   . .         . .         . .     18 

Supraclavicular  lymph-glands 
(see  Lymphatic  Glands, 
Supraclavicular) 
Suprahyoid    cyst,    tongue 

swollen  from . .         . .  698 

Supranuclear  p|aralytls  . .  492 
Suprapubic  pain  (see  Pain 

in  Hypogastrium) 
Suprarenal,    high     blood- 
pressure  and  . .         . .  388 

-  rests,       hypernephroma 

and      . .  . .  . .  355 

-  sarcoma  of        . .      252,  711 

-  secretion,    menstruation 

and 388 

-  tumour,    no    Addison's 

disease  witli  . .         . .  331 

ascites  from  . .         . .     46 

Suprarenal  tumour,  onlaroed 
spleen      distlnouWied 
from    ..  829,  830 

hematuria  due  to     . .  630 

Suprarenal  tumour,  kidney 
simulated   By    331, 

354,  830 
laparotomy     in     dia- 
gnosing      . .         . .  354 
liver  enlaiigement  simu- 
lated by     ..         ..381 

portal  obstruction  from    46 

sexual  precocity  with  664 

spleen  simulated  by . .  664 

simulating..  ..  662 

swelling  in  hypochon- 

drium  from  354,  629 
Suprascapular  nerve  504,  506 
Supraspinatus,  nerve  supply  504 

-  pseudo-hypertrophy     of  513 

-  too  deep  to  test  R.D.  in  506 

-  wasting  of,  in  phthisis. .  61 
Swallowing,  arrhythmia  of 

heart  and       . .         . .  515 

-  difficulty    in   (see    Dys- 

phagia) 

Swaiiowino.  pain  on       ..198 

-  pulse  rate  and  . .  . .  549 
Sweat,  black  . ,  . .  654 
Sweat  bloody  . .  855 

-  blue         . .         . .      654,  655 

-  foul  smelling     . .         . .  654 

-  green  . .      654,  655 

-  iodide  in . .  . .  . .  655 

-  mercury  in        . .  . .  655 

-  red  . .  . .      654,  655 

-  tinged  in  jaundice       . .  8  24 

-  urinous   . .  . .  . .  656 

-  violet      . .  . .  . .  65 1 

-  vellow  . .  . .   651 
SWEATING.  ABNORMALI- 
TIES OF  ..854 

-  from  abscess  of  liver  . .  597 

-  absence  of  . .  . .  654 
from  sympathetic  par- 


aVysia 


2i; 


SwHtting,  eontd. 

-  Id    acute      rheumatoid 

arthritis         . .         . .  342 

-  from  biliary  colic  . .  116 

-  clammy,  from  snake-bite  337 

-  with  colic  . .         . .  114 

-  from  coli  bacilluzia      . .  569 

-  constipation  from        . .  125 

-  crises,  in  tabes         515,  654 

-  in  Graves's  disease      . .  726 

-  of  head  in  rickets        . .  145 

-  in  influenza       . .         . .  689 

-  malaria  . .         . .       30,  568 

-  in  pymmia  I       . .         . .  335 

-  pyonephrosis     . .         . .  857 

-  relapsing  fever  . .         . .  687 

-  rigors      . .  . .  594 

-  saipingo-oophoritis       . .  690 

-  sensation     as     of,     in 

syringomyelia  . .  609 

-  in  septic  arthritis         . .  389 

-  septicemia         . .         . .  388 

-  from  sinus  thrombosis. .  597 

-  sour,    in  acute  rheuma- 

tism . .  . .         . .  338 

-  sudamina  from  . .         . .  338 

-  from  suppuration         . .  690 

-  thirst  from        . .         . .  720 

-  unilateral,  in  hysteria. .  654 
from  sympathetic  irri- 
tation . .         . .  654 

-  orate  deposit  due  to  . .  740 
Sweats,  in  blood  diseases  596 

-  with  liver  abscess         . .  370 

-  night  (see  Night  Sweats) 

-  from  pyaemia    . .         . .  596 

-  in^-typhoid  fever  . .  595 
Sweep's  cancer  of  scrotum 

695,  781 
Sweets,  blue  urine  after  . .  747 

-  eosin  in  . .      745,  747 

-  green  urine  after  . .  717 

-  metliylene  blue  in  . .  747 
SWELLING,  ABDOMINAL  855 
Swelling,  abdominal,  from 


aneurysm       . .         . .  831 

appendicitis  . .         . .  677 

ascites  . .         . .  656 

carcinoma     317,  318,  677 

constipation  . .       127,  656 

distended  bladder    . .     45 

diverticulitis  . .         . .  453 

gastric  ulcer  . .         . .  318 

heart  impulse  displaced 

by 299 

from  hydatid    disease  658 

intussusception       78, 

115,  127,  663 

linea  allicantes  from. .  365 

Swelling,  abdominal,  list  of 
causes  of  . .  855 

liver  pushed  up  by  . .  367 

from  meteortsm        . .  656 

obesity  . .         . .  656 

palpitation  from      . .  485 

pancreatic  cyst         . .  661 

phantom  tumour      . .  659 

simulated  by  hysta*ia  890 

in  tuberculous  "perito- 
nitis. .         . .       48,  657 

Swellings  Of  abdominal  wall  855 
SWELLING,  AXILLARY  888 
SWELLING  ON  A  BONE. .  887 

from  callus    . .         . .  667 

in  chloroma  . .         . .  666 

; gout    . .         . .         . .  670 

. from  injury    . .         . .  667 

1 in  osteo-arthritis      . .  670 

' osteomyelitis  . .  667 

periosteal  hromorriiage  667 

periostitis       . .      667,  668 

pulmonary  osteo- 
arthropathy . .  670 

sarcoma  . .         . .  668 

scurvy-rickets  . .  670 

syphill<(  . .         . .  669 

tubercle         . .         . .  668 

tvphoid  fever  . .  670 

-  in  Douglas's  pouch,  from 

appendicular  abscess    587 
leaking  ectopic  gesta- 
tion        . .  . .  687 

parametric  abscess    587 

— •  -  pyosalpinx  . .  687 

-  epiirastrium,  from  anetir- 

ysm     ..         ..  "" 


SvtUing,  epiyaUriigm,  eoml, 
from     carcinoma    of 

stomach      . .     317, 

gastric  ulcer  . . 

hypertrophic    stenosis 

of  pyl(»U3  . . 

due  to  pancreas    630, 

sarcoma  of  stomach.. 

scybala  in  colon 

sabdiaphrvgmatjc  ab- 

tuborculouji  omentam 

SWELLING  OF  THE  FACE 
from  insect  biteK. .   . . 

-  feet,   from    expoeqirc  in 

trenches 

(and  see  CEdema) 

SWELLING,   FEMORAL.. 

from  abscess 

aneurysm 

buRa  . . 

ectopic  testis.. 

enlarged  glands 

hernia  . .     €74, 

hip  diseftse    . . 

Swtllino,     ItaiaraL     aow 

DTOwtht  caMtaf   875. 
from    parametric  ab- 

psoas  abeceas. . 

saphena  Tarix 

-  in  groin,  in 

phrodlti»n 

-  on  head,  from 

opening  vena  oara  . . 
m  chloroma  . . 

-  in  hypochondriiUD,  fron 

enlaiiged  spleen    .    . . 

pancreatic  cyst 

phantom  tumour 

sabdiapkragmadc  ab- 
scess 
Swilling  in  hypochisdriMik 

toft 

from   carcinoma  of 

colon       . .     €29, 

of  pancieae 

stoma<4i . . 

cyst  of  pancreas  .. 

fmces  in  cdoR 

kidney  tumour 

ovfuian  tomoor    . . 

perinephric  ab««c«as 

suprarenal  tomoor 

tubennilous    perito- 
nitis        . .     6S9. 
Swellino  In  liypodMWlriHa, 

nont  6HL 

from      intusoDBcep- 

tion 

liver  abscess 

suprarenal  tumour  .. 

Swtllliig   In  hypMaHrtMi 

from  distended  blatfakr 

phantom  tomoor 

pregnancy 

urachal  cyst  . . 

-  in  iliac  fossa,  from  aneor- 

ysm  of  iliac  artery  . . 

appendicitis       861. 

carcinoma  «Bci 

distended  caBccun  . . 

iliac  bone  tamoar. . 

inflamed  glands    .. 

from  paoos  ahaccjs 

retained  testJs 

tuberculous   oBroin 

iliac  glands 

SWELLING    IN    lUAC 

FOSSA.  LEFT 
Swilling  in  ilNw  fiisa.  iell 

from  appcfMlicJtisk 

carcinoma  of  sig- 
moid colon    .. 
SWELLING       IN      lUAC 

FOSSA,  RIGHT 
Swelling  in  n 
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actinomycotic   ..  6i 
from  ap'peodiritk 

682,  mk  6] 
carcinoma  ..  6i 
—  of  csBcum       . .  6i 

chondroma        ..  •< 

enlarered  glands. .  64 

feces  ..63 

daetogall-bIaddflr6^ 


SWELLING    —    SYPHILIS 


893 


Stfeiling  in  iluw  fotsa^  rontd. 

right,  (rora  hip- joint 

disease       665,  678 

hydatid  . .         . .  678 

iliac  abscess       . .  665 

impacted  feoces      665 

intussusception       678 

kidney    . .         . .  678 

local  peritonitis. .  666 

movable  kidney     665 

osteomyelitis     . .  678 

phantom   tumour  659 

— psoas  abscess    . .  665 

Riedcl's  lobe     . .  678 

socro-iliac     joint 

disease        665,  678 

sarcoma  . .         . .  678 

of  cflKum        . .  665 

spinal  disease    . .  678 

stomach  . .         . .  678 

tuberculous  C80cum677 

glands  . .  677 

wanderinf?  spleen   678 

SWELLING,  INQUINAL..  678 
StMllliHk  Inguinal  582,  664* 

665.  666,  678,  680 

testes  causing;  . .  681 

SWELLING,       INGUINO- 

8CR0TAL 
SWELLING  OF  THE  JAW, 

LOWER 
SWELLING  OF  THE  JAW, 

UPPER  ..685 

—  in  lumbar  re^n,  from 

enlarged  spleen        . .  628 
Swdtlng  In  lumbar  region. 

Mil  OO^ 

right  . .      662,  663 

SWELLING,  MAMMARY    685 

in  mastodynia  . .  431 

—  of    muscles  '  in    rat-bite 

fever  . .  . .  598 

—  neck,  from  thyroid-gland 

enlargement  . .         . .  721 
SWELLING,  PELVIC      . .  688 

—  -  ill  cryptomenorrhcBa       18 
from      extra  -  uterine 

gestation    . .  . .   393 

Swtning,  pehrlc,  list  af  caunt 

Oi 

—  -  rectAl  examination   in 

diagnosing  . .         . .  678 

rising  into  iliac  fossa     G78 

from  salpingo-ooplio- 

ritis  ..         ..  193 

vaginal  examination  in 

diagnosing  . .         . .  678 
(and     see     Pelvic    Tu- 
mour) 
SWELLING,  POPLITEAL    691 
SWELLING,  PULSATILE    693 

aneurysm  causing  76, 

92,  93,  168,  208, 
271,  331,  428,  429, 
437,  460,  516,  693, 

714,  720 

egg-<hellcrn<!kling  with  150 

meningocele     causing  230 

osteosarcoma  causing 

150    152 
SWELLING  OFTHE  SALI- 
VARY GLANDS       ..  694 

(and      see      Salivary 

Glands) 
SWELLING,  SCROTAL  . .  695 

from  hydrocele         . .  481 

spermatocele..         .,    481 

(and  see  Testis,    En- 
larged) 
SWELLING       OF      THE 
TONGUE  ..698 

—  umbilical,   from   carcin- 

oma . .  483 
from  cyst  of  omphalo- 
mesenteric duct    . .  483 

divarication  of  recti. .  483 

granulation  tissue    . .  483 

hernia  . .         . .  483 

intertrigo        . .         . .  483 

new  growth  . .         . .  483 

(and  see  Toncue) 

Swallino  in  umbilical  region  663 

fit)m  enlarged  spleen  62S 

due  to  pancreas    . .  Ofil 

from  sebaceous  cyst  4X3 

— -  -  tuberculous       peri- 
tonitis    . .         .  .•  483 


Su-fUing,  contd. 

SWELLING,  VULVAL 

• .  699 

Swmuners,  cramps  ia 

..    150 

-  dead  fingers  in  . . 

..   162 

Sycosis,  cnists  in  . . 

. .   600  ! 

-'leprosy  minucking 

..  403  1 

-  lips  affected  by. . 

..   600  , 

-  pustules  in 

..557 

-  ringworm    distinguished 

from    . .         . .         . .  249 

-  vulgaris,  acne  simulating  559 
crusts  in         . .         . .  559 

Sycotis   vulgarii,    genarel 
account  of  . .  558 

no  itching  with        . .  559 

parts  affected  by      . .  558 

I pustules  in     . .         . .  558 

I staphylococci  in        . .  558 

syphiiido  distinguished  559 

from 
Sympathetic,  paralysis  of 
cervical  (aee  Paralysis 
ol  Cervical  Sympathetic) 

-  pigmentation  from  irrita- 

tion of  . .         . .  527 

Symptoms,   proper  names 
associated    with    (see 
end  of  Index) 
Syncope  in  Addison's  dis- 
ease    . .         . .       33,  770 

-  with  fatty  heart      212,  213 

-  from  htDmatemcsLs       . .  268 

-  heart-block        . .      546,  549 

-  myocardial  changes     . .  300 

-  in  Stokes4- Adams  disease 

83,  546 

-  thymic  infantilism  . .  189 
Synechia)  from  iritis  72,  232 
Synovial  membrane,  gumma 

of         . .         . .         . .  348 

Synovitis    of    ankle,    pain 

from  . .         . .  438 

-  crepitus  from     . .         . .  152 

-  gonorrhceal    (see    Artli- 

ritis.  Gonococcal) 

-  infective,  anaamia  with  32 
epitrochlear  gland  en- 

laiigcd  from  . .  381 
from  pyorrhopa         . .     74 

-  of  knee,  limping  from  . .  362 
pain  from       . .         . .  438 

-  pain  in  the  shoulder  from  474 
Syphilides,  absence  of  itch- 
ing in  . .         . .         . .  560 

-  acne  vulgaris  resembling  560 
Syphilidet,  acnolform      . .  560 

-  cachexia  with   . .  . .   560 

-  coppery  (»lour  of  491,  560 
Syphilidet  combos  . .  490 

-  crusts  on  . .  . .  560 
Syphilidot,  ecthymatout  . .  560 

-  enlarged  glands  witli    . .  560 

-  impetiginous      . .         . .  560 

-  iodide    eruption    resem- 

bling  . .       •  . .  . .  560 

-  itching  rare  in    . .         . .  540 

-  largo  acuminate  . .  560 

-  liclien  planus  simulatit)g  491 
scrofulosorum  simula- 
ting ..  ..488 

-  miliary    . .         . .         . .  560 

-  papular,  fingers  affected  239 

-  pigmentation     of     skin 

from    . .         . .         . .  249 

-  pityriasis    rosea   distin- 

gnished  from  . .  604 

-  polymorphism  of  . .  491 

-  psoriasis    distinguished 

from    . .         . .     603,  604 

simulating      . .         . .  491 

Syphilidet,  puttular,  general 

account  of  . .  560 

-  raw  ham  colour  of        . .  560 

-  scarring  from     . .  . .   500 

-  Rinall  acuminate  . .   5C0 

Syphilidet,  tmaii  fiat  puttu- 

iar 560 

-  sore  throat  witli  . .  560 
torjgue  with    . .          . .  560 

-  staining  of  skin  from    . .  660 

-  tinea     cirrinata     distiit- 

gULshed  from . .         . .  249 

sycosis     distinguislied 

fn)m  . .         . .  249 
versi<'olor    simulating  250 

-  tuberculides  distinguished 

from 559 


Syphilidet,  contd. 

-  variola  resembling       . .  560 

-  vesicles  in  . .         . .  560 

-  Wassermann's  test  witli 

559,  560 
Syphilis,    abductor    pan«- 

lysis  from      . .         . .  158 

-  acetonuria  from  . .       4 

-  aching  in  . .         . .  562 

-  acute  cyanosis  from     . .  158 

-  acute  nephritis  from    . .     10 

-  Addison's  disease  simu- 

lated by         . .         . .  527 

-  albuminuria  in  . .         ..     13 

-  albumosuria  from         . .     16 
«  alopecia  from    . .         . .  403 

-  aniemla  due  to  . .  21,  33 

-  aneurysm  from  196,271, 

291  435,437,516,661,  7H 

of  cceliac  axis  from  ..  331 

heart  from     . .         . .  213 

-  angina    pectoris    from 

53,  210 

-  anosmia  from  . .  612 

-  aortic  disease  from     14, 

46,  209,  211 

regurgitation       from 

53,  93,  207,  210 
valve  rupture  from  . .  210 

-  aortitis  from  . .  433 
Syphllit,  arthritit  from     ..  348 

-  ascites  from       . .         . .     52 

-  asphy.xia  from  ..         ..158 

-  atlteroma  from  207,  210,  474 

-  atrophy  of  testis  from  66,  479 

-  baldness  from    . .  . .     71 

-  bathii  g-drawers        area 

affected  by    . .         . .  401 

-  blee<ling  gums  in  72,  73 

Syphllit,  bone  affectlont  due 

to  . .  669 

-  of  bone,  osteitis  defor- 

mans simulating       . .  670 

pyogenic     periostitis 

simulated  by         . .  669 

simulating  . .         . .  672 

skiagram  slioning     . .  669 

therapeutic  test  for  . .  669 

tubercle  of  bone  simu- 
lated by     . .         . .  669 
Wassermann  test  for    669 

-  bony  swelling  from       . .  667 

-  bridge  of  nose  fallen  in 

from    ..         ..         ..179 

-  bronchiectasis  from      . .  292 

-  bronchus  stenosis   from 

259,  292,  535 

-  bruit  de  diable  in  . .   723 

-  bubo  with  ..         ..679 

-  buUiB  in  . .         96,  97 

-  cachexia  from  4,  8,  13, 

33,  173,  313,  41.3,  415, 

527,  559,  604 

-  carcinoma  of  tongue  from  739 

-  cases   of  obscure   pains 

due  to  . .         . .  477 

-  cavernitis  from  . .  473 

-  central  nervous  system, 

lympho<'ytes  in  cerebro- 
spinal fiuid  in  . .  305 

-  cerebral,  aphasia  from . .   146 

coma  from     . .       117,  144 

convulsions  from  144,  146 

cranial  nerve  paralyses 

from  . .         . .  146 

dementia  from  . .   146 

headache  from  . .   146 

hemiplegia  from        . .   146 

in.somnia     from    146, 

821,  322 

softenine  from  . .  515 

thrombosis  from  147,  304 

typos  of  lesions  in     . .   146 

-  chancre  in  (see  Chancre) 

-  Cheyne-Stokes  breathing 

from    . .         . .         . .  108 

Syphllit.   chorolditit  from 
{Plate  XIX)  ..         ..416 

-  chronic  glossitis  from  . .  738 

mediastinitis  from    . .  751 

peritonitis  from        . .     52 

thickening    of    bones  406 

-  combiner!  scleroses  from  517 

-  condyloma  in     . .    '    . .  490 

-  congenital, adiposis  dolo- 

rosa from       ..         . .  410 
arthritis  in    . .      2.)5,  348 


Syphilis,  contd. 

Syphllit,   congenital, ,  bone 
changet  due  to         . .  669 

cachexia  in    . .  . .   40o 

caf('-au-lait  skin  in    . .  400 

cirrhosis  of  liver  from  .1^ 

coma  from      . .  . .   144 

condylomata  in     385,  400 

convulsion:;  from       ..    144 

coryza  from    . .  . .   4U0 

craniotabe^j  from  152, 

205,  711 

deafness  from        166,  235 

depressetl  nasal  bridge 

in       (Fi(f.  IOC)  231,  23> 

I diplegia  and  . .  . .    132 

I ear  affection  from      ..    752 

, epiphysitis  from        . .  669 

I  Syphllit,  congenital,  faciet 

of       235 

I familial  acholuric  jauii- 

I  dice  and      . .  . .   332 

, family  historj'  and    . .  635 

' forehead  large  in  204, 

I  (Fig.  1(K5)  234,   23'. 

I frontal  bos.ses  in        . .   235 

I head  eidarged  in    205,  511 

I hip-joint  disease  in  . .   363 

I hot-cross-bun  head  in 

205,  711 

interstitial  keratitis  in 

I  348,  752 

•Jjicquet's       erytliema 

'  simulating  . .   400 

I jaundice  from        329,  334 

I keratitic  opacities  in . .   235 

I lanJaceous  disease  from 

375,  527 

' laryngitl«<  from  . .  400 

I limping  from. .  . .  362 

I liver  changes  from    . .  372 

eidarged  from        . .   334 

marasmus  from         . .  385 

I mental  defect  in        . .  235 

I mercury  in     . .  . ,  348 

I nails  affected  by        . .  400 

' napkin    region    erup- 

f  tions  from  . .         . .  400 

I nerve  deafness  in      . .  348 

notched  teeth  in  {Fig. 

I  107)  234 

j optic  atrophy  in        . .  205 

I osteocliondritls  in     . .  348 

I Parrot's  nodes  in  385,  669 

. pemphigus  neonatorum 

due  to         . .  . .     97 

pseudo-lcukoimia   and 

'  37,  635 

I sallow  complexion   in  235 

I scars  round  mouth  in  235 

I seborrhceic        eczema 

j  distintruishod     from  401 

senile  facics  in  . .  400 

separatwl  epiphysis  in  348 

' skin  eruptions  from  . .   635 

I  -  -  snuffles  in     385,  400,  635 

! sore  angles  of  moutli 

I  in  (Fig.  107)  234 

] spleen  enlanjed  in  632,  635 

I tabes  from  '  . .  . .  440 

I  Syphllit,  congenital,  teeth  in  235 

' tenderness  of  scalp  in  711 

I testes  nffected  by      . .  479 

tibial  deformities  in . .   235 

von    Jaksch's    dise-ise 

and  . .  . .   634 

Wassermann    reaction 

in       235,  348,  385,  635 
wasting  due  to  ..   331 

-  corona  veneris  in  . .   490 

-  coronary  artery  obstnic- 
tion  from        ..         ..213 

-  crural  monoplegia  from    499 

-  deafness  from    . .  . .   166 

-  diazo-reaction  in  . .   173 

-  dilated  Jiortic  ring  fronj  210 

-  diplegia  from     . .  . .  515 

-  distinction    from    leuco- 
dermia  . .  . .  529 

-  dysphagia  from         197,  .198 

-  of  ear.  tinnitus  from    . .   723 

-  eczema  simulating        . .  491 

-  endarteritis  from  17,  301,  615 

-  epididymitis  from         . .     tW, 

-  esthionu  lie  and  ..   TUl 

-  Kustiu'hian  tube  obstmc- 
tion  from        . .  . .    106 


TABES    —    TEA 
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Jabes  dorsalu^  contd.  \ 
carcinoma  of  bladder 

simalated  by         . .  650 

bowel  simalated  by  719  i 

cardiac  crises  in        ..  487  i 

cessation  of  crises  in . .  G50 

Charcot's     joints     in 

(Fig.  162)  S49,  515 

colic  from      . .         . .  693  ' 

simulated  bj         . .   1 15  ; 

constipation  in  . .  128  i 

crises  earij  in  . .  650  ' 

(and  see  Crises)  | 

cyanosis  in    . .         . .  159 

cystitis  in       ..      678,  650  | 

deafness  in    . .         . .   166  i 

deep  tenderness  absent 

in     . .         . .  . .  515 

deficiency  of  fat  in  . .  236 

Tftbes  dortalta,  diarrhiM  In 

173,  7IJ 

-  -  difficulty  in  micturition 

with  . .         . .  395 

dilatation  of  pupil  to 

light  in       . .         . .  552 

dyspepsia  simulated  by  315 

emotional    reflex    de- 
ficient in    . .         . .  237 

erytiiromelalgla  with    441 

TtlMS  dontlit,   faclM  of 

{Fig.  115)  236 

-  -  fiail  johit  in  . .         . .  349 

gait  in  . .         . .     57 

gangrene  from      255,  257 

Tabes  dtrtalit,  gastrle  crint 

In  115,  116,  173,  315, 
425,    437,    484,    487, 

516,  609,  768 

ulcer  simulated  by    315 

gastro-enterostonty  in 

mistake  in..         . .  484 

general     abdominal 

crises  in      . .  . .  515 
pain  in   . .         . .  425 

TabM     domlli,    lenenil 
account  of  ..      514,  515 

girdle  pain  in       260,  436 

sensation  in       116,  609 

-  -  gout  simalated  by  . .  436 
high-stepping  gait  in    252 

-  -  history  of  syphilis  in    515 

hypemstheeia  in      . .  610 

of  chest  in . .         . .   708 

hypotonia  of  muscles  in  236 

inco-ordination  in     . .  COD 

incontinence  of  fsBccs  719 

urine  in       . .  . .  578 

intestinal  crises  in 

115,  116,  487,  609 

intolerance      to     hot 

water  in     . .         . .  609 

knee-jerks    absent    in 

116,  315,  358,  420, 
425,  437,  466,  514, 

650,  719,  768 

still  present  in  359, 

437,  516,  650 
one     knee-jerk     per- 
sistent in    . .         . .  515 

laryngeal  crises  in 

159,  418,  420,  487,  515 

paralysis  with        . .  495 

larynx  insensitive   in    515 

lightning  pains  in  116, 

315,  166,  515,  609,  650 

no  loss  of  power  in  . .  515 

loss  of  sleep  from     . .  650 

lymphocytes  in  cere- 
brospinal   fluid    in 

116,  305,  440 
mamma  insensitive  in  515 

-  -  mist^en     for     riieu- 

matLsm       . .  . .   440 
neuralgia  in  . .  . .  431 

-  -  neuritis    of    external 

popliteal  nerve  in. .  499 

numbness  in  . .         . .  609 

orthopncsa  in  . .  418 

TalMt  doreallt.  tho  paint  of  440 

pains  in  the  face  in  . .  449 

limbs  in      . .  . .  463 

spontaneous    cessa- 
tion of    . .         . .   719 

umbilicus  in  . .  484 

palpitation  from       . .  484 

paralysis  of  bladder  in  398 

paraplegia  from        . .  514 


Tabes  dorsalU^  contd. 

penile  erection  absent 

in     . .         . .         . .  313 

perforating    ulcer    in 

267,  516,  735,  737 

peripheral  neuritis  simu- 
lating        . .         . .  514 

distinguished  from  607 

plantar  reflex  flexor  hi    68 

posterior  colunm  de- 
generation in        . .     67 

pseudo-tabes      distin- 
guished from         . .     56 

-  -  ptosis  in       {Fig.  116)  236 

-  pupils     immobUe     to 

light  in  ..  ..315 
not  reacting  to  con- 

veigence  in        . .  561 

small  in      . .      236,  551 

unequal  in         236,  552 

without  pupil  dianges  437 

Tabot  doreallt,  rectal  criiet 

In    173,515,619,650,710 

no  U.D.  in    . .  . .  615 

renal  crises  in  . .  515 

retention  of  urine  in 

396,  398,  578,  660 

rheumatism  simulated 

by   . .         . .         . .  436 

Tabot  doreallt,  Rombora't 
tlan  In  57,  609 

sallow  complexion   in  236 

sense     of     movement 

disturbed  in  . .  609 

position  impaired  in 

444,  609 

Tabot    doreallt,    lontory 

chanoot  In  (Fig.  263)  600 

sex  incidence  of        . .  516 

shedding  of  nails  in  . .  400 

-  sphincter    trouble    in 

173,  466 

staggering  in. .         . .  761 

strangury  in  . .         . .  649 

sweating  crises  in  515,  65 1 

syphilis  and  . .     440,  495 

tendon  jerks  absent  in  444 

Tabot  doreallt,  tonotmiit  In  710 

testis  insensitive  in  . .  515 

tingling  in      . .         . .  609 

tongue  insensitive  in     515 

tuberculous      bladder 

simulated  by         . .  650 

ulnar  analgesia  in  444,  609 

urethral  crises  in      ..  615 

urine  dribbling  in     . .  398 

Tabot  doreallt,  votlcal  ciitet 

of  649,650 

vomiting  in   315,  437,  766 

Wassermann   reaction 

in     . .  . .      116,  440 

negative  in        . .  305 

wasting  in     . .        59,  660 

no  wasting  in  . .  515 

w^iknesB  only  apparent 

in     . .  ..         ..  516 

weather  and  pnins  of  440 

wrinkling  of  forehead 

in     . .       (Fig.  115)  236 
writers'   cramp  simu- 
lated by      . .  . .   151 

-  mesenterica,     anorexia 

nervosa  simulating  . .     771 
copliac  disease  simula- 
ting . .  . .   171 

iliac   glands   involved  459 

meteorism  from         . .  389 

TACHE  CEREBRALE     ..  702 
TACHYCARDIA    ..         ..#702 

-  from  alcohol      . .     703,  704 

-  anteraia  . .  . .      703,  704 

-  aneurysm  . .  . .   703 

-  auricular  fibrillation     . .  704 

-  belladonna  . .      703,  704 

-  with  bradypncea  . .     85 

-  from    caseous   bronchial 

glands             . .  . .  85 

-  -  glands              . .  703,  704 

-  in  children         . .  . .  85 

-  convalescence    . .  . .  704 

-  from  (iigitalis    . .  703,  704 

-  after  diphtheria  703,  704 

-  from  excitement  . .  702 

-  exertion              . .  . .  704 

-  in  Graves's  disease  215, 

229,    486,    702,    703, 

722,   726,   770 


Tachycardia^  contd. 

-  hysteria 

-  after  influenza  703, 

-  from  lack  of  training    . 

703, 

-  mediastinal  fibrosis 
now  growth    . . 

-  mitral  stenosis  . .      70S, 

-  myocardial  changes 

-  nervousness 

-  with     parenchymatous 

goitre 

-  paroxysmal 

auricular  only 

fibrillation     simula- 
ting 

from  cardiosclerosis 

648, 
cyanosis  with 

-  electrocardiograms   in 

548,  (Fig.  289) 

Taehycardta,    paroxytmal, 
gonoral  account  of 

547,  548, 

from    mitral    stenosis 

548, 

palpitations  from     . . 

polygraph  tracings  in 

pulse  rapid  in 

regular  in 

-  from         pneumogastric 

irritation 

-  severe  hsemorrhage     . . 

-  thyroid     extract      703, 

70  i, 

-  tobacco  . .         . .     703, 

-  tuberculous  meningitis 

-  vagal  neuritis    . . 

-  vagus  paralysis. . 

-  or-rays      in      diagnosing 

cause  of 
Tactile  sensibility,  loss  of, 
paralysis  simulated  by 

-  vocal    fremitus,   absent 

over      pneumothorax 
168, 

decreased  over  fibroid 

lung  168,  292, 

from    growth    of 

bronchus 

pleuritic  eflfusion 

increased,  from  em- 

phjrsema 

over  fibroid  lung 

168, 

in  phthisis  . . 

Ttenia  echinococcus,  in  dogs  668 
geographical  distribu- 
tion of        . .         . .  658 
hydatid  disease  from  658 

Tantai  medlocanellata     ..510 

eosinophilia  from      . .  219 

-  -  head  of         (Fig.  214)  519 
TiBnia  solium,  e(»inophflia 

from 219 

-  -  head  of  {Figs.  212, 213)  519 
Tania  tollum  . .  510 

-  -  ovum  of        {Fig.  216)  620 
Tailors,  actinomyces  in    . .  645 

-  sporotrichosis  in 
Tailors'  cramp 

TALIPES 

Talipot,  acquired,  gonoral 

account  of    . . 

-  from  arthritis    . . 
Talipes  calcanout,  definition 

-  from  carcinoma  of  rectum  1 1 1 
Talipot  cavut,  definition  of  1 12 

-  from  cellulitis  of  calf    . . 

-  compound  fracture 

Talipot,  congenital,  general 
account  of    . . 

-  in    .congenital     spastic 

paraplegia 
Talipot  oqulnut,  definition 

Ql  •  •  •  • 

lengthening  of  leg  from  153 

from  long  stay  in  bed  141 

-  extensor   plantar   reflex 

WiLU      •  •  #  •  •  • 

-  from     fibrosis     of     caH 

muscles 

-  fracture 

-  Friedreich's    ataxy    60, 

113.  140.  512 

-  from  h»mato-rhachiB  . .  1 13 


85 
704 

704 
703 
703 
704 
704 
701 

722 
702 
648 

518 

649 
548 

708 


703 

649 
484 
M8 
649 
548 

703 
120 

705 
701 

84 
703 

65 

704 
501 


433 

299 

290 
168 

217 

216 

288 


290 
151 

ill 

112 

114 

112 


114 
114 

112 

112 
ill 


112 

114 
114 


Talipes  equiniis,  contd. 

-  Hodgen  splint   ..         ..113 

-  hysterical  114,  141 

-  in  infantile  hemiplegia. .   112 
paralysis         ..  ..113 

-  from  injury  to   lumbar 

spine   ..         ..         ..113 

-  limping  from      . .  . .  362 

-  in  myopathies   . .         . .   113 

-  from  necrosis  of  tibia   . .   114 

-  paralysis  of  arm  with  . .   112 

-  from  paralysis  of  inter- 

ossei    . .  ..114 
lumbricalcs     ..  ..114 

Talipot,  paralytic,  gonoral 
account  of  . .  1 12 

-  from  passion      . .  . .   113 

-  peroneal  atrophy  . .  513 

-  peripheral  neuritis     113,  140 

-  poliomyelitis  . .  140,  512 
Talipot,  pottural   . .        ..113 

-  from  prolonged  rest      ..   114 

-  scar  contractions  ..   114 

-  sciatic  nerve  injury      . .   113 

-  spina  bifida        ..  ..113 

-  sprained  ankle  . .  . .   114 

-  thrombosis    of    cerebral 

veins   . .  . .  . .   113 

-  tight  boots         . .  . .   113 

-  in  Tooth's  peroneal  palsy 

GO,  113 

-  tuberculous  ankle         ..   114 

-  after  typhoid  fever       . .   114 

-  ulcer  of  foot  with  . .   736 

Talipot  valgut,  definition  of  1 12 
Talhiet  varut,  definition  of  1 12 

-  after  whooping-cough  . .   113 
Talking  (see  Speech  ) 
Tannic  acid  . .  . .   720 
Tannin,      hiomoglobinuria 

from    . .  . .   284 

Tape-worms,  antemia  from  519 

-  appetite  increased  by  . .     43 

-  deficient    appetite   from  519 

-  eosinophilia  from  . .  519 

-  eiytliema  from  223,  226 
Tapo-wormt,  general  account 

of       510 

-  mucomembranous  colitis 

simulating     115,  399,  619 

-  nose  picking  from        . .  519 

-  ova  of     . .  . .  . .   519 

-  types  of 519 

-  (and  see  Tcenia) 
Tapping     (see       Paracen- 
tesis) 

Tar  products,  bullse  from . .     96 

erythema  from  . .  222 

Tarsus,  tuberculous  disease 

of         . .  . .  . .  668 

limping  from  . .   362 

pain  in  foot  from  . .   362 

Tartar,  bleeding  gums  from 

72,  73 

-  foul  breath  from  . .     87 

-  retraction  of  gums  from  589 
Tartaric  acid  317,  318,  319 
Tartrates,  polvuria  from  . .  534 
TAOTE,  ABNORMALITIES 

OF 705 

-  bitter,  from  acute  con- 

gestion of  liver  . .   334 

Tatto,  component  partt  of  708 
Tatto,  foul,  lltt  of  cautet  of  705 

with  facial  palsy        . .   493 

from  paralysis  of  chorda 

tympani      . .  . .   493 

-  loss  of,   from   Fallopian 

canal  lesion    . .  . .  494 
in  hysteria      . .  . .   610 

Tatto,  lott  of,  lltt  of  cautet 
of       705 

-  metallic,in  tic  douloureux  447 

-  offensive,   vomiting  due 

to         . .  . .  . .    7G5 

Tatte,  perverted,  cautet  of  705 

-  rule  of  olfactory  nerve  in  706 
Taylor,  Dr.  Frederick,  illus- 
tration lent  by  . .     25 

Tea,  caffeine  in      . .  . .   534 

-  constipation  from         . .   124 

-  dyspepsia  from         ^\9,  321 

-  false      angina     pectoris 

from    . .  . .  . .   -134 

-  gastritis  from     ..      2G7,  317 

-  heart  irregular  from     . .   4H6 

-  insomnia  from  320,  321,322 
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Tenosynovitis,  crepitus  from 

150,  152 

-  raelon-3c«<l  bodies  in    ..  152 

-  pain  in  the  hand  from  . .  151 

-  writer's  cramp  simulated  151 
Tensor      fascitis      femoris, 

nerve  supply  of    498,  499 

Teratoma  of  parotid  gland  695 
Teres  major,  nerve  supply 

root  innervation  of  . . 

-  minor,  nerve  supply  of. . 

root  innervation  of   . . 

Terror,  pupil  dilated  by  . . 
Tertian  malaria  (see  Mal- 
aria) 

Tast.  acetic  acid  and  boiling, 

for  aibumin   . . 

for    phosphates    . . 

Tost   for   Acotone    (Plate 

XXXI K) 

-  alkali,  for  chrysophanic 

acid 

santonin 

uroerythrin    . . 

-  ammonium  sulphide,  for 

lead     . . 

Test    for     Bence-Jonas's 

proteid  5, 16 

Tost  benzidin,  for  blood  . .  171 

TestBUi's  ..261 

Test  for  biio  pigment  {Plate 

XXXV)  ..750 

-  for  bile  in  stools  . .   1 70 

-  biuret,  for  albumose     . .     16 
Tost  bleacbing  powder,  for 

Indican 
Tost  boliing,  for  albumin . . 
Test,  boiling,  for  albumin, 

precautions  in 

-  for  bone  conduction  161, 

Tost   Bottger's,  for  sugar  262 

-  bromine,   for  melanuria  746 

-  Calmette's  tuberculin  . . 

-  Congo  re<l 

-  corropive  sublimate   for 

urobilin 
Test  for  diacetic  acid 

-  -  (Plate  XXXI K) 

Test  diazo 

Tost  Foliiing's 

-  fermentation,  for  glucose 


505 
509 
505 
509 
551 


4 
524 

748 

744 
744 
743 

65 


Test,formentation,  for  sugar  262 

-  foam,  for  bile    . . 
^  Cello's 

-  Gmelin's,   for  bile   pig- 

ment . . 

-  guaiacum,  for  blood     . . 

iodine  in  urine  and    . . 

Test    Guniberg's    (^Piate 

XXX  V)     .. 
Test  Holler's 
for  albumose. . 

-  Hofmeistcr's,    for   albu- 

mose  . . 

-  Holm(?ren's,    for   colour 

blindness 


Test,    Huppert's,   for  bile 
pigment         . .     743, 

-  for        indican        (Plate 

XXXIV) 

-  iodine,  for  bile  pigment 

-  iodoform  for  acetone  . . 
Test,  Jaffe's,  for  indican  . . 
Test,  Legal'i,  for  acetone. . 

-  liquor  potoRsai.  for  pus. . 

-  Marsh's,  for  arsenic 
Test  meal,  in  chronic  diar- 
rhoea  . ,         . .      1 70, 

hyperchlorhydria 

simple 

-  meals,  importance  of    . . 

-  metliyl  orange  . . 

-  Moore's,  alkupton  and . . 

-  -  indican  and    . . 
Test,  Moore's,  for  sugar  . . 

-  Moro's  tuberculin  (Plate 

XX  XV 11)..  ..77 

Test  nitric  acid,  for  albu- 
min 

albumose    . .  15 

bile  pigment 

indican 

Test,     nitroprusside,     for 
acetone 

melanuria 

Test  Nyiander's,  for  sugar 
D 


0 


4,  5 

,  10 
743 
311 

3 

746 
262 


314 
4 

424 

165 


573 
320 

170 
176 
748 
173 
261 
743 


743 
165 

743 

10 
98 

750 
5 

15 

16 

762 

744 

748 
743 

3 
314 

3 

575 

78 

172 
43 
319 
270 
320 
262 
262 
262 


Test,  contd. 

-  for  occult  blood  81,  171 

-  ozonic  ether,  for  pus  . .  575 
Test  Pavy's  ..  261  , 

-  i'erl's '2\ 

Test  phenylhydrazino,  for 
sugar  ..  262,  743 

-  phloroglucin      ..         ..261 

-  for  phosphates  . .         . .  524 

-  phcsphotungstic,         for 

albumose        . .         . .     16 
Test  picric  acid,  for  sugar  262 

-  Pruisian  blue,  for  melan- 

uria    . .         . .  . .   746 

-  Reinsch's,  for  arsenic  . .     78  i 

-  for  rentun  . .  . .  320 

-  Rinn<\'s   ..  ..      161,  165  , 

Test    Rothera's   (PUue 

XXXI K)  . .  . .  746  I 
Test,  Rothera's,  for  acetone  3  ; 
Test  safranin,  for  sugar  . .  262  ' 

-  silver  nitrate,  for  alkap-  | 

ton      . .         . .         . .   746 

-  two-glass  . .         . .   183  i 

in  gonorrhoea  . .   182 

urethritis        . .         . .  581 

Test  Trommer's  ..        ..  261  i 

'  Test  Uffelmann's,  for  lactic        ' 

acid 320 

Test  for  urobilin    . .        . .  325  , 

-  -  (Plate  XXXIV)       . .  748  ' 

-  von  Pirquet's,  in  tuber-  i 

culosis  . .         . .  573 

-  watch      . .         . .         . .   164 

-  Weber's 165  ! 

-  whispered  voice  . .   164 
I  -  Widal's  (see  WIdal) 

-  Woodcock's  tuberculin 

I  (Pla/e  XXX  VI)  768  ' 

Testes,  excision  of,  obesity 
I  from    . .         . .         . .  408 

I  -  in     groin,     in     pscudo-  ! 

hermapliroditism      . .  646  | 
I  -  inequality     of,     physio- 
I  logical  . .         . .     66  I 

-  undescended,  in  ateliosis  191  | 
Testicular  sensation,  lost,  , 

in  neoplasm  of  testis  481  I 

Testis,     abscess     of     (see  j 

Abscess  of  Testis)  i 

-  absence  of  deep  tender-  ' 

ness  in,  in  tabes  . .  515  I 
Testis,  atropliy  of  66,  313, 

408,  479 

after  gonorrhoea       . .  313  , 

after  injury    . .         . .  313  | 

obesity  from  . .         . .  408 

after  orchitis. .         . .  313  1 

penile  erection  absent  313 

-  carcinoma  of  (see  Car- 

cinoma  of  Testis)  | 

-  chronic  torsion   of  (see 

Torsio  Testis)  I 
Testis,  cysts  of  the  . .  481  i 
hydrocele    simulating  481  ! 

-  ectopic,         appendicitis  I 

simulated  by..      482,  681  ! 

in  ateliosis     . .  . .   191  ' 

gangrene  of  . .         . .  482  ' 

hernia  with    . .         . .  483  | 

simulated  by        . .  681 

in  inguinal  canal       . .  681  i 

intestinal   colic  simu- 
lated by     . . 

liable     to     malignant 

disease 

pain  in 

in  perineum  . . 

Scarpa's  triangle 

strangulated       hernia 

simulated  by         . .  483 

in    thigh         . .  . .   681 

torsion  of        . .  . .   483 

Testis,  embryoma  of    480,  696 

-  enlarged  by  abscess  . .  622 
from  epididymo-orchi- 

tis 478 

by  gumma     . .  . .  622 

from  malignant  disease  480 

syphili.s  . .  . .   479 

-  epithelioma  of  scrotum 

invading         . .          . .  621 

-  gangrene  of        . .          . .  482 

-  gonoco<"cal  infection  of  182 
Testis,  gumma  in  . .  479,  623 
liemia  of        . .         . .  622 

-  in  inguinal  canal          . .  66 


481 
481 
481 
480 


622 


681   - 


483 
482 
681 
676 


Testis,  contd. 

-  injury   to,  neurasthenia 

after 715 

shock  from     . .         . .   765 

vomiting  from  . .   765 

Testis,  malignant  growths  of 

480,  606 

-  misplaced,  aching  in  peri- 

neum from    . .         . .  474 
atrophy  of     . .         . .     66 

Testis,  misplaoed  or  retained, 
general  acccount  of..  482 

-  neoplasm  of,  hsematocele 

simulating 

hydrocele  simulating 

after  injury  . . 

tubercle   simulating. . 

-  pain  in  (see  Pain  in  the 

Testicle) 

-  painle^,  syphilitic 
Testis,  relationship  to  hydro- 
celes 

-  retained,        appendicitis 

simulated  by        . .  457 

limping  from..         .-,  363 

pain  in  iliac  foesa  from 

452,  454,  457 

swelling  in  iliac  foesa  457 

Testis,  sarcoma  of  480,  606 
Testis,  syphilitic    . .     479,  606 

scrotal  fistula  from  . .  621 

therapeutic  test  of  . .  622 

Testis,  syphilitic,  tuberculous 
distinguished  from  480, 622 

-  torsion  of,  strangulated 

hernia  simulating     . .  682 

-  tuberculous  (see  Tuber- 

culosis of  Testis) 
Testis,  various  afhctions  477-81 
Tests  for  acetone  ..  3 

Tests  for  albumin..  4 

Tests,  for  albumose  5,  15,  16 
Tests  for  alkapton . .        ..  746 

-  clinical,  too  great  delicacy 

of  some  . .         . .       4 

-  for  cystin  . .  161 
Tests  for  dextrose. .  . .  261 
Tests  for  hamatoporphyrin  744 
Tests,  for  hearing..  ..  164 
Tests  for  indican  . .        . .  745 

-  for  melanuria    . .         . .   745 

-  for  methylene  blue  . .  747 
Tests  for  nucleoproteid    . .      5 

-  for  pentose        . .         . .  261 

-  proper  names  associated 

with     . . 

-  tuning-fork 
Tests  for  urates    . . 
Tetanic  contractions 

-  versus  tonic 
Tetanus,  asphyxia  in 

-  bacilli  of  138,  599,  730 

-  bacteriological  examina- 

tion in  diagnosing    . . 

-  chloroform  in    . . 

-  convulsions  in  . .      138,  729 

-  drumstick  bacilli  in  ..417 
Tetanus,  general  account  of 

138,  730 

-  habit  spasm  simulating    138 

-  heart,  failure  in  . .         . .  138 

-  hydrophobia  simulating  138 
hyperacusis  in  . .  . .  309 
hyperpyrexia  in  . .  309 

-  hysteria  simulating  138, 

417,  729,  730 

-  localized  convulsions  froml44 

-  lockjaw  in         138,  417,  599 

-  mind  clear  in    . .         . .  417 

-  in  new-bom       . .         . .  730 

-  without  obvious  wound    599 

-  opisthotonos  in  417,  599,  730 

-  pain  in    . .         . .         . ,   138 

-  from  penetrating  wound 

699,  730 

-  priapism  from   . . 

-  retracted  head  in 

-  rigor  in  . . 

-  risus  sardonicus  in  138, 

417.  598,  599.  730 

-  from  rusty  nail  . . 

-  simulated   by  impacted 

tooth  ..         ..      138,  730 

meningitis      . .         . .  138 

mascular  rheumatism    138 

strychnine    poisoning 

138,  729 


Tetanus,  contd. 

-  from  soil 

-  spasms  in 

-  stiff  neck  in 


730 
599 


138,  417, 
599,  649,  730 

Tetanus,  strychnine  poison- 
ing distinguished  from  500 

-  tetiiny  distinguislied  from  153 
simulating      . .  . .   138 

-  trismus  in         152,  649,  730 

-  from  a  wound  138,  417 
Tetany,  accoucheur's  hand 

in       151 

-  age  incidence  of  . .   151 

-  calcium  salts  and         . .   152 

-  carpiopedal   contractions 

in         . .         . .  . .   730 

Tetany,  causes  of  . .  3 

Tetany,  characteristic  hand 

in  2 

-  from  chloroform  . .   151 

-  Chvostek's  sign  in       . .   152 

-  cramps  in  . .      139,  151 

-  from  diarrhoea  and  vomit- 


912 
164 
740 
137 

137 
138 


599 
730 


ing 


151 


-  electrical  reactions  in  3,  584 

-  epidemics  of      . .  . .  151 

-  Krb's  sign  in     . .  , .  152 

-  from  ergot         . .  . .  151 

-  fevers      . .         . .  . .  151 

-  gastroctaais        . .  . .  151 
Tetany,  general  account  of  151 

-  hysterical  . .  . .   152 

-  during  lactation  . .   151 

-  from  leiid  . .         . .  151 

-  localized  convidsions  froml44 

-  muscle    excitability    in- 

creased in        . .  151,  152 

-  muscles  tender  in  . .   151 

-  parothyroids  and  . .   152 

-  position    of    arms  and 

legs  in. .         . .  . .   151 

-  during  pregnancy         . .   151 

-  good  prognosis  in         . .       3 

-  respinition   embarrassed 

in         151 

-  in  rickets  145,  151,  420. 

Tetany,  signs  of  . .  2*  ? 

-  strychnine  poisoning  dis^^ 

guished  from . .         . .  162 

-  tetanus     simulated     by 

138,  15? 

-  after  thyroidectomy    ...'^S' 

-  trismus  in  . .  . .    .  - 

-  Trous-seau's  sign  in  liii,     oJ 

-  from  typhoid  fe«er  ..»        4J- 
Tetrachloretlian/*..^  .  -5«' ' 

yellow  tttrti.. .  \     334 

-  in  iieroplane     *r    -jb     .  ,    334 

-  epigastric  pain  ir— ^         *** 

-  flatulent  dyspep.-**  iixn..  *> » * 

-  jaundice  from  325,  334,  337 
-,^oss  of  appetite  from  . . 

-  vomiting  from  . . 
Tetronal,  bradypncea  from 

-  coma  from 

Thapsia,  sore  fingers  from 
Theatre,  insomnia  from  . . 
Thenar  miuscles,  atrophy  of 

(see  under  Atrophy) 

root  innervation  of  . . 

Theocin   acetate,  polyuria 

from    . . 
Therapeutic  test,  for  actino- 
mycosis 

acute  rheumatism  464,  614 

adherent  poricardhim    214 

angina       abdominalis 

115,  316, 


334 
334 
84 
118 
239 
322 


509 
535 


458 


438 
476 
535 
36 
511 


538 
689 
59ft 


730  ,  -  - 


-  pectoris 
asthma 
chlorosis 
cretinism 
diagnosing     cause    of 

interscapular  pain 

-  type  of  constipation 
distinguishing     cretin 

from  Mongol 
epilepsv 
giunma  230,  615,  619 

-  of  liver  . .  253,  334 
hypothyroidism 
lichen  platnis. . 
malaria  r>36,  568.  500,  637 
niyix*anlial  rlisfuse  - .  485 
nivxa'denia 

38,  119,  235,  415,  539 

57 


462 
122 

238 
535 


409 
489 
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THERAPEUTIC    TEST 


THROMBOSIS 


Theraprulic  Utt^  contd. 

for  pernicious  aiUBinia  526 

rodent  ulcer  . .         . .  180 

syphilideft  . .  560 

sjpiiilis    63,   71,  19V, 

M8,   604,  622,  696, 

7S5,  7S8,  739 

of  l>one  . .  669 

>  -  syptiiliUc  testis         . .  4t0 

ulcers  . .  . .  403 

tlijrotd  iiifantiUsm  ..   190 

ulcer  of  palate  . .  588 

tongue        . .         . .  379 

Thfrmo-anattlMiii,  Mini- 
ti#n  of*  •  •  •  SOS 

-  from    poHterior    inferior 

cerebellar  artery 

thromboeis  {Fig.  264)  610 

-  in  syringomyelia  . .  608 
Thermometer,  in  diagnosing 

pontine     luamorrhage 
from  opium  poisoning    31 
trance  from  death    . .     85 

-  makem,  mercurialism  in    33 

-  in  stomach  . .  271 
Thtrtnoniitry  In  chWrM« 

notwon  ..  57S 

TkimiQnittry,  fniiral  om* 
iMirntlons  NMnnllnfi 

571,  872 

-  (and  see  Temperature 

Chart) 
TfaieTQS,  rectal  examination 

in        . .  . .  584 

Tbi^ui,  condylomata!  on . .  700 

-  conps  in  . .  150 

-  Amm  draining. .         . .  679 
->  Jaeqaai*s  erythema  of. .  401 

-  linen  albicauteB  on       ..  365 

-  local  f atnev  of.  Id  Der- 

dun's  dhwiaie  . .  410 

-  pain  down  (see  Pain  in 

theTh^fa) 

-  pain  la(see  Pain  in  Thigh) 

-  pamphigiis  Mtmatorum 

aABoUn?  ..401 

-  position  in  tetenjr  . .       2 

-  scabies  affecting  ..  401 

-  seborriicetc    ecx«nm  af- 

fecting . .         . .  401 

-  sore  on,  inflamed  inguinal 

giandii  from  . .         . .  .381 

-  te^is  in  . .         . .         . .  482 

-  wasting    of,    from    hip 

diiieaso  . .         . .   156 
with  knee  disease  61,  363 

-  xeroJormia  affecting    . .  488 
Third  nerve  paralysis  (see 

Pamljsis  of  Third  Nerve) 
Thirst,  in  diabetes  . .  264 

-  phoephatic  diat>et<>s     . .  522 
THIIUT,  EXTREME      ..  719 

-  -  In  dinbctcs     . .       260,  719 

fevers  . .  . .  719 

from  gHijtrectnsis      . .   720 

htomorrhiifire  . .  . .   720 

having  notliing  to  drink  719 

In  hyHteria     . .  . .   719 

from  ingestion  of  salt  720 

loss  of  fluid    . .         . .  720 

phosphorus   poisoning  336 

jwisons  . ,  . .   720 

|)olyoytljnBmia  from  . .  533 

-  |>oly«riii  an«l       . .  . .   719 

-  in  progn;incy     . .  . .   264 

-  rigors 594 

TtiomaH,      Mr.      Thelwall, 

opt*niti"H   by.  .  . .   455 

-  onvo-|ir>rit()-t»'rebellar at- 

rophy of         . .  . .   727 

Thomii-Iyoitz     liniino<'yto- 

meter 21 

Tlionia-Zeisy      limmocyto- 

meter  , .  . .      21 

Thomnn't   dIfMM,    chief 
characters  of  . .        . .  584 

Thonu'ic      duct,      el»ylou.«s 

efTiLsiou  from  lection  of  106 

new  CTDwth,  a.^icendhig  380 

obstnictetl,    rliyloua 

ajAiitfs  from       . .     50 

rliyluria  fnjm      60,  log 

bv  new  growth    50,  109 

THORAX.  DEFORMITY  OF  168 

-  herniation  into  . .  . .  «52 

-  pain  in  (see  Pain  in  the 

Chest) 


Thorax^  contd. 

-  pediculosis  pubis  affect- 

ing . .  . .  401 

-  syringomyelia  affecting    608 

-  tenderness  of  (see  Tender- 

ness in  the  Chest) 

-  varicose    veins   on   (see 

Veins,  Varicose  Thor- 
acic) 

-  (and  see  Chest) 

Ttioni  in  foot,  limping  from  362 

-  knee,  limping  from       . .  362 
Thoni-apple  crystals       . .   740 
Threndt,  prostatic.. 
Thread-wormt 

-  blood  and  nmcus  stools 

from  . .     79 

Tlirill,  with  as<>ites  . .     44 

-  congenital  heart  disease  157 

-  diastolic,  with  aortic  re- 

guivitation  207,  720 
mitral  stenosis  . .  216 

-  hydatid 375 

-  with  ovarian  cyst  45 
THRILLS,  PRECORDIAL    720 

-  presystolic,  disapficarance 

of  . .  . .  548 

in  mitral  stenosis    94,  720 

from  tricuspid  stenosis  721 

-  pulmonary  systolic      . .     91 

-  systolic,  from  aneurysm  720 
aortic     stenosis     92, 

207,  208,  720 

atheroma  . .   720 

congenital  heart       . .  720 

dilated  aorU..  ..  720 

functional  . .  721 

from  mitral  regurgita- 
tion     ..     ..     210,  720 

patent  ductus  arterio- 
sus . .         . .         . .  720 

interventricular  sep- 
tum        ..         ..215 

pericardial  friction    . .  720 

pleuritic  friction       . .  720 

-  -  pulmonary  stenosis 

111.  217,  720 

-  tricuspid      Incompe- 

tence . .         . .   721 

Throat,  burning  in,  from 

waterbrash  . .   296 

-  erysipelas  of  . .  651 

-  foreign     body    in    (see 

Foreign  Body) 

-  Klebs-L(>ffler    bacilli   in  196 

-  pnin  in  (see  Pain  in  the 

Throat,      and       Sore 
Throat) 

-  swabbings  from  . .   157 

-  ulcerated       (.<«ee       Sore 

Throat) 
Throbbing,      from     aortic 

regurgitation  ..   207 

Thrombosis,    ante-mortem 

cardial',    from    mitral 

stenosis  . .  . .  289 

cerebral      embolism 

from        . .      133,  117 
pulmonnry     embol- 
ism from  . .   289 

-  arterial,  gangrene  from     258 

-  cntises  of  . .  . .   258 

-  of  cavernous  sinus,  causes 

of         229 

(]istingui.<»hed     from 

orbital  cellulitis     230 

exophrhalmos   from  597 

eyelids  red  from    , .   229 

frontal     veins     on- 

gonred  from  . .  229 
mastoid        swelling 

from  . .  . .  229 
cr«lema    of    eyelids 

from  . .  . .  597 
ophthalmic       veins 

engorge<l  from  . .   229 

squint  from  . .   697 

suppurative  menin- 

u'itH  from  . .   229 

-  cerobnil,  .'ure  incidence  of  LIS 

aphasia  from..  ..   fi26 

ujwplexy  from  . .    147 

athetosis  after  . .   132 

Habiiiski's  siirn  with. .     C8 

hnii'hial      monoplegia 

from  . .  . .  501 
coma  from     ..         ..118 


Thrombosis,  ctrrbral,  eontd. 

Iieadache  from      294,  295 

hemianopsia  from     . .  301 

-  hemiplegia    from    68, 

258,  303 

onset  of  . .  . .   147 

premonitory  symptoms  147 

sinus,  cerebral  abscess 

simulated  by         . .  597 

headudie  from      . .   768 

hemiplegia  from  303,  304 

meningitissimulated 

by  ..         ..597 
optic  disc  congestion 

from  . .  997 

from  otorrhcea      . .  597 

j>ain  about  ear  from  597 

rigors  from . .     595,  597 

vomiting  due  to 

765,  768 

spastic  paraplegia  after  132 

from  syphilis. .      147,  304 

unilateral  paresis  from  1 18 

veins,  after  influenza  113 

mea.s|es       ..  ..  113 

talipes  from  ..113 

vertigo  preceding     . .   752 

-  femoral,     difficulty     of 

detecting        ..         ..411 

cedema  of  one  leg  from  749 

vena  caval  thrombosis 

from  . .  749 

-  gangrene  from  . .         . .  255 

-  iliac,  from  appendicitis    106 

difficulty  of  detecting  411 

extension  to  vena  cava     8 

-  infarction  from..         ..       8 

Thrombotlf  ef  Infirltr  vona 
cava  7.  46,52, 414,415,748 

albuminaria  from      7 

ascites  from       . .     46 

from     carcinoma 

recti    . .         . .       7 

extension  from  leg     8 

rpdema  from     . .       7 

peritonitis'    simu- 
lated by         . .  594 

renal    tube   casts 

from    . .         . .       7 
Thrembotit  of  Intarior  vtna 
cava,  flmulatlnv  aculi 
MplirHls        . .         7,  749 
spleen     not     en- 
larged by       . .  632 
varicose       abdo- 
minal veins  from  52 

-  innominate  vein  . .  751 

-  of  jugular  vein,  extension 

from  sinus     . .         . .  597 

infarction    of    lung 

from  . .   106 
from  otitis  media  . .   106 

-  latentl    sinus,    broncho- 

pneumonia from       . .  289 

embolLsm    of    lung 

fromlOC.  159,  259,644 

gangrene    of     lung 

from  259,  644 

from    otitis    media 

84,  106,  150,  289,  567 

pyrexia  from  (/ij?. 

244)  567 

rapid  pulse  with    . .     84 

rigors  from  . .  567 

-  mesenteric,  constipation 

with  . .   131 

hmniatemesis  from   . .   131 

from  heart  disea.se     . .   131 

intestinal    obstruction 

simulated  by         . .  389 
laparotomy  in  diagnos- 
ing . .  . .  . .  389 

meUona  from  . .   131 

meteorism  trom         . .  389 

perito?iitis  from         . .   389 

-  owienia  of  one  leg  from . .       8 

-  pampiniform         plexu.^ 

priapism  from  . .  538 

-  popliteal,  (lifliculty  of.. 

detei'ting        . .  . .   410 

Ttirombosit  of  portal  vein    SI 

fn>m  appendicitis,.     51 

a-k'ites  from  45,  51,  272 

chamcteis  of  as*'itic 

tluid  in    . .  . .     51 

liaimaten«!sis     from  272 

jiuindice  with        . .     51 


Thrombosis  of  /tortal  vein,  contd. 

melffiiia  from  . .  272 

piles  from  . .         . .     51 

pyrexia  with  . .     51 

rigors  with  . .     51 

spleen  enlarged  with 

272,  632.  636 

Thrombosis    of    postaritr 
cofobollar  artory,  olhtU 

of       S8 

inferior         cerebellar 

artery,  ataxy    from  61 

sensory  changes 

from      iFig. 

264)  610 

-  post-partum,  white    leg 

from  ..411 

-  pulmonary,  from  mitral 

stenosis  . .  . .  289 

-  renal,  albuminuria  from 

7,  749 

hematuria  from         7,  749 

infarction  from  . .       7 

tube  casts  from        7,  749 

Tkrombosls  of  ronal  votais,  * 

diaonoslsof  ..  7 

Tbrombosis  of  ronal  voina. 

simulatlns  aeuto 

ritls  *  .  • 

tube-casts  from 

Tbrombosls,  retinal, 

anees  of 

blindness  from 

black  spots  before  eyes 

from 
vein  (Ptale  XX) 

-  saphenous,  extension  to 

vena  cava  . .  8, 
OHlema  of  one  leg  from 

-  of  sigmoid  sinus        .   . . 

-  splQal,  allocheiria  from . . 

-  in  enteric       . . 

injury  and 

paraplegia  from 

softening      of      ccnxi 

from 

in  scariet  fever 

from  syphilis 


389, 
myelitis 


418 

762 

72 
418 

749 
749 
597 
17 
516 
517 
516 

516 
516 
516 


transverae 

from 

-  splenic,  autopsy  in  dia- 

gnosing 

in  blood  diseases 

hnmatemesis  from    . . 

infarction  from 

-  laparotomy     in     dia- 

gnosing 
splenomegaly  and 

-  of  superior  longitudinal 

sinus,  coma  from 

convulsions   from 

120, 
encephalitis  simu- 
lated by 

simulating 

headache  from  . . 

meningitis    simu- 

Uted  by     120. 

simulating 

a>dema    of    scalp 

from    . . 

optic  neuritis  from  120 

paraplegia     from 

510,  511. 
{xjKt-mortem  dia- 
gnosis 

pyrexia  from 

retracted       head 

from    . . 

vomiting    from 

120, 

-  systemic  venous,  pulmo- 

nary embolism  from . . 

-  of  vena  cava,  cedema  of 

back  from 

inferior,  ascites  from 

superior 

Bright's  disease 

simulated  by. . 
onlema     <f    (ace 

ar>d  arms  fnuu 
from  whitlow 

-  venous,  in  cachexia 

gangrene  from 

in  leukiemia  . . 

leucocytosis  with 

limping  from  . . 


389 

272 
640 
272 
640 

272 
272 

118 

511 

120 
511 
120 

591 
511 

597 


591 

120 
511 

589 

511 

290 


46 
751 

413 

413 
413 

411 
258 
411 
360 


THROxMBOSIS    —    TONGUE 
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Thrombosis,  venous,  contd. 

in  maligtmnt  disease     411 

cedema  from  . .         . .  410 

pulmonaiy    embolism 

from  . .         . .  159 

in  typhoid  fever       . .  411 

Throwing,  subacromial  bur- 
sitis from       ..         ..  476 

Thrush       74 

Thumbs,     double-Jointed, 

in  Mongolism  . .  191 

-  pink        . .         . .         . .  654 

Thumpinjir  of  heart         . .  486 
Thymol,  for  ankylostomia- 
sis      . .         . .         . .  521 

Thymus  gland,  astiima  si- 
mulated by    . .         . .  535 

enlarged,  coma  from      144 

convulsions  from  114,  145 

dullness  over         . .  419 

in  lymphatism      . .  382 

orthopnoja    from 

418,  419 
skiagram  of  . .  419 

-  • stridor  from  . .  651 

tracheal  obatniction 

by  ..     418,  651 

-  -  luemorrhage  into     . .  159 
sanroma,    vena  -caval 

obstruction  by      . .  751 
Thyroglossal  duct  . .  698 

Thyroid     cartilage,     peri- 
chondritis of  . .         . .  613 

-  extract,    benefit   of,    in 

Uiyroid    infantilism  190 

-  -  in  cretinism   . .         . .  511 

-  -  enuresis  cured  by     . .  218 

for  hypotliyroidism  . .  409 

menopause  conditions 

benefited  by  . .  409 

-  -  in  myxcedema  . .  537 

palpitation  from   484,  486 

tachycardia  from  703, 

704,  705 
weight  reduction  by. .  770 

-  inland,    abscess    in    (see 

Abscess,  Thyroid) 

adenoma  of   . .         . .  721 

bruit  over,  in  Graves's 

disease        . .         . .  215 

carcinoma  of  201,  648, 

672,  711,  714,  721 

cyst  of  . .         . .  721 

defect,  ateliosis  and . .  190 

cretinism  from      . .  190 

infantilism  and  189,  190 

THYROID     GLAND     EN- 
LARGEMENT ..  721 

from  abscess  . .   722 

in  acute  rheumatism  722 

adenomatous         . .  721 

in  cholera  . .         . .   722 

from  cjrstic  goitre. .  721 

fibrous  goitre        . .  721 

in  Graves's  disease 

215,      229,     486, 
694,     70S,      721, 

722,  726,  770 

laryngeal    paralysis 

from  . .  495 

from  ligneous  goitre  721 

in  malaria  . .         . .   722 

from  malignant  di- 
sease      . .         . .   721 

during  menstruation  721 

movement  on  swal- 
lowing    . .         . .  721 

-  —  orthopnoea    from 

418,  419 

parenchymatous    . .   721 

in  prwnancy         . .   721 

Thyroid    gbmd,    enlaroMi, 
pressure  symptoms  of  722 

in  pyiomia  . .  . .   722 

stridor  from  . .  051 

8wellltigof  nock  from  721 

in  syphilis  . .  . .    722 

tnu'hea    obstnicled 

by  ..      418,  651 

in  typhoid  fever    . ,   722 

variola        . .  . .   722 

hieniorrhaj^e  into,  acute 

dyspnrra  from       . .   721 
death  from  . .   721 

-  -  hydatid  of      . .         . .  722 

ovarian  relationship  to  4(19 

rapid  enlaiigement  of  158 


Thyroid  gland^  contd. 

Riedel's  disease  of    . .  158 

-  secretion,    menstruation 

and 388 

-  treatment,  no  benefit  in 

adiposis  dolorosa      . .  410 

in  diagnosis   . .         . .     38 

in  distinguishing  cretin 

from  Mongol         . .  238 

myxoedema   119,  235,  415 

Thyroidectomy,        tetany 

after    . .         . .         3,  151 
Tibia,  arrested  growth  of, 

from  injury   . .         . .   114 

-  bedsore  over     . .         . .  257 

-  deformed,  in  congenital 

syphilis  . .         . .  235 

-  enlaiiged  by  tuberculous 

abscess  . .         . .  669 

-  epiphysitis    of,    limping 

from 362 

-  epitlielioma  invading  . .  672 

-  greenstick  fracture  of  . .  362 

-  myeloid  sarcoma  of      . .  672 

-  necrosis  of,  talipes  from     114 

-  node  on,  from  yaws     . .  403 

-  osteitis  deformans  affect- 

ing       670 

-  osteomyelitis  of. .      362,  404 

-  overgrowth  of,  from  in- 

jury      114 

-  periostitis    of,     limping 

from 362 

-  sarcoma    of    362,    {Fig. 

283)  671,  693 

-  syphilitic  nodes  on       . .  669 

-  tuberculous  abscess  of. .  669 
Tibiaa,     sabre-shaped,     in 

rickets  . .         . .  186 

Tibial  artery,  cessation  of 

pulsation  in  . .         . .     34 
Tibialis  anticus,  nerve  sup- 
ply of  . .     498,  499 

-  posticus,  nerve  supply  of  498 
Tic,  convulsive,  simulating 

chorea 133 

-  douloureux,     age     inci- 

dence of         . .         . .  447 

-  cerebral  tumour  simu- 

lating ..         ..  447 

Tic     douloureux,    OMirtI 
account  of    ..        ..  447 

hyperacusis  from  308,  309 

pain  in  scalp  from    . .  711 

photophobia  in         . .  525 

ptyalorrhoea  related  to  543 

tenderness     of     scalp 

from  . .         . .  711 
trophic  changes  in    . .  447 

-  habit,  effect  of  will  on 

movements  of  . .  133 

Tics,  spasmodic    . .        . .  138 

Tickling,  hiccough  from  . .  307 

-  in  throat,  before  hsemo- 

ptysis 286 

Tight  lacing,  furrowed  liver 

from 367 

hcpatoptosis  from  366,  368 

liver   dullness    dimin- 
ished from  . .         . .  366 

depressed  by         . .  367 

menorrhagia  from  386,  387 

Riedel's  lobe  and      . .  366 

Tightness  in  chest,  in  bron- 
chitis   432 

chronic  mediastinltis    435 

-  frjm  mediastinal  new 

growth       ..         ..  434 

from  overstrain  of  in- 

temostal  mus<'les  . .  432 
Tilbury  Fox,  impetigo  con- 

trwriosa  of       . .  . .  401 

Tinctnm  of  nniira,  derma- 
titis from       . .  . .   755 

-  iodine,  test  for  bile  pig- 

ment    743 

Tinea  (and  see  Ringworm)  247 

-  circinata,     eczema    dis- 

tingiilshod  from        ..  219 
Tinea     circinata,    oeneral 
account  of    ..        ..  249 

-  itchiiifr  with  . .         . .  249 
lips  ufTet'te*!  by         . .   365 

-  lymph-Grlands  enlarged 

with            ..         ..  249 
microscope  in  diagnos- 
ing   219 


Tinea  rirnnata^  eontd. 
pityriasis    rosea    dis- 
tinguished from    . .  604 

-  psoriasis  dbtinguished 

from  . .         ..219 

scales  on        . .         ..  249 

simulated  by  carbolic 

acid  ..         ..22? 

spores  in         . .         . .  223 

syphilides     disting- 
uished from       219,  384 
T.  imbricata  simulat- 
ing   250 

-  decalvans  . .         . .  2 19 
Tinea    imbricata,   ommi^I 

account  of  . .  250 

. ichthyosis  simulating    250 

lepidophyton  of        . .  250 

scales  in         . .         . .  250 

T.  circinata  simulating  250 

-  marginatum,      bathing- 

drawers  area  affected 

by       401 

itching  in       . .         . .  640 

-  sycosis,  carbuncle  simu- 

lated by         . .         . .  249 

eczematous  folliculitis 

distinguished  from     249 
Tinea     mycosis,     otnml 

account  of    ..        ..  249 

-  microscope  in  diagnos- 

ing   349 

seborrhcBa  distinguish- 
ed from      . .         . .  249 

-  syphilides  distinguish- 

ed from  . .  249 

Tinea   tonsurans,   general 

account  of  ..  248 
scales  in         . .         . .  602 

-  versicolor,  chloasma  si- 

mulating       . .         . .  250 

colour  of        . .         . .  250 

distribution  of  . .  250 

eczema  seborrfaoeicum 

simulating  . .         . .  250 

erythema  from         . .  222 

erythrasma  simulating  251 

Tinea    versieolor,    foneral 

account  of    . .        . .  250 

leprosy  simulating    . .  250 

macules  in     . .         . .  388 

microsporon  furfur  in  360 

pigmentation  from  . .  629 

pityriasis  rosea  simu- 
lating        . .         . .  250 

-  -  scales  in  250,  629,  601,  602 
syphilides    simulating 

350,  384 

Tingling,  as  an  aura  of  epi-    *■  * 

lepsy 67 

-  from  peripheral  neuritis 

465,  607 

-  sensation  from  miliaria    755 

-  in  tabes  . .         . .         . .  609 

-  from  tinea  circinata  . .  249 
Tinkling,  metallic.  ■  ..168 
TINNITUS 722 

-  deafness  and      . .  . .  723 

-  with  facial  paralysis      .  .493 

-  after  flushing     . .  . .  241 

-  intracranial  murmur  witii  723 
Tinnitus,  list  of  causes  of . .  723 

-  in  M^nidre's  disease     . .  752 

-  from  otitis  media    165, 

422,  423 

-  otosclerosis        . .         . .  753 

-  plethora  . .         . .  221 

-  syphilis  of  internal  ear. .  753 

-  telephone  ear    . .         . .  303 

-  wax  in  ear  . .  . .  421 
Tiredness,  from  phttiUis..  573- 
Toadstools,     haeonoglobin- 

uria  from       . .         . .  284 
Toast,  in  test  meal  . .  319 

Tobacco,  arably(^ia  from  759 

-  central  scotoma  from  . .  760 

-  colour    blindness    from 

759,  760,  762 

-  cough  from        . .         . .   148 

-  deafness  from    . .         . .  166 

-  dyspepsia  from  . .         ..  319 

-  false  angina  pectoris  from  434 

-  furred  tongue  from      . .     43 

-  gastritis  from    . .       43,  317 

-  headaclie  from  . .         . .  296 

-  heart,   heartburn   simu- 

lathig 297 


Tobacco,  contd. 

-  heart  failure  from         . .  418 
T-  hemeralopia  from         . .   763 

-  infantilism  from  . .   189 

-  insomnia  from  . .         . .  320 
j  -  intermittent       claudica- 
tion and  . .         . .  440 

I  -  irregular  heart  ftom  . .  486 
I  -  loss  of  appetite  from  ..  43 
I  -  low  blood-pressUic  from  82 
'  -  orthopnoea  from  . .  418 

I  -  palpitation  from  484,  485 
!  -  pulse-rate  and   . .         . .  486 

-  tachycardia  from  703,  704 
I  -  tinnitus  from  . .  . .  723 
I  -  tremor  from  . .  . .  724 
I  -  variable  incidence  of  ill 

I  effects  of       . .         . .  485 

,  -  vertigo  from  . .  . .  762 
I  -  vomiting  from  . .  . .  764 
j  Toe,  abraded,  cellulitis  from  410 

-  big,  exostosis  of  ..671 

in  peroneal  atrophy  . .  513 

plantar      flexed,      in 

Tooth's        peroneal 
palsy  . .         . .     60 

-  melanotic  sarcoma  start- 

ing in  . .         . .  381 

-  pain  in  (see   Pain  in  the 

Toe) 
Toe-nail,  ingrowing  . .  438 

Toes,  athetosis  of  . .  131 

-  cheiropompholyx  of     . .  756 

-  clubbed,  with  congenital 

heart  disease  157,  215,  720 

patent  interventricular 

septum       . .         . .  215 
pulmonaiy  stenosis  91,  217 

-  cyanotic,   in   Raynaud's 

disease  ..     162,  441 

-  dead,  in  swimmers       . .  162 

-  dragging  of,   in   spastic 

monoplegia    . .         . .  496 

-  gangrene    of    (see  Gan- 

grene) 

-  hyperextended,  in  talipes  112 

-  pallor  of,  in  Raynaud's 

disease  . .         . .  441 

-  position  in  tetany         . .       2 

-  Raynaud's  disease  affect- 

ing      ..162,  256,  441  699 

-  scabies  of  . .         . .   755 

-  sore,    femoral    abscess 

from    . .         . .         . .  674 

inflamed  inguinal 

glanils  from  . .  381 

Toicelau  ringworm  . .  250 

Toluylenediamine,      effect 

on  dogs  . .         . .  337 

-  jaundice  from  . .  325,  337 
Tomato  tumours  of  skin  . .  731 
Tomatoes,  oxalate  from  . .  424 

-  oxaluria  after  . .  . .  281 
Tongue,   absence  of  deep 

tenderness  in,  in  tabes  515 

Tongue,  acute  esdoma  of, 
causes  of 

swelling    of,     from 

angina  Ludovici    . .  158 

-  aru;ioma  of        . .      608,  699 

-  angeioneurotic      oedema 

of         ..        411,  698,  699 

-  angiosarcoma  of  . .  699 

-  atAxy  of . .         . .         . .     59 

-  atrophy    of,    in    bulbar 

paralysis        197,  493,  627 

from      12th        nerve 

paral3'sis    . .  . .     63 

-  bald,  in  scarlet  fever    . .  617 

-  biting,  in  convulsions  . .   143 

-  -  epilepsy  . .  59 1,  698 
Tongue,  bleeding  navi  of 

{Plate  XV if)..         ..  292 

-  from  stomatitis  ..     71 

-  brown,  in  acute  yellow 

atrophy  . .  . .   273 

Tongue,  cliancre  of         .  •  739 

-  coated,  in  appendicitis. .  454 

diverticulitis  . .  . .  453 

scarlet  fever  . .  . .   227 

-  cramp     of,    in     cornet- 

players  . .  ..   It'll 

-  dark  red.  in  diabetes    . .   264 

-  dermatitis  herpetifomiu* 

aiTecting         . .  . .     74 

-  dr\',     in     acute     vollow 

atrophy  . .  "    273,  333 
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Tnnior,  cotUtt. 

Tremor,  from  alcohol  14C, 

233,  726 

Tremor,  ataxia  and         . .  727 

-  from  cirebral  embolism  133 

-  in  chorea            . .          . .  727 

-  olioreu  distinguished  from  1 3  5 
Tremor,    coane,    oeneral 

account  of  ..727 

Tremor,  from  drugs        ..  726 
Tremor,  fine,  peneral  account 

724-7 
..  241 
..   146 


21% 


134,  727 
134,  727 
58 


517 
728 
517 


Of 

-  after  fliishiaer    . . 

-  in  general  paralysis 

-  Graves's     disease 

22y,  703,  722,  72C,  770 

-  after  hemipl^ia 

-  in  hysteria 

-  infantile  hemiplegia 

-  intention,  from  cerebellar 

abscess 

ataxy 

tumour 

cerebral  diplegia   724,  729 

disseminated  sclerosis 

148,  307,  49f>,  617, 

-  -  Friedreich's       disease 

140,  512, 
Tremor,  Intention,  oeneral 
account  of 

in  hysteria    . .      724,  728 

Tremor,    Intention,    from 
mid-lirain  lesions 

neurasthenia  . . 

-  of  iris,  from  dislocated 

-  from  lead 
Tremor,  list  of  causes  of 


724 
728 
728 


729 

728 

175 
726 
724 

-  from   mercury      33,  65,  726 

-  mid-brain  tumour        . .  727 

-  nervousness       . .         . .  726 

-  in  peripheral  neuritis  65,  256 

-  with  professional  cramps  151 

-  rat^  of 724 

-  of    toniBTue,    in    chronic 

alcoholism     . .         . .     51 

cirrhosis         . .  . .     51 

Tremor,  unilateral  . .  727 

Trench  feet  . .  . .  224 

Trephining,  for  meningeal 

haamorrhage  . .         . .  118 
Treponema   pallidum   (see 

SpirocluBta  Pallida) 
Triceps,  nerve  supply  of. .  505 

-  pseudo-hypertrophy     of  513 

-  root  innervation  of      . .  509 
Triceps-jerk,  increased,  in 

brachial  monoplegia. .  502 
Triciiiasis,  from  trachoma  231 
Trictilna     spiralis,     blood 
changes  wKh  . .        . .    26 

cachexia  from  . .     99 

in  muscles      . .         . .  464 

Trichinellaa,  in  stools        . .  464 
Trichinosis,  cholera  simu- 
lated by  . .  464 

-  embryos  in  blood         . .   729 

-  eosinophllia  in  464,  729 

-  epidemic 729 

-  erythema  in       . .         . .  223 

-  fever  in  . .         . .         . .  644 

-  jfastro-entcritis  ffom    . .  464 
Trichinosis,  general  account 

of       464 

-  geographical  distribution 

of         464 

-  leucocytosis  in  . .         . .  464 

-  muscles  affected  by      . .   729 

-  cpdema  of  face  in         . .  464 

-  pain  in  the  limbs  from. .  463 
muscles  in      . .      464,  729 

-  perspirations  in. .  ..  464 

-  pol.vmyoBitis   simulating  464 

-  pork  and  . .      464,  729 

-  pyrexia  from     . .         , .   729 

-  rheumatism  simulated  by  464 

-  swelling  of  muscles  in  . .  464 

-  tenderness  of  spine  from  713 

-  trichlncllffi  in  stools  in. .  464 

-  trismus  from      . ,  . .   729 

-  typhoid  simulated  by..   464 
Trichocephalus  dispar      . .  526 

no  blood  clianires  with     26 

in  colon         (Fig.  218)  520 

commonness  of         . .  520 

eosinophllia  rare  from  219 

no    eosinophllia    from  520 


Trichocephalus  dispar^  coutd. 

-  -  ovum    {Fig.    28)    80, 

520,  {Fig.  219)  521 

no  symptoms  from  . .  520 

Trichophyton  acuminatum  217 

-  crateriforme       . .         . .  247 

-  rosiiceum  ..         ..  247 

-  sulphureum       . ,         . .  247 

-  violaceum  . .  . .  247 
Tricuspid  area,  bruits  in  92 
definition  of  . .         . .     92 

-  regur.  itation,  from  aL-o- 

holism  ..         ..214 

bruit  of  ..        92,  211 

without  bruit  . .     92 

from  dilatation  of  right 

ventricle     . .         . .     92 

dullness   to    right    of 

sternum  in . .         . .     92 

from  emphysema      . .  217 

liver  enlarged  from  . .     92 

from  mitral  regurgita- 
tion ..         ..  211 

-  -  oedema  of  legs  from  . .     92 

-  -  pulsatile  liv^  from  92,  368 

-  pafeation  of  neck  veins 

in 92 

-  -  thrill  with      . .         . .  721 

-  stenosis,  ascites  with    . .  694 

-  -  lividity  with  . .         . .  694 

with  mitral  stenosis. .  694 

nutmeg  liver  with     . .  694 

cedema  of  legs  with  . .  694 

-  orthopnoea  with       .  ^  694 

-  -  presystolic  thrill  with  721 

pulsating  liver  with  . .  694 

Trigeminal      nerve      (see 

Nerve,  Fifth) 

-  neuralgia  (see  Neuralgia, 

Trigeminal)  t 

Trigone,  affections  of,  pain 

at  tip  of  penis  from  .  i  4U 
Triplegia,  spastic  infantile  132 
Trinitrotoluol,  acute  yellow 

atrophy  from  . .  334 

-  jaundice  from  . .  325,  334 
Trional,  bradypncea  from    84 

-  coma  from         . .         . .  118 

-  cyanosis  from    . .         . .  157 

-  erythema  from..         ..  222 

-  hemoglobinuria  from  . .  284 

-  methajmoglohinnria  after  157 

-  reducing    substances    in 

urine  after  . .  . .  157 
TRISMUS 729 

-  from  alveolar  abscess  . .  683 

-  catalepsy  . .         . .  729 

-  hydrophobia      . .         . .  730 

-  hysteria  ..         ..      138,  417 

-  malingering  of  . .         . .  729 

-  from  strychnine  . .   730 

-  simulated    by    alveolar 

abscess  . .  . .  "729 
angina  ludovici         . .   729 

-  epithelioma    . .         . .  729 

facial  neuralgia         . .  729 

hysteria  . .  . .   729 

impacted  wisdom 

tooth  ..  ..729 

mumps  . .         . .  729 

myositis  ossificans    ..  729 

odontoma      . .         . .  729 

quinsy  . .         . .  729 

temporomaxillary  arth- 
ritis ..         ..729 

-  in    tetanus     138,     152, 

417,    649,    729 

-  tetany     . .  . .  . .   730 

-  trichinosis  . .  . .  729 
Trhile  phosphate  . .        . .  524 

-  -  crjstals of  {Fig.  221)  624 
Trochanter,  great,  bedsore 

over     , .  . .  . .   257 

Trammer's  test  . .  261 

Trophic  changes,  atrophy 

of  testis  from . .         . .     66 

in  hair  and  skin,  In  tic 

douloureux  . .  447 

nails    . .  . .  460 

in  syringomyelia   110,  257 

-  ulcer,  finger  affected  by  240 
Trophcedema,      hereditary 

{Fig.  ni)  411 
Tropical  liver  . .  369 

-  aie<licine,  TiOndon  School 

OI  •  •  •  •  •  •        ^n 

Tropics,  ankylostomum  in    81 


,.  538 


284 
655 
383 

488 

7 
627 
602 
383 
490 
757 

66 
679 
603 

6C 


Tropics^  contd. 

-  cheiropompholyx  in     . .     97 

-  clironic  diarrhoea  in     . .   172 

-  chylous  ascites  in         . .     50 

-  chyluria  in         . .         . .     50 

-  congestion  of  liver  in  334,  369 

-  eczema   maiginatum    in  250 

-  elephantiasis  in  28,  695 

-  fllaria  in  . .  . .  109 

-  hepatic  abscess  in      291, 

332,  369 

-  hypothermia  after  resi- 

dence in         . .         . .  312 

-  loss  of  weight  after  fevers 

of        ..         ..         ..  770 

-  malaria  in  . .         ..  632 
Trousers,    iU-fitting,    pria- 
pism from 

Trousseau's  sign  in  tetany 

3,  151,  152 
Truffles,     luomoglobinuria 

from    . . 
Trunk,  chromidrosis  of    . . 

-  leprosy  erythema  of     . . 

-  lichen        scrofulosoram 

affecting 

-  oedema   of,   from    renal 

growth 

-  pigmentation  of 

-  seborrhcea.  affecting 

-  syphilis  roseola  on 

-  syphiloderms  of     ... 

-  vaccinia  affecting 
Truss,    atrophy    of    testis 

from    . .         . .         . . 

-  glands  enlarged  from   . . 

-  psoriasis  affecting 

-  spermatic  cord  compres- 

sion by 
Trypanosoma     gambiense 

{Plate  XX  Via,  Fig.G)nA 

in  cerebrospinal  fluid  305 

characters  of . .         . .     28 

Trypansomes  in  blood    28,  226 

-  cerebrospinal  fluid        . .     28 
Trypanosomiasis  ..        ..    2t 

-  enlarged  lymph-glands  in   38 

-  erythema  from         223,  226 

-  gland  puncture  in  dia- 

gnosing . .         . .     28 

-  kala-azar  due  to  . .     29 

-  parasites  in  blood  in     . .     27 
Tryptic  activity  of  motions  328 
Tubal    abortion   (see   Abor- 
tion) 

-  gestation    (see    Ectopic 

Gestation  ) 

-  mole       393 

Tube  casts,  in  acute  neph- 
ritis    . .  14,  42,  281 

from    albuminuria   . .  537 

arteriosclerosis  . .  687 

bacteria  in     . .  . .       6 

bacteriuria     . .         . .     70 

in  blood  diseases      . .       7 

in  Bright's  disease 

9,  105,  412 

from     carcipowa     of 

rectum      ^ . .         ...  7 

cerebral    lufimorrhage 

and  . .         . .   119 

in  chronic  nephritis 

11,  76,  212,  274,  298,  408 

peritonitis 

chyluria 

from  cystic  kidney 

disintegration  of   6,  10, 13 

in  fungatlng  endocar- 
ditis ..         ..7 

Tube  casts,  general  acccunt 
of  {Plate  /)   . .  6 

from  granular  kidney  637 

-  with  high  blood-pres- 

sure..        ..     212,  485 
insigniflcanoe  of  single      6 

-  in  lardaceous  disease  8,  537 
mucus  simulating     . .  399 

-  -  with  nephritis       109,  420 
from  new  growth  ot 

kidner        . .         . .       7 

with  cpdema  of  legs  . .  412 

in  pyelitis      . .         . .  578 

-  -  pyelonephritis  . .  578 

from  renal  growth   . .       7 

infarction  . .  7,  283 

-  from  renal  thrombosis 

,:.     7.  749 


47 
109 
5S7 


Tube  cants,  contd. 
with  suppumtive  neph- 
ritis . .  . .   594 

in  unamla       . .        SJ,  417 

from  uterine  causes  . .       8 

varieties  of     . .  . .       (J 

Tube  casts,  various  causes 
of  • .  6,  7 

from        vena        cava 

thrombosis         . .       7 
Tubercle  bacilli,  antifomiin 
process  in  detecting   . . 

458,  042 

in  ascitic  fluid  . .     43 

cases  of  cough  . .   1 1'J 

caustic  potash  in  ex- 
amining for  . .   642 

cerebrospinal  fluid  305,  590 

cj'stitis  due  to     •      . .     70 

in  eve  discharge        . .  735 

-  -  fasces   . .  70,  385,  458 
guinea-pig  inoculation 

in  detecting  . .   104 

from  gums     . .  . .     74 

hfflmoptysis  and        . .   286 

from  hernia  testis     ..   623 

in  liver  pus     . .  . .   375 

meningitis  from        . .   146 

nephritis  due  to        . .     69 

from  nipple    ..         ..  181 

in  otitis  media  . .   422 

-  -  {Plate  XXV 1 1 1)      ..   614 

pyelonephritis  due  to     69 

sore  throat  due  to     . .  613 

from  s<!rotal  fistula   . .   479 

Tubercle  bacilli  In  sputum 

159,  199,  288,  458,  641,  642 

in  influenza  . .   564 

phthisis     159,     286, 

293,  476,  532,  642,  643 

pneumothorax    and  531 

Tubercle  bacilli  in  sputum, 
no  proof  that  phthisis 
is  advancing  ..        ..641 

in  tuberculous 

laryngitis  . .   293 

Tuberele  bacilli,  staining  for  641 

from  tuberculous  tonsil  815 

ulcer  of  palate  . .   588 

ureteritis  due  to        ..     69 

-  -  in  urine  279,  282,  355, 

460,  473 

with    tuberculotis 

bladder  ..      397, 

471,  579 

kidney     ..      117,  577 

Tubereles  in  the  choroid  ..417 
in  meningitis  . .  . .  590 

-  erythema  nmltifonne  . .  489 
Tuberculide,  lichen  scrofulo- 

sorum  a         . .  . .  488 

Tuberoulides.   general   ac- 
count of  . .  559 
Tuberculin  injection,  diag- 
nostic             . .         . .  677 

in  obscure  pyrexia  . .  573 

phthisis  . .  . .   768 

tuberculosis   506,  669,  740 

-  reaction     in     Addison's 

disease  . .         . .     34 

^-{Plates  XXXVI, 

XXXVII)..      708,  770 

eosinophllia  from      . .  219 

Tuberculosis,  abdominal, 
pigmentation  of  skin 
in  . .  528 

-  acetonuria  from  . .       4 

-  acut«  miliary,  leucopenia 

in        361 

-  albuminuria  in  . .         . .     13 

-  amenorrlicea  in . .  . .     18 

-  antemia  from      . .  32,  33 

-  anorexia  in         . .        43,  560 

-  associated   with  svphilis  293 

-  atrophy  of  testis  from  60,  07 

-  axillary   glands   affected 

by        ...         . .  . .   380 

abscess  from  . .  . .   060 

Tubereulosis    of    bladder 

{Plate  Xi)    . .         . .  282 

achinf?     in     j)erineum 

from    . .  . .   474 

age  incidence  of  282, 

3i»7.  471 

Bilharzia  sitnulatine 

2S2,  472 
calculus  sinmlatinL,'  . .   579 
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Tuber  etilMts^  eontd. 

seminal  vesicles  infected 

with  . .         . .  ^37 

simulating  neoplasm    480 

tuberculous  bladder  471 

Tuberculosis  of  testis, 
syphimie  testis  distlii- 
guWied  from        480,  622 

tuberculous      bladder 

with  . .         . .  579 

kidney  with  . .  577 

ulceration  of  scrotum 

from  . .         . .  621 
wasting  with  . .         . .  409 

-  tongue     ..         540,  698,  739 

-  of  tonsil 615 

-  tuberculin  tests  In  566, 

573,  677,  738.  740,  768 

-  typhoid  simulated  by  . .  566 

-  ulceration  of  bowel  from  283 

opening  into  bladder  575 

of  larynx  from  . .  158 

nose  from       . .         . .  220 

tongue  from  . .         . .  738 

-  of  ureter  . .      355,  472 
cystoscope     in      dia- 
gnosing      . .         . .  473 

frequent     micturition 

from  . .         . .  473 

kidney  tender  with  . .  473 

pain  In  iliac  fossa  from  454 

penis  from..      471,  473 

rectal  examination  In 

diagnosing  277,  471, 

473,  579 

secondary  to  kidney . .  473 

simulating  tuberculous 

bladder       . .         . .  471 
tubercle  bacilli  in  urine 

with  ..473 
vaginal  examination  in  579 

-  of  urethra  . .         ..18ft 

-  uteri,   carcinoma   simu- 

lating   391 

erosion  simulating   . .  391 

metrorrhagia  from  390,  391 

microscopical  diagnosis  391 

-  of  uvula,  sore  throat  from  613 

-  of  vas  deferens..         ..  697 
with       tuberculous 

bladder  . .         . .  397 

-  visceral,  multiple  benign 

sarcoid  with  . .         . .  405 
Tuborculosls,  von  Plrquot's 

test  for  34,  385,  459, 
479,  566,  573,  631, 
669,    696,    738,    740, 

76t,  7M 

-  vulval  swelling  from    . .  699 

-  weakness  from  . .         . .  566 

-  Woodcock's      teat      in 

(Plate  XXX  r/)    . .    7«.8 

-  yaws  distinguished  from  403 
Tuberculous    glands    (see 

Lymphatic       Glands) 

-  nodule  in  brain,  hemian- 

opsia from     . .         . .  301 
Tubular     breathing     (see 

Bronchial    Breathing)  168 
Tumour  (see  under  Swell- 
ing) 
Tumour,  abdominal,  from 

aneurysm       . .         . .  331 

from     carcinoma      of 

duodenum  . .         . .  272 

stomach     270,  271, 

317,  318 

constipation  from     . .  127 

distended  bladder  caus- 
ing   45 

from  diverticulitis    . .  453 

gastric  ulcer  . .         . .  318 

heart  Impulse  displaced 

by 299 

intussusception    caus- 
ing ..  78,  115,  127 

lineu  albicantes  from  365 

liver  pushed  up  by  . .  367 

multiple,  malignant..     47 

tuberculous   47,  48,  130 

from    ovarian    disease     19 

palpitation  from       . .  485 

from  pregnancy         . .      19 

simulated  by  hysteria  390 

simulating  as<'ites     . .     44 

from  tuberculous 

omentum    . .         . .     48 


TumouTy  contd 
with  tuberculous  peri- 
tonitis       . .         48,  130 

-  green,  in  chloroma       . .     39 

-  phantom  (see  Phantom 

Tumours) 

-  pulsatile    (see  Swelling, 

Pulsatile)  • 

-  renal  (see  Kidney,  En- 

larged) 
TUMOURS  OF  THE  SKIN  730 
Tuning-fork  with  foot-piece 

{Fig.  74)  164 

-  tests  .4  . .  . .  164 
Tunnels,  workers  in,  anky- 

lostomum  in  . .         . .     81 
Turkish     bath,     capillary 

pulsation  during      . .     93 
Turner,    Dr.,   temperature 

charts     supplied     by 
{Figs,  268,  269)  638,  639 
Turpentine,  anuria  from  40,  41 

-  bullae  from        . .         . .     96 

-  dermatitis  from  . .  755 

-  erythema  from  . .         . .  222 

-  hematuria  from  . .  275 

-  hffimoglobinuria  frnm  . .  28  4 

-  leucocytosis  from         . .  360 

-  nephritis  from  . .         . .       9 

-  priapism  from  . .         . .  538 

-  strangury  from  649,  650 
Twelfth  nerve  (see  Nerve, 

Vagus) 
Twins,  detection  of      200,  201 

-  dystocia  from  . .  . .  200 
Twitchings,  with  anuria. .     42 

-  hemiplegia  preceded  by  134 

-  due  to  increased  Intra- 

cranial pressure        . .  590 

-  muscular,  from  alcohol    726 

in  chorea       . .         . .  136 

delirium   tremens     . .  136 

from  fatigue  . .         . .  136 

in  general  paralysis..  136 

Graves's  disease       . .  136 

hysteria         . .         . .  136 

from      nervous      ex- 
haustion    . .         . .  136 

overwork       . .         . .  136 

-  from  unemia  . .  . .  40 
Two-glass  test       . .         . .  183 

in  gonorrhoea  . .   182 

urethritis        . .         . .  581 

l^ympanic  membrane,  per- 
forated . .      202,  422 

hearing  good  with..  165 

ruptured,  irom  a  blow 

on  ear        . .         . .  421 

h83morrhage  from  ear 

due  to     . .         . .  421 
Tympanites       (and       see 
Meteorism) 

-  abdominal       distention 

from    . .         . .         . .  418 

-  with  acute  peritonitis  . .  592 

-  from  carcinoma  coli    . .  330 

-  with  cirrhosis    . .  . .  371 

-  in  coeliac  disease  . .  171 
Tympanites,  distinction  from 

ascites  ..44 

-  heart  impulse  displaced 

by       299 

-  from  Hirschsprung's  dis- 

ease      130 

-  orthopnoea  from  . .  418 

-  palpitation  from  . .  485 

-  from  pancreatitis        . .  594 

-  simulating  ascites  . .  44 
Tympany,  thoracic  ..611 
Type-setters,  plumbism  In  117 
Typhlitis,  abscess  from  . .  663 

-  pain  in  right  iliac  fossa 

from 116 

Typhoid     bacillus     (see 
Bacillus  Typhosus) 

-  fever,    abdominal    full- 

ness in  . .         . .     76 

abscess  from  . .         . .  459 

acute  ascites  in         . .     47 

agglutination  test  In    171 

albuminuria  in  . .     13 

albumosuria  In  . .     16 

ambulatory    type     . .  459 

anorexia  in    . .  . .  636 

appendicitis  simulated  459 

appendicular    abscess 

simulating  . .         . .  361 


Typhoid  frver^  contd. 
TyphoM  fovtr,  arthritis  In 

340,  341 

atrophy  of  testis  from    66 

bacteriemia  in  . .  597 

blanching  in  . .      120,  574 

bleeding  gums  in      . .     72 

blood-count    in    dia- 
gnosing      . .         . .  636 

culture  in  diagnosing 

564,  636 

per  annm  in  . .     76 

carriers  of      . .         . .  254 

character  of  pyrexia  in  636 

Cheyne-Stokes  breath- 
ing In         . .         . .  108 

cholangitis  from       . .  333 

coated  tongue  in      . .  705 

coma  in  . .         . .  117 

constipation  in     564,  595 

contractures  after    . .  114 

cramps  in      . .         . .  152 

—  date  of  rash  in         . .  636 

deafness  from  . .  166 

deep-seated    suppura- 
tion simulating     . .  361 

delirium  in    . .       76,  169 

diarrtioea   in  76,  171, 

239,  564 

diazo-reactlon  In      . .  173 

dilatation  of  heart  in    214 

—  diphtheria  simulating  637 

—  empyema      of      gall- 

bladder from     254,  333 

—  epididymitis  from    . .     66 
epididymo-orchitis  from 

478,  696 

—  -  epistaxis  in     76,  221,  636 

fatty  heart  from       . .  212 

fatty  stools  in  . .  239 

febricula  representing  464 

foul  breath  in  . .     86 

taste  In      . .         . .  705 

frontal  headache  In . .  564 

—  gall-bladder  enluiged  in 

253,  254 

rupture  In  . .         . .  254 

gall-stones  after       . .  254 

gangrene  from  . .  255 

gastric   HCl   deficient 

in     . .         . .         . .  270 

Typhoid     fever,     general 
account  of    ..        ..  564 

general  peritonitis  from  388 

tuberculosis     simu- 
lating     ..      636,  640 

wasting  from        . .     59 

luemogloblnuria  from    284 

haamorrhage  in  . .  574 

headache  In   76,  566, 

572,  636,  640 

hip-joint  stiff  after  . .  340 

hyperpyrexia  in    309,  574 

hypothermia  after  . .  311 

indefinite  onset  of    . .  636 

Indicanuria  from       . .  314 

infective  parotitis  in    694 

influenza  simulated  by  565 

simulating  . .      56 1,  639 

—  intestinal  hflsmorrtiage 

in 120 

jaundice  in  325,  326,  335 

—  knee-jerks  exaggerated 

after  . .         . .  358 

lassitude  In   . .         . .  636 

leucocytosis  rare  In. .  360 

no  leucocytosis  in    . .  640 

leucopenia  in  76,  171, 

335,  361,  636 

low  pulse-ratio  in    . .  335 

lymphocytes  in        . .  636 

malignant  endocarditis 

simulated  by        . .  565 

simulating         . .  567 

Mediterranean    fever 

simulating  . .         . .  566 

memory  delects  after    20 

menorriiagia  from    . .  386 

mental  dullness  in    . .     76 

meteorism  in..         ..  389 

—  middle  -  ear      disease 

complicating         . .  595 

necrosis  of  jaw  from . .  683 

nephritis  from  . .     42 

nodes  from    . .         . .  670 

oedema  of  legs  after. .  414 

orchitis  from..         ..     66 


Typhoid  feper,  contd. 

osteitis  of  femur  after  340 

pain  in  the  eyes  in    . .  446 

iliac  fossa  from  454,  459 

pancreatitis  in  . .   100 

parapl^ia  from        . .  516 

paratyphoid  simulating; 

565,  636 

perforation  in  47,  389, 

574,  595,  653 

first  sign  of  . .  459 

periosteal  abscess  from  670 

periostitis  in..      596,   707 

of  rib  after. .         . .  686 

peripheral  neuritis  from 

61,  64 

peritonitis  in..      254,  595 

pleurisy    complicating  695 

pneumonia       compli- 
cating        . .         . .  595 

simulating  . .         . .  637 

pneumoperitoneum 

from  ..      652,  653 

polyuria  after        535,  536 

prolonged  pyrexia  from 

563,  564 

pulse  relatively  slow  in 

171,  56t,  636 

pulse-respiration  ratio 

in     . .         . .         . .  636 

purpura  in     . .         . .  553 

pus  in  stools  in         . .  557 

pysemia  simulating  . .  596 

pyelitis  in       . .         . .  576 

pylephlebitis        simu- 
lating . .         . .  567 

pyosalpinx  simulating  361 

rarity  of  pun)ura  in . .  554 

rhonchi  in      . .         . .  636 

Typhoid  fever,  rigors  in  . .  566 

rare  in        . .  . .  595 

TyphoM  fever,  rose  spots  of 

76,  171,  335,  562,  564,  636 

scarlet  fever  simulating  637 

septic«omia    simulated  565 

severe  abdominal  pain 

in     . .         . .         . .  574 

sloughs  in  stools  in  . .  636 

small  lymphocytes  in    361 

small-pox  simulating    637 

softening  of  cord  from 

616,  517 

sordes  in        . .         72,  86 

speech  loss  In  . .  623 

spinal    cord    changes 

after  . .  715 

thrombosis  from  . .  516 

spine  after     . .         . .  715 

Typhoid  fftver,  spleen  en- 
larged In  76, 171,  335, 

564,  629,  632.  636 

spondylitis  deformans 

from  . .  . .  714 
streptococci     compli- 
cating        . .         . .  341 

stridor  after  . .         . .  650 

submammary   abscess 

after  ..         ..686 
sudden  drop  of  tem- 
perature in         389,  574 

rise  of  pulse-rate  in  389 

suppurative       perito- 
nitis in       . .         . .     47 

sweats  in        . .  . .  595 

talipes  from    . .         . .   114 

temperature  ciiart  in    565 

tenderness  of  chest  in  707 

testitnilar  abscess  in . .   622 

tetany  from   . .  . .   151 

thrombosis  in  . .  411 

thyroid  gland  enlarged 

In     ..  ..  ..   722 

tinnitus  from . .         . .  723 

toxaBmia  in    . .         . .  214 

trichinosis  simulating    464 

tuberculosis  simulating 

565,  566 
tuberculous       menin- 
gitis simulated  by  565 

simulating  . .  . .  566 

typhus     distinguished 

from  . .  . .   335 

ulceration  of  bowel  in  557 

lurvnx  in   190,  287, 

292,  419,  660 
uli'prutive  colitis  simu- 
lating . .  . .     76 
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V nihil icnx_  rontd. 

-  (>viiri;in  <\Vr>t  uml  . .     44 

-  s^oabies  of  . .  . .   755 

-  ?ei'rio,  prolonged  pj'rexia 

from    . .  . .  . .   607 

-  -  feptii^mia  from       . .   507 

-  "fwollini;  at  (!*oe  Swellinj» 

in  l.'mbilical  Kegion) 

-  ulceration  at     . .  . .  483 
Uncinate     gyms     lesions, 

anosmia  from  . .  612 

tumour   of,    olfactory 

aura  with  . .  . .     08 

taste  loss  from      . .   705 

T'noonsoiousness  (see  Coma) 
ITndergTOund  wodters,  pallor 

in         . .  . .  . .     21 

Unpardonable  sin  . .  405 

Unreality,  sense  of,  as  an 

auni  of  epilepsy        . .     67 
T' radius,  carcinoma  in    . .     49 

-  cyst  of   . .  605,  660,  691 

-  malignant  nodules  in  . .   657 

-  ?ite  of 665 

T'nRmia,  acetonuria  in    . .       4 

-  acute,       with      chronic 

nephritis        ..         ..     11 

-  from  acut«  nephritis    . .   108 

-  albuminuria  in  85,  1 16, 

315,  417,  594 

-  without  albuminuria  . .  315 
Uramia,  amauroiis  in  759,  761 

-  amblyopia  in     . .  . .   756 

-  anemia  in  . .  . .   146 

-  appetite  lost  in . .         . .     40 

-  from  ascending  nephritis 

108,  146 

-  asthma  simulated  by  . .  535 

-  BabinsJti's  sign  in         . .     69 

-  bradycardia  in  . .  . .     83 

-  bradypnoea  in    ..  81,  85 

-  bromidrosis  in  . .  . .  054 

-  from  calculus  disease  . .   108 

-  Cheyne-Stokes  breathing 

in  . .   108 

-  from  chronic  nephritis. .  108 

-  coma     in     40,   83,    117, 

144,  146,  417 

-  -  first  sign  of    . .  . .   118 

-  convulsions    in    40,    85, 

137,  144,  116.  417,  594 

-  from  cystic  kidneys   42,  108 

-  delirium  in         . .        40,  169 

-  drowsiness  in     . .        40,  296 

-  dry  tontfue  in    . .  . .     40 

-  dyspiKpa  from  . .  . .   296 

-  from  enlargetl  prostalte  ^146 

-  gastritis  in         . .  . .   315 

Uramia,  general  account  of    40 

-  giddiness  In        . .          . .  40 

-  headache  in      116,  294,  296 

-  heart  enlaiTEjed  in         . .  146 

-  iiiccough  in        . .         . .  308 

-  liigii  blood-presRuro  in 

85,  146,  S15 

-  iiyperpyrexia  in        309,  574 

-  Iiypothermia  in  40,  311 

-  indigestion  simulated  bv  315 
Unemia,    latent,    gmeral 

account  of  . .  40 

-  from  nephritis  . .  . .  42 

-  new  growth  of  kidney. .  108 

-  opisthotonos  in..  ..417 

-  optic  neuritis  In  . .  85 

-  in  pregnancy     . .  . .  146 

-  pupil  reaction  in  . .  761 

-  pupils    contracted  and 

fixed  in           . .         . .  170 
small  in          . .         . .  40 

-  from  pyeloneplu-itls     . .  676 

-  renal  disease      . .         . .  594 

-  retinal  chanares  in         . .  146 

-  retinitis  with     . .         . .  315 

-  rigidity  of  face  In         . .  729 

-  rigors  simulated  in       . .  594  , 

-  shortness  of  breath  from  87 

-  simulated    after    severe  I 

iiiomorrhage  . .         . .  120  | 

-  simulating    cerebral  ab- 

8CPSS      •  •  «  .  ,  ,        Of> 

ha)morriiage  . .     85  ' 

tumour       . .  . .     86 

epilepsy  . .  . .   146 

-  from  stricture  of  uretiira  146  \ 
Uramh,  symptoms  of  40,  42 

-  tinnitus  from     . .  . .   723 

-  tremor  from      . .  . .   724 


i   l'r(eTnin,  contd. 

-  tube  casts  in     . .        85, 

-  from  tuberculous  kidney 

108, 
I  -  urea  in  blood  in 

cerebrospinal  fluid  in 

I  85, 

!  -  uridrosis  in 

'.  -  venesection  for  . . 

1  -  vomiting  from  296,  315,  764 

j  Urate  deposit,  pink  from 

I  uroervthrin    . . 

URATE    '  DEPOSIT      IN 
URINE 
I  -  of  sodium  in  bursa 
I cartilage 

joint    . . 

I on  knuckles  (Fig,  158) 

' skiagram  of   . . 

T-rays  in  detecting   . . 

;  Urates,  after  biliary  colic  451 
'  -  cleared  up  by  heating. .  574 
i  -  crystals  of 

-  pink  . .  . .  574, 
'  Uratei,  signHfctnce  of  .  • 
I  -  tests  for. . 

-  white 
I  -  white  ring  from. . 
J  Urea     in     a(;ute     yellow 

atrophy 
I  -  in  blood  in  urtemia 
I  -  cerebrospinal  fluid 

in  uraemia  . . 

I  -  decomposed   by  fuming 

nitric  acid 

-  diminished      in      acute 

yellow  atrophy 
nephritis 

-  nitrat-e,  white  ring  from 

-  in  phosphorus  poisoning  336 
i  Ureometer  in  fermentation 

,  i€Sv       •  •  •  •  •  • 

Ureter,  appearance  with 
I  tuberculous       kidney 

(Plate  XV)    .. 
I  Ureter,  blood  coming  from 
j  (Plate  XV)    .. 

-  calculus  in  Csee  Calculus, 
I  Ureteric) 

-  kinking  of,  from  movable 

kidney 

-  lymphatics  round,  pyelo- 

nephritis and. . 

-  obstructe<l  by  aneurysm 

bladder  srrowth      277, 

carcinoma      . .        41 

fibroids 

hvdroncphrosis  from 

41, 

-  pain  over  (see  Pain) 

-  patulous,    witli    dilated 

renal  pelvis    . . 

-  pouting  of,  in  pyelitis  . . 

-  psoas    abscess    opening 

into 

-  papilloma  of 

Ureter,   pus  coming  from 

(Plate  XV)     .. 
from,     seen     through 

cystoscope 

-  thickened    by 
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tubercle 
280,  576 

-  tuberculous  (see  Tuber- 

culosis of  Ureter) 
Ureteritis^   acute,    general 

account  of  . .  455 

pain  in  iliac  fossa  from 

452,  454 

-  appendicitis  simnlate<l  by  465 

-  n.  coli  with       . .        69,  472 
pyocyanous  with       . .     09 

-  calculus    simulated     by  466 

-  from  coli  bacilluria      . .  455 

-  cvstoscope  in  diagnosing  478 

-  frequent  micturition  from  472 

-  Priedliinder's  bacillus  with  69 

-  from  kidney  tuberculosis  277 

-  operation  in  diagnofiing  455 

-  pain  in  penis  from    471,  472 

-  pneumococcus  with      . .     69 

-  staphylococcus  with  69,  472 

-  streptococcic  with       . .     69 

-  tubercle  bacillus  with  . .     69  j 

-  tuberculous        . .         . .  472 

-  vesical  lesions  simulated  472  ' 
Urethra,    abscess   opening  i 

into 581  ; 


Urethra,   ontd. 

-  K.  xerosis  in  normal    . .     09 

-  bacteria  in  normal       . .     69 

-  blood-drops  trom,  calcu- 

lus causing    . .         . .  396 

-  calculus  in  (see  Calculas, 

Urethral) 

-  carcinoma  of  (see  Car- 

cinoma of  Urethra) 

-  caruncle  of  (see  Caruncle) 

-  catheter    in,     dischsu:ge 

due  to  . .         . .  181 

-  cocaine  in  examining  . .   183 

-  congenital  deficiency  in  394 
Urethra,    dls(;harge    from 

(see  DischarRe,  Urethral) 

-  epithelioma  of  (see  Car- 

cinoma of  Urethra) 
URETHRA.  FiECES PASSED 

BT  Z  wO 
from  carcinoma  recti  682 

-  fistula   of   (sec    Fistula, 

Urethral) 

-  flatus    passed    through, 

from  carcinoma  recti    682 

-  foreign  bodies  in       181,  184 
Urettira,  gat  paieed  through 

529.  530,  582 

-  gonococci  in  female     . .  185 

-  granular  areas  iu         . .  183 

-  Iierpes  of  . .         . .  184 

-  Injections  into,  discharge 

due  to  . .         . .   181 
cpididymo-orchitis  from478 

-  injury  of  (sec  Injury  of 

Urethra) 

-  instrumentation  of,  epi- 

dldymo-orchitis  from    478 

-  lacerated,  from  fractured 

pelvis  . .         . .  . .  470 

-  najvus  in  . .      275,  283 

-  obstructed,    by    bladder 

growth  . .  . .   396 

by  calculus    . .  . .   396 

cliroru'c  nephritis  from       7 

papilloma  of  bladder    472 

-  papillomata  of  . .         . .   184 

-  parts  of,  in  relation  to 

gonorrhoea     . .         . .  182 

-  pigmentation     of,     in 

Addison's  disease     . .  528 

-  j>olypu8  in,  dischaiige  due 

Urethra,  prolapse  of    700,  702 

-  rectum  opening  through 

(Fig.  249)  586 

-  rupture  of  . .         . .  278 
aching     in     perineum 

from  ..         . .  474 

-  stapliylococci  in  normal    69 

-  streptococci  in  normal. .     69 

-  stricture  of  (see   Stric- 

ture of  Urethra) 
Urethra,  syphilitic  lotions  Of  184 

-  tuberculosis  of  . .         . .   184 

-  ulceration  of    . .       184,  478 
Urethral  crises  in  tabes  . .  616 

-  crlands,  infection  of     . .   183 
Uretliritis,  abscess  of  t<»tis 

from 622 

-  from  bacillus  coli         . .   182 

-  bacteriological  diagnosis 

of         ..         ..      478,  681 

-  cystitis  from      . .         . .  581 
simulated  by..         ..  679 

-  dyspareunia  from        ..  193 

-  effect  of  alcohol  on      . .  184 

instrumentation  on  . .  184 

irritant  injections  on  184 

Urethrltit,    endotcepe    in 
detecting  . .  183 

-  epididymo-orchitis  from 

478,  696 

-  fistula  from        . .         . .  620 

-  from   gonococci  70,  182 
Urethritit,  gonorrhosal  182,  581 

-  gouty      . .         . .      181,  742 

priapism  from  . .  638 

pyuria  from  . .         . .  675 

-  hematuria  from       275,  282 

-  from  injury       . .         . .  181 

-  instillations  in  treating    478 

-  from   instrumentation . .   182 

-  irritant  injections        . .   181 

-  leucocytosis  in  . .         . .  360 

-  from  leucorriicea  . .  182 

-  levator  ani  spasm  from    193 


I   Vrtthritis,  contd. 

-  *duc  to  inicKX*ocou<  catar- 

rhalis  . .  . .  . .     70 

-  non-gonococc:d  .  .      181,  ISl' 

cystitis  from  . .  . .    182 

epididymitis  from     . .    18'J 

prostatitis  from         . .   1S2 

'  -  pain  in  penis  from     409,  47.3 

-  due  to  pneurnoco«vus  . .     70 

-  posterior,  diagnasis  of. .   579 

-  prostatic    abscess    from 

182,  470,  681 
affections  from  . .   397 

-  prostatitis  from  470,  578,  681 

-  pyuria  from       ..      676,  681 

-  retention  of  urine  from    619 

-  from  rheumatism         . .   181 

-  septic,  epidifiymo-orchitis 

I  from    . .    '     . .  . .  478 

from  leucorrha»a       . .  478 

prostatitis  from         . .  473 

I  -  staphylococcal     70,  182,  581 

-  strangury  from. .  . .  049 
{  -  due  to  streptococcus    . .     70 

-  witli  stricture  . .  . .  581 
I  -  two-glass  test  in  . .  581 
I  -  uric  acid  and     . .  . .   742 

-  vaginismus  from  . .  193 
I  -  vesiculitis  from..  ..  473 
I  -  (and  see  rronorrhcBa) 

'  Urethrotcopy  . .   183 

I  -  in    diagnosing    urethral 

I  UFBvus  . .  . .  283 

Urethrotomy,  anuria  after    42 

Uric  acid  (see  Acid,  Uric)  201 

URIC  ACID   DEPOSIT  IN 

THE  URINE..         ..  741 

Uridrotit 655 

URINE.  ABNORIMALCOLOR- 
ATION  OF     . .         . .  743 

-  acetone  in  (sec  Aceton- 

uria) 
Urine,  acidity  of,  general 
account  of  . .  523 

-  albumin    in   (see  Albu- 
'  minuria) 

,  -  albumose  in  (see  Albu- 
I  mosuria,  and  Albumose) 

-  alkaline,     disintegration 

of  casts  in       . .  . .       6 

-  ammonia  in  normal      . .  624 

-  ammoniacal        . .  . .  524 

-  amount  of,  diminished  in 

in  acute  nephritis     ..       9 

heart  failure  . .     12 

(and  see  Anuria) 

increased,    in   chronic 

nephritis     . .  10,  12 
from  cystic  disease      12 

-  B.  coli  in  . .  69,  70 

paratyphosus  in        . .     69 

pyocyaneus  in  . .     69 

typhosus  in     ..  09,  70 

xerosis  in        . .  . .     69 

URINE.  BACTERIA  IN  ..     69 
Urine,   bacteriological  ex- 
amination of  ..         69.  70 

-  Bence-Joness'    albumose 

in,  tests  for    . .         . .       5 ' 

-  bile  pigment  in,  from  car- 

cinoma of  the  bile-duct  101 

pancreas  . .   101 

from  gall-stones    . .   101 

Urine,    bile    pigment    In. 

general  account  of  . .  743 

from  pancreatitis  . .   101 

(and  see   Jaundice) 

-  bilharzia  ovajn  . .  282 

-  bilirubin  in        . .      743,  746 

-  biliverdin  in       . .      743,  746 
Urine,  biacic        743,  744,  745 

in  acute  nephritis     . .       9 

alkaptonuria  . .      745,  746 

carboluria       . .      745,  746 

drugs  . .  . .  . .   746 

hajmatoporphyrinuria    746 

haamaturia     . .         . .   746 

hsemoglobi.iuria     284,  746 

indicanurii     . .  . .   746 

jaundice  . .      324,  746 

melaimria       ..  ..716 

-  blood-rnd,    from    hajmo- 

globinuria       . .  . .   284 

-  blotting-paper  stained  by 

jaundicotl        ..          ..321 
Urine,  blue 747 

-  bromides  in        . .         . .     9S 
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Vterus,  contd. 

-  inertia  of,  dystocia  from  200 
Uttnit.  infantile   . .        . .  645 

amenorrhoea  from    . .     18 

sterility  from        646»  646 

Uterut,  inversion  of        ..539 
biman  u  1  ex imn itlon 

in     . .         . .         . .  539 

-  -  fibroid  simulatin:;     . .  539 

bsBmorrhage  from     . .  539 

simulating  prolip^. .  539 

sound  in  diagnosing..  539 

-  -  vulval  swelling  from  700 
Uterus,  lesions  of,  cachexia 

with 99 

-  -  chloasma  from  . .  527 

-  -  pain  in  legs  from      . .  442 
tenderne«    of    sp'ne 

from         iFig.  294)  716 
Uttrut,    normai   ncrttlon 
from  185 

-  polypus  of  (seo  Polypus 

of  Uterus) 

-  position  in  ascites        . .     45 

-  l*ozzi's   cochleate,    dys- 

menorrhoea  with      . .   192 

-  prolapse'-of  (see  Prolapse 

of  the  Uterus) 

-  retroflexion  of,  dysmen- 

orrhoea  from  . .         . .   192 

-  retroverfed      dysmenor- 

rhoea  from     . .         . .  192 

dyspnreunia  from  193,  194 

endometritis  with     . .  387 

Uterus,  retroverted  orevid, 
bearing  down  iMln 
from  . .  427 

cvstitis  from         . .  578 

diflRculty  on  mictu- 
rition with        . .  395 

distended     bladder 

from       . .        45,  665 

frequent      micturi- 

rition  from       . .  394 

retention    of    urine 

with        ..       39,  649 

strangury  from     . .  649 

tenesmus  from      . .  718 

vaginal      examina- 
tion   in   diagnos- 
ing . .         . .  394 
levator  an i  spasm  from  193 

-  -  menorrhagia  from  386,  387 

pain  in  the  pelvis  from  468 

Uterus,  retroverted,  preg- 
nancy In  . .  689 

rectal  examination  in 

detecting    . .         . .  587 

sciatica  simulated  by    439 

vaginismus  from       . .  193 

vomiting  from  . .  765 

-  rupture  of  . .         . .  201 

-  sarcoma  of  (see  Sarcoma 

Uteri) 387 

•-  sepsis  of,  arthritis  from    339 
white  leg  from  . .  411 

-  small  adult,  sterility  from 

645,  646 

-  subinvolution    of     386, 

387  392 
Uterus,  superinvolutlon  of  19 
amenorrhoRa  from     18,  19 

-  tenderness  of    . .  . .  194 

-  tetanic 201 

-  tuberculous       . .       390, 391 

-  tumour  of,  anaemia  from    35 

chronic  nephritis  from      8 

jaundice  from  . .  331 

Uterus,  tumour  of,  kidney 

simulated  by  . .        . .  353 

-  unicornuate,  ovary  func- 

tionle&s  with  . .         . .     19 

-  varying  hardness  of     . .     45 
Uva  ursi,  black  urine  from  745 

polyuria  from  . .  535 

Uvula,  carcinoma  of,  sore 

throat  from  . .  . .  613 

-  diphtheria  membrane  on  419 

-  gumma  of,  sore   throat 

from 613 

Uvula,  inflamed,  general 
account  of  ..615 

-  -  sore  throat  from       . .  613 
Uvula,  long,  cough  from 

149,  150 

-  tuberculous,  sore  throat 

from   . .         . .         . .  613 


VACCINAL  ERUPTIONS  757 
Vaccine,   for  actino- 
mycosis . .         . .  458 

-  treatment   in   fungatlng 

endocarditis  . .         . .     34 
Vaccinia,  anthrax  simulated 
by       . .         •  •         .  •  674 

-  small-pox  simulated  bv 

562,  757 
Vagabond's    disease,    pig- 
mentation in  . .         . .  527 
Vagina,  absence  of  . .     18 

nmenorrhoea  from    . .     18 

dyspnreunia  from     . .  193 

sterility  from  . .  645 

-  bulloas    dermatoses    af- 

fecting . .         . .     99 

Vagina,  easts  of  . .        . .  188 

-closed,  sterility  from    ..  646 

-  closure  of,  after  fevers. .     18 

-  dermatitis  herpetiformis 

affecting  . .  . .  74 
VAGINA,    DISCHARGE 

FROM..  «.  .185 
(and    see    Discharge, 

Vaginal) 

-  discoloration     in    preg- 

nancy .  s        .  -        . .     19 

-  distention    with    blood 

(see  Haamatocolpos) 

-  epithelioma  of  (see  Car- 

cinoma of  Vagina) 

-  erythema  bullosum  af- 

fecting . .         . .     74 

-  extroversion  of  bladder 

through  . .  540 

-  fibroid  of  . .       539,  700 

-  growths  of ,  dystocia  from  200 

-  hypertrophied  cervix  pro- 

jecting through        . .  539 

-  imperforate,  amenonfaoBa 

from    . .         . .         . .     18 

cryptomenorrhcea  f  rom    17 

-  kraurosis  affecting    194,  701 

-  new  growth  of,  felt  per 

rectum           . .         . .  587 
Vagina,  normal  secretion 
of        185 

-  pemphigtis  affecting     . .     74 

-  polypus  projecting 

through  . .         . .  539 

-  rigid,  dystocia  from     . .  200 

-  sepsis  of,  arthritis  from  339 

-  short,  in  pseudo-herma- 

phroditism     . .         . .  646 

-  stenosis  of         . .        17,  194 

-  tumour    of,    simulating 

prolapse         . .         . .  539 

-  ulceration  of,  from  pro- 

lapse . .  . .         . .  185 

-  urine    leaking    through, 

from  carcinoma        . .  582 

passed  through         . .  283 

Vaginal    examination,    in 

ascites  . .         . .     49 

bladder  growth  and. .     41  , 

calculus  in  ureter  felt 

on    . .         . .         . .     41 

in       carcinoma        of 

bladder       . .         . .  471 

uteri  . .     41 

in    cases   of   bearing- 
down  pain  . .  427 

(jpdema  of  one  leg. .  411 

pus  in  stools         . .  567 

ciuda  equina  tumour    63 

chylnria  . .         . .  109 

cystic  kidney  felt  on    854 

in  diagnosing  cause  of 

freqrent  micturition  394 

swelling    in    iliac 

fossa    . .  . .  665 

diverticulitis  ..  453 

fibroid         . .      353,  894 

obturator  hernia  . »  681 

ovarian  cyst      353,  894 

inflammation     . .  456 

tumour    . .      331.  631 

pelvic  tiimonr       . .  394 

pyosalpinx  582,  587,  678 

re'ial  tuberculosis. .  355 

retroverted     gravid 

uterus     . .         . .  394 

5:alpingitis  . .  . .  456 

tuberculous  kidney    280 

lumbago         . .  . .  429 

oedema  cases. .         . .       8 


474 
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186 
186 

186 
185 


755 


482 

66 

701 

352 


7.'J8 
738 


Vaginai  examination,  contd. 

ovarian  cyst  and     45,  49 

for  pelvic  tumour     . .     63 

-  -  in  sciatica       . .      438,  439 

Vaginal  examination,  tech- 
nique of  ..201 

in  tenesmus  . .         . .  718 

thickened  ureter  felt  on  280 

-  tuberculous  ureter  felt 

on    . .         . .         . .  579 

ureteric  calculus  felt  on  578 

Vaginismus  ..193 

-  sterility  from    . .         . .  6 16 
Vaginitis,  aching  in  peri- 
neum from    . . 

-  characters  of  di^haige 

from 

-  membranous,     due     to 

bacillus  coll    . . 

casts  from 

due      to      diphtheria 

bacilli 

-  from  pessaries  . . 
Vaginitis,  senile  adhesive. . 

curettage  In  diagnosing  392 

granular,    metrostaxis 

from  ..         ..392 

Vagus   nerve  (see  Nerve, 

Vagus) 
Valerian,  erythema  from . .  222 

-  foul  taste  from . .         . .  705 

Valvular  disease  (see  Heart) 

Van  ill  n,  erythema  from  . .  222 
Vanilla,  dermatitis  from . . 
Varicella  (see  Chicken-pox) 
Varicocele,  aching  in  testis 
from    . .         . .         . . 

-  atrophy  of  testis  from. . 

-  bag-of-worms  feel  of    . . 

-  with  enlaiged  kidney  . . 

-  hernia  simulated  by  682,  697 

-  impulse  on  coughing  lu  482 

-  with  kidney  growth    . .  356 

-  of  vulva. .         . .      700,  701 
Varicose  ulcer,  epithelioma 

from    . .         . . 
Varicose  ulcer  of  leg 

-  veins  (see   Veins,   Vari- 

cose) 
Variola  (see  Small-pox) 
Varix,    saphena,    general 

account  of    . .     675,  680 
Varnish,    aeroplane,   com- 
position of     . .         . . 

-  bulUe  from 

-  erythema  from  . . 
Vas  aberrans  of  Haller,  cyst 

from    . .         . .         . . 

deferens,  nodular,  from 

tubercle     . .      479,  697 

-  thickened,   from   epi- 

didymo-orchltis. .  478 
with    tuberculous 

(and    see    Spermatic 

Cord) 
Vasa  brevia,  large  spleen 

obstructing    . . 
Vasodilators    in    relieving 
angina  abdominalis  . . 
Vasomotor  disturbance  from 
cervical  rib    . .         ..  110 

In  syringomyelia      ..110 

-neuroses..         ..         ..  413 

albuminuria  in         . .     13 

electrical  reactions  in  584 

luentoglobinuria    with  284 

in  Raynaud'e  disease    163 

Vater,  ampulla  of  (see  Am- 
pulla of  Vater) 
Vegetable  cells  in  fteces  . .  520 
Vegetables,  scurvy  cured  by    39 

from  lack  of  . .     •    . .  556 

Vein,  axillary,  obstructed 
by  carcinoma 

-  cerebral,  rupture  of,  from 

passion 

in  whooping-cough 

thrombosis  of 

Vein,  direction  of  flew  hi, 

method  of  testing    . . 

-  emissary,  from  cavernous 

sinuses 

mastoid 

to  nose 

-  jugular,  bruit  de  diable 

in  bulb  of 
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Vein,  jugular,  contd. 

compressetl  by  thyroid 

glatid     eilargemerit  722 
thrombosed    . ,      lOG,  697 

-  iliac,  obstructed  by  pelvic 

tumour  ..  ..411 
thrombosed      8,  10«,  411 

-  innominate,     obstructed  750 
by  me<liiistirial  new 

growth    ..      381,  419 
thrombosed   . .  , .   751 

-  popliteal,  obstructed  by 

aneurysm       . .         . .  411 
Vein,  portal,  obstructed  (see 
Port  il  Vein  Obstruction) 

pressure    on,     ascites 

from  . .  . .  272 

hsematcmesls    from 

265,  272 

jaundice  from        . .   272 

thrombosctl  (see  Throm- 
bosis of  Portal  Vein ; 
and  Pylephlebitis) 

-  pulmonary,     aneurysm 

ruptured  into  . .  434 

-  renal,  invaded  bv  growth      7 

-  retinal,  tlirombosed  (see 

Throml)08is,  Retinal) 

-  rupture  of,  purpura  from  553 

-  saphenous  . .  . .  675 

-  splenic,  thrombosed  (see 

Thrombosis,  Spleni<*) 

-  subclavian,  obstructed  by 

carcinoma      . .         . .  259 

-  superticial  circumflex  iliac, 

congested,  in  appendi- 
citis    . ,         . .         . .  454 

Veins,  abdominal  distended, 
with  ascites    . .         . .     41 

from  portttl  obstruc- 
tion        . .  . .   272 

-  diastolic  collapse  of.with 

adherent  pericardium     90 

-  of    forearm,    distende<l, 

from  axillary  aneurysm  667 

-  frontal.   engori?e<l.   from 

cavernous  sinus  throm- 
bosis     229 

-  of  neck,  diastolic  collapse 

of,  with  adherent  peri- 
cardium . .         . .  213 
distended,  from  aneur- 
ysm {Fig.  99)  208 

pulsation      of,      with 

tricuspid  reguigitation    92 

from  obstructed  vena 

cava        . .  . .  208 

-  obstructed,  by  aneurysm  410 

glands  . .         . .  410 

oedema  from  . .         . .  410 

-  by  tumours    . .         . .  410 

-  ophthalmic,     engorged, 

from  cavernous  sinus 
thrombosis     . .         . .  229 

-  pelvic,  pressure  on,  oedema 

of  vulva  from  . .   701 

-  precordial,  dilated,  with 

adherent   pericardium  213 

-  pulsation  in  cervical   . .   369" 
VEINS.    VARICOSE    AB- 
DOMINAL     ..         ..748 

from  cirrhosis       . .  750 

{Fig,  303)  749 

from  vena  caval  ob- 
struction . .  749 

thrombosis        8,  52 

gastric,    from    portal 

obstruction  . .   272 

in  nose,  epistaxis  from  220 

oedema  of  leg  from  . .  410 

oesophageal,  from  cir- 
rhosis . .         . .  267 

haamatemesis  from 

205,  207 

from  portal  obstnic- 

tion  ..      207,  272 

orbital.     Intermittent 

exophthalmos   from  230 

pain  in  the  leg  from. .  438 

phlebitis  in    . .  . .  438 

pigmentation  round . .   554 

-  -  popliteal  . .   692 
from  popliteal  aneur- 
ysm            . .          . .   602 

purpura  round  . .   5.'>4 

rupturtKl,  vtilval  swell- 
ing from     . .  . .   700 
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Viiijiiiia  crwper,  thus  toxi- 
codendron instead  oi     224 
Visceroptosis         {Fig.  6G)  127 
>  abdominal  oatline  in  . .  426 

-  colon  in  (Ftg.  183)  426 

-  general  abdominal  pain 

from    . .         . .         . .  426 

-  kidney  displaced  in      . .  426 

-  liver  displaced  in         . .  426 

-  noises  in  the  head  in    . .  406 

-  x-rays      in      diagnosing 

iFig.  183)  426 
Visible  perittaltit  (^c  Pet  i- 

stalsis,  Visible) 
Vision,  central      . .         . .  758 
Vision,  colour  ..  758 

-  concentric  limitation  of, 

in  disseminated  scler- 
osis    . .  .  •         . .  517 
VISION.  DEFECTS  OF  . .  7S7 

irom  choroiditis      . .  416 

"  dimness  of  from  diabetes  260 

-  double  (see  Diplopia) 

-  nerve  paths  of  {Fuf.  138)  300 
Vision,     normal,    oMoral 

account  of     . .     757,  758 

-  peripheral  . .         . .  758 

Vision,  rod 762 

Vision,  yellow  . .  324,  762 
Visitors,  pyrexia  from  . .  673 
Visual  acuity  . .  757 

-  aura  . .         . .     68 

-  cortex     lesion,     crossed 

amblyopia  from        . .   759 
hemianopta  from  . .  759 

-  field,  concentric  limita- 

tion of  . .         . .   759 
constriction    of,   from 

choroido-retinitis  760,  761 

functional   . .  . .  761 

glaucoma    760,  761,  762 

in  hysteria  . .  610 

optic  atrophy       . .  760 

retinitis  pigmentosa 

760,  761 
spiral  contraction  of     759 

-  word  centre  (Fig.  266)  624 
•  Visual,'  definition  of  a  625 
Vitiligo,  pitnnentation  with  529 
Vitreous,  hsemorrhage  into 

72,  762 

-  hazy,  in  glaucoma       . .   761 

-  particles  In         . .  . .     71 
Vocal  cords,  ataxy  of      . .     59 
epithelioma  (see  Carci- 
noma of  Larynx) 

fibroma  of     . .      535,  650 

paralysis  of  (see  Para- 
lysis,  Laryngeal) 

-  fremitus      (see    Tactile 

Vo<'al    Fremitus^ 
Voice,  altered,  with  laryn- 
geal paralyfils  150,  494,  495 

laryngitis        . .  . .    150 

mediastinal  new  growth434 

-  hesitant,  from  cerebellar 

abscess  . .  . .   517 

tumour       . .         . .  617 

disseminated  scIon)sis    617 

-  loss  of,  from  laryn«ltte. .  616 
(and  see  Aphonia) 

-  monotonous,  in  paralysis 

agitans  . .  . .   725 

-  nasal,  after  diphtheria 

64,  154,  512,  589,  627 

in  myasthenia  gravis  627 

from  paresis  of  palate  512 

-  sounds,  absence  of,  over 

emi)yema       . .         . .  103 

with  fibroid  lung  . .  643 

pleural  effusion     . .   299 

ptjeumothorox  432,  530 

deficient,  with  fibroid 

lung..  ..      206,  292 

pleuritic  effusion  . .   168 

pneumothorax        . .   168 

increiised,    from    em- 
physema    . .  ..217 
Voices,  hearing  of . .  . .   723 

as  an  aura  of  epilepsy     67 

in  insanity      . .  . .   405 

-  hon«l(M(lft  unreal  by       . .   405 

-  sul<i<i<!  urtrctl  by  . .  4()5 
Volatile  oil-*,  buihe  from  . .     96 

ervthr'nia  from         ..   222 

Volknumti's  paralysis 

(Fig.  58)  141 


Volkniann's  paralysis*  eonul. 

-  of  leg  . .         . .         . .  114 

nerve  paralysis  simu- 
lated by     . .         . .  506 

from  splint    . .       61,  500 

Volvulus,  carcinoma   cteci 

simulated  by. .        ' . .  459 

-  distention  of  ctDcum  from  459 

-  intestinal     obstruction 

from    . .        130,  388,  459 

-  pain  in  right  iliac  fossa 

from    . .         . .         . .  459 

-  sigmoid,  abdominal  dis- 

tention from  . .  . .  452 
general         peritonitis 

from  . .  . .  452 
Hirschsprung's  disease 

and 654 

immediate     operation 

for  . .         . .         . .  462 

pain      in     left     iliac 

fossa  from  . .         . .  452 

visible  peristalsis  from  462 

Vomit,  bile  in       . .         . .  766 

-  black,     in     pliosphorus 

poisoning  . .  . .  336 
in  yellow  fever      273,  336 

-  coffee-ground,  from  gas- 

tric carcinoma  . .  269 
ulcer  . .         . .  268 

-  flukes  in  . .         . .  328 

-  occult  blood  in . .       630,  767 

-  pus  in     . .  . .  . .   766 

-  reaction  of        . .         . .  766 

-  round-worm  in  . .         . .   767 

-  torulaa  in  . .   115 

-  (and  see  Gastric  Contetits) 
VOMITING 763 

-  with    undue    abdominal 

aortic  pulsation 

-  from    acute    congestion 

of  liver 

pancreatitis    . . 

peritonitis 

yellow  atrophy      27.1,  333 

-  in  Addison's  disease  33, 

526,  765 

-  from  alcohol 

-  anesmia  . .         . .       36, 
gastric  ulcer  simulated 

by    . . 
Vomiting,  annmic,  general 
account  of     . .       36, 

-  after  annasthetics 

-  in  angina  abdominalis 

115, 

-  angioneurotic  oedema  . . 
'  -  api>endicitis      454,  665, 

677, 

-  from  arsenic,  64,  73,  78, 

171,  268.  717 

-  anterioscleroftis  . .         . .  295 

-  bacteriuria         . .         . .     70 

-  biliary  colic       ..      116,  767 

-  bradypnoRa  with  . .     84 

-  from  carcinoma  coll    . .  330 

of  duodenum..      661,  662 

stomach,     270,     316, 

436,  630,  678, 

-  cerebellar  abscess 

tumour  . .         ..517 

VomHing,  cerebral  84,  295, 

316,  767 

-  from     cerebral     abscess 

147,  306.  602,  697,  626,  768 

hasmorriinge  . .  . .  768 

tumour,  147,  264,  302, 

306,  315,  429,  602, 
525.  537,  626,  711,  768 

-  in  chronic  alcoholism  . .     51 
peritonitis       ..  ..47 

-  cirrhosis  . .  . .     51 

-  with  colic  111,  115,  593 

-  from  colitis        . .  . .   663 

-  collapse  from  severe    . .  311 
Vomiting,  conditions  simu- 
lating   763 

-  copious  dark,  from  acute 

dihitation  of  stomach  173 

-  from  corrosives..      267,  766 

-  cou>;h  and  ..  ..   150 

-  from  tryptomenorriicpa       17 
Vomiting,  cyclical,  of  dill- 

dren  i,  381.  761,  765 
acidosis  it»  . .  . ,   384 

-  and    <liarrlKi'a,    general 

wasting  from  . .     59 


643 

334 
661 
767 


726 

768 

36 

412 
4 

316 
226 

767 


767 
97 
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Vomiting  and  diarrhoea,  contd. 

infantile,  aceU'nuria  in      4 

summer.    ■     ..         ..717 

tetany  from  . .         . .   151 

-  from   dilatation   of   the 

heart  . .         .  *         . .     36 

-  -  stomach         . .         . .  622 

-  in  disseminated  tx;lero8is  295 

-  from  distoma  hepatlciun  328 

-  diverticulitis      . .         . .  453 

-  duodenal  ulcer  . .        75,  271 

-  eclampsia  . .         . .   146 

-  encephalitis       120,  502, 

511,625 

-  after  enema       . .         . .   767 

-  from  errors  of  diet      . .  384 

-  in  exhaustion  of  labour    201 

-  f(pcal,  from  acute  perito- 

nitis    . .         . .         . .  767 

appendicitis   . .         . .  767 

gastro-colic  fistula   . .  766 

hysteria  . .  . .   768 

intestinal  obstruction 

131,  388,  766,  767 

-  from  food  . .         . .     99 

-  fermentation  . .  241 

-  ijter  flushing     . .         . .  241 

-  from  gall-stones. .         ..  327 
gastric  ulcer.   36,   75, 

268.  269,  317,  437,   767 
-gastritis..         267,317,766 

-  genenU  peritonitis        . .  388 

-  glaucoma  . .      233,  761 

-  headache  with  . .         . .   768 

-  In  Henoch's  purpura  7  , 

313,  666,  767 

-  from  hour-glass  stomach  766 

-  hypertrophic  stenosis  of 

pylorus  . .       384,  766 

-  hypothermia  after  severe  311 

-  hysterical  315,  467,  768 

-  due  to  increxiaed  Intra- 

cranial pressuie       . .  590 

-  in  influenza       . .  . .  465 

-  from  intestinal  obstruc- 

tion    115,    131,    315, 

436,  622,  593,  767 

-  intussusception  . .     663,  678 

-  irritant  poison  . .         . .  766 

Vomiting,  list  of  causes  of 

764,  765 
Vomiting,  meclianism  of..  764 

-  in  Meitfe's  disease        . .  226 

-  M<^nicre's  disease       752,  768 

-  menimjit.u*,  120, 148, 225, 

307,    316,    323,    611, 

516,  626,  69(1,  768 

-  migraine. .  760,  762,  768 

-  morning,  from  alcohol  51, 267 

cirrhosis         . .         . .  371 

pregnancy     . .  . .   393 

Vomiting,  nausea  and  765,  766 
Vomiting  from  sisopiiagoai 

lesions  ..  763 
pouch  . .         . .  . .   196 

-  after  operations  . .       4 

-  optic  neuritis  with       . .   768 

-  from  otitis  meilia         . .   202 

-  piK'hynieningitis  . .   525 

-  pancreatitis         . .      594,  767 

-  in  pelliigra         . .  . .   225 

-  from  peri(»olic  abscess. .  663 

-  peritonitis  115,  425,  692 

-  in  phosphorus  poisoning  336 

-  phthisis  . .  . .  . .   315 

-  pituitary  infantilism    . .   190 

-  plumbism  . .  . .     34 

-  poliomyelitis      . .      110,  609 

-  with  polycystic  kidneys    42 

-  from  portal  obstruction  272 

-  jiret'nancy  19,  315,  393 
lu'etonuria  from        . .       4 

-  from  ptomaice  poisoning 

171,  224,  717 

-  pysemia  . .  . .  . .   596 

-  pvloric  o'lsfniction  115, 

174,  245,  318,  653 

-  In  renal  colic      . .      451,  767 

-  scarict    fever    224,    227, 

614,  765 

-  from  sea-cat  pricks      . .   22  4 

-  senun  iiijo<'tions  . .   223 

-  seven',        polycyt'insmia 

from    . .      '   .'.  . .   532 
in  pnirnatu-y..  ..   532 

-  from  sick  headache     . .   526 

-  simple  colitis     . .         . .     78 


Vomtting,  contd. 

-  sinus  tlirombosU       120, 

511,  597,  768 

-  in  small-pox      . .  . .   272 

-  from  snake-bite  . .  337 

-  strangulated  hernia     . .  682 

-  suppurative  nephritis  . .  694 

-  tabes       . .         . .      315,  768 

-  from  tetrachlorethane. .  334 

-  thirst  from        . .         . .  720 

-  in    tuberculous    menin- 

gitis    . .  . .      674,  640 

-  typhus    . .  . .  638 

-  ursBmia   . .  40,  296,  316 

-  urate  deposit  due  to  . .   740 

-  urgent,  in  tabes. .         ..  437 

-  wast  i  tig  from  . .  384 

-  from  weever-fish   pri(*ks  224 

-  whooping-cough         150,  420 

-  worms     . .  . .  767 
Von  Basedow's  disease  (see 

Graves's  Disease) 
Von  Qraefe's  sign  . .  229 

in  Graves's  disease 

216,  723 

Von      Jakscli's     disease 

{Fig.  13)  37,  634 
Von  PIrquet's  reaction  in 

Addison's  disease  . .  34 
Von    PIrquet's     reaction, 

general  account  of  768, 788 

(Plate  XXXVII).,   770 

not  trustworthy    . .  677 

in  tuberculosis,  386, 

459,  479. 566, 673, 
631,  669,  696,  738,  740 
Von  Recklinghausen's  dis- 
ease, fibroma  mollus- 
cum  simulating        . .  710 

nerves  tiiickened  in  732 

neurofibromas  in  . .  710 

pigmentation  in  710,  732 

skin  tumours  in    . .  732 

tenderness  of  scalp  710 

Vulva,  condylomata  of    . .  620 

Vulva,  cystic  afltoctlons  of  701 

-  diabetic  eczema  of       . .  401 

-  epithelioma  of  (see  Carci- 

noma of  Vulva) 

-  fibroma  of        . .       700,  702 

-  hematoma  of    . .         . .  701 

-  hsBmorrh£«e  from        . .   702 

-  irritation     round,    from 

oxyuris  vermicniaris  620 
Vulva,  now  growths  of    . 

-  pigmentation     of.     in 

Addison's  disease     . 

-  pruritus  of 

-  pseudo-elephantiasis     of  701 

-  rectum  opening  through 

{Fig.  261)  886 
Vulva,  soft  sores  of        . .  700 

-  Bore  on,  infiame<J  inguinal 


702 

628 
640 


381 

affecting 
698,  700 

. .  490 
..701 


glands  from 

Vulva,  swellings 
the.  list  of 

-  syphiloderm  of 

-  varicocele  of 
Vulvitis,  dyspareunia  from  193 

-  enuresis  from     . .  . .   218 
Vuhrltis,  ioukoplaldc,  Icrau- 

rosis  distinguished  from  701 

-  levator  ani  spasm  from     193 

-  similarity  of  all  kinds  of  700 

-  vaginismus  from  . .  193 

-  vulval  swelling  from    . .  699 


WADDLING  gait   (see 
Gait,  Waddling) 
\\Caist,     pityriasis     rubra 

pilaris  affecting        . .  489 
Walking,  delayed . .         . .  610 

-  intermittent  claudication 

and  . .  . .  441 

Walsham.  Dr.  Hugh,  skia- 
grams by      . .         668-73 
Wandering  Ihrar  ..        ..368 

War,  trench  feet  in  . .   224 

-  typhus  fever  and  . .   335 
Warts,   condyloma  distin- 
guished from . .  . .   490 

-  epithelioma  from  621,  731 

-  occupation  and  . .  . .   240 

-  post-mortem      . .  . .   240 

-  sjircoma   starting  from     731 

-  on  scrotum        . .  . .  695 
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WASH-LEATHER    SLOUGH    —    WRIST-DROP 


\Vaah-le;ithe.r  slou(j:b,  in 
inimiiiii  . .   739 

Waslierwonieii,       aoropar- 

mtliesi.i  in  . .  441 

-  d(4ul  liiiis'ers  in  . .  . .   1C3 

-  nail  changes  in  . .  . .   399 

-  !*ore  Iin»fer8  in    . .  . .  239 
Wasp  stitiicr,  tongue  swollen 

from    . .  . .  698 

Wassermann  roacti  >n, 

aneurysm  and        435,  714 

in  ca.<es  of  noises  in 

the  liojwi     . .  . .  407 

pain  in  sliouUlor    . .   477 

in  cerebrospinal  fluid 

V>0,  306 

chancre  and  618,  019, 

C20,  674 

in  congenital  syphilis 

235,  385,  635 

cranial  ner\'e  paralyses  5^11 

in    diiurnosing    nature 

of  ulcer  of  tongue. .  879 

for  digital  chancre    . .  381 

in    familial    acholuric 

jaundice     . .      332,  634 

general  iiaralysis    120,  243 

gumma   of   li%'er   and 

253,  334 
in  lifljmoglobinuria  . .  285 

-  -  leproHy  . .  . .  401 

miner's  phtliisis        . .  288 

negative  in  ta}>es     . .  305 

in  obscure  nerve  cases  309 

pachymeningitis  and     516 

in    prolonged   pyrexia  568 

spinal  meningitis      . .  499 

stomatitis       ..  ..   542 

syphilides  and        559,  560 

in  srphilis,  33,  52,  63, 

71,  73,93,  179,  181, 
197,  199,  210,  292, 
3ut,  377,  403,  480, 
491,  541,  568,  604, 
615,  622,  679,  696, 

735,  738 
of  bone       .  •         . .  669 

-  -  syphilitic  arthritis    . .  348 

liver  . .  . .  372 

ulcer  . .  403 

-  -  tobes   ..  116,  440 

ulcer  of  palate  . .   588 

von    Jaksch's    dL«ease  634 

Wasting  (antl  see  Atrophy) 

-  from  carcinoma  of  bowel  77 
duodenum      . .  . .  661 

-  -  liver    . .  . .      373,  374 

rectum  . .  . .     78 

stomach  . .  . .  678 

-  chronic  pancreatitis     . .   264 

-  cirrliosb  . .  59,  371 

-  above      clavicle,      from 

phthiKis*  . .  . .    169 

-  from  c<i'llao  disefiso      ..   171 

-  4H>ngenitul  syphilis       ..   331 

-  cyclical  vomiting  . .   765 

-  diabetes  . .  . .  13,  59,  264 

-  diseases,  enoplitiialmos  in  217 
fatty  hc.'irt  fnnn       . .   212 

WatlingJ  oeneral  (and  see 

Woii^lit,  Ix>ss  of)      . .     SB 

-  In  (Jrivos's  «liseiise      ..   726 

-  from  liyi>ertrophi<*  sten- 

osis of  pylonH  . .    76f) 

-  witli  liver  uJi»«-ess       rili,  370 

-  from  patii-rwis  growtli..  OCl 
dise;is«'  . .  . .    11(5 

-  in   plitliisis      159,   {Fi^. 

1(>5)  351 
--  from  starvation  59,  381 

-  of     toturtie,     in     bulbar 

pa  r.J  lysis         ..  ..513 

-  from  tnbor<-nlous  kidney   117 

-  uh'orativo  i-olitis  69,  70 
\Vatchniak»*r'^  rnunp  . .  151 
\Vut«'h  t«»<t,  for  hfarinjj  . .  101 
VTatejr,  arsfMii<^il  oontamin- 

atlrttj  of  . .  . .    718 

-  dellcieiit      ingestion     of, 

<'oiisti|»ati()ii  from     ..    1*J5 

-  pellai^ni  and  . .  . .  220 
\VHtcH»ntsli.    burning     in 

throat    tn)ni  . .    "  . .  UiMl 

-  with  lioarrburn  .,  1.10 

-  haskine^H  from  . .  . .  "JOO 

-  note  on  . .  . .  . .  TO  I 

-  relation  to  h(;urtburn  . .  290 


Water-hammer    pulse    in 
aortic  regurgitation  93, 

91,  207,  208,  72(> 
Wax  in  ear,  cough  from   . .   148 

deafness  fnmi  164,  1  <'>.'>,  421 

earache  from . .         . .  202 

eczema  from  . .  . .  422 

noises  in  the  head  from  406 

ot«rrliu!a  from       4*Jl,  422 

i?|)cculum  in  detecting  161 

tinnitus  from  4'.'1,  722,  723 

vertigo  from  ..     421,  752 

Waxy  ciists  . .  . .       6 

Weakness,  from  alcohol  . .   726 

-  caivinoma  of  bowel     . .     77 

-  cerebral  softening        . .   725 

-  chronic  nephritis  . .     76 

-  diabetes  . .  . .      260,  264 

-  malaria 30 

-  musculir,     in    general 

paralysis  . .   146 

-  from  neurasthenia       ..  715 

-  from  phthisis     . .  . .  572 

-  progressive,    from    new 

growth  of  lung         . .   290 

in  pellagra     . .  . .  226 

I  -  from  |)yloric  obstruction  123 
'  -  tremor  from       ..      721,  726 

-  from  tuberculosis  . .  560 
Weasels,  fever  from  bite  of  698 
Weather,  effect  on  tabetic 

pains 440 

-  rtieamatic  pains  and    . .  466 

-  sore  tliroat  and . .  . .  616 

-  urine  amount  and  . .  634 
Weber's  test  . .  165 
Weeping 220 

-  in  eczema  . .  764 
Weever-flsh     pricks,    ery- 
thema from   . .      222,  224 

festering  sores  from . .  334 

. headache  from         . .  224 

oedema  from  . .         . .  224 

vomiting  from  . .  224 

Weichselbaum,  diploeocciis 
of  (see  Meningococvi) 

meningitis  from       . .   146 

Weight-carrying,    arthritis 

from 476 

atrophy     of     muscles 

from  . .  163 

brachial  plexus  change 

from  . .         . .   16S 

-  dead  Angers  from     . .   163 

headacJio  from         . .  296 

kyphosis  from  . .  165 

-  pain  in  arm  from  . .  163 
shoulder  from       . .   163 

.  —  in  scoliosis  from    153,  154 
:  WEIGHT.  LOSS  OF       . .  7M 

in  Addison's  disease. .   770 

from  alcohol  . .  . .   770 

alcoholic  neuritis      . .     66 

alkalies   . .      . .  . .     99 

i aneur>'^m       . .       258,  770 

anorexia  nervosa      . .   770 

atheroma        . .  . .  258 

bacilluria        . .  . .   770 

with  cachexia  . .      99 

from  carcinoma     120. 

129,  270.  271,   310, 

330,  585,  768,  769 

-  cirrhosis  . .  . .  770 
colitis              ..  . .  663 

-  -  diabetes  . .      708,  770 

drugs 770 

(Jraves's  disease     215,  770 

hystorioil        . .  . .     43 

with  joint  infections     770 

-  -  in  Icukiinnia  . .  . .      99 

-  -  with  liviT  lesions      . .   770 
from  malii^narjt   peri- 
tonitis . .  . .     49 

new  growtli  of  lune. .   '^90 

ovarian    n»»w    growth  090 

in  phosphatic  diabetes  522 

progeria  . .      . .         . .   lyl 

pySBmia  . .  . .   335 

Still's  flisoase  . .     35 

from  tuberculous  bowel   70 

Wfight    lou    of,    minor 
causes  of  ..  769 

in  old  fxizc       . .  . .    770 

-  -  from  pain        .  .  . .    70'.» 

-  -  peripheral   neuritis    . .    770 

periproctitis   . .  . .   719 

-^-  j»emicious  antemia  24,  770 


Weight,  lo*»  of,  eonUt, 

phthisis  . .      288, 

rheumatoid  arthritis 

sleeplessness  . .       <  . . 

starvation 

after    tropical    infec- 
tions 
(and  see  Manismus) 

-  sense    of,    from    iicute 

congestion  of  liver    . . 

in   epigastrium,   from 

gastritis 

in  liver  region 

in  rectum  from  piles 

—  right  hyi»ochondrium, 

in  catarrhal  jaundice  329 
Weil's  disease,  albuminuria 
in        


708 
35 
709 
768 
650 

770 


334 

317 
369 

78 


13 


325, 


treatment 
nervosa. . 
steel. 


Wtll'l 

aeeount  91 

jaundice  in 

purpura  in 

rigor  in 

Weir-Mitchell 

in  anore.xia 
Welders,      electric 

photophobia  in 
West     Coast     of     .Vfrica, 

malaria  on 
West  Indies,  yellow  fever  in  336 
Wet  sand  in  bag  sensation 

from  osteo-arthritis. . 

WHEALS 

-  from  bites 

WhMit,  tfrugt  causing    .  • 

-  in  lichen  urticatus 

-  BtnH>hulus 

-  urticaria 
pigmentosa 

-  (and  see  I'rticaria) 
Werdnig-lloffmann     para- 
lysis   . . 

Werlhof,  morbus  maculomis 

of  553,  656 

Whetstone  crystals 
Whooping-cough,  asphyxia 
in 

-  Bordet-Gengou  bacilli  in 

-  bronchitl«(  simulating  . . 

-  cerebral  vein  rupture  in 

-  a  cold  simulating 

-  convulsions  from      144, 

-  cough  after 

-  hsBmoptysis  from      286,  289 

-  hernia  of  hmg  from     . .   169 

-  loucocytosis  in  . . 

-  oedema  of  face  from 

-  orthopnnea  from 

-  paros^mal  cough  in 

-  peroneal  atrophy  after 

-  serum  reaction  for 

-  subcutaneous  emphvsema 

from    ..         ..    *     ..203 

-  talipes  from      . .         . .  113 

-  TooUi's   peroneal    palsy 

after 60 

-  ulcerof  fnanumlingunin  739 

-  violent   coughing    bouts  289 

-  vomiting  from   150,  420,  765 
Whip-wormi       (Fig.  218) 
Wliijikers,  pediculosis  pubis 

affecting 
Whispere«i  voice  test 
Wlilstle,  (Jalton's  (Fig.  75) 
Whistlirtg  noise  in  ear    . . 
White      con^Lscles      (see 

I/eucocvtes) 
White  leg  .'.  410, 

WhHt  rings  In  urine,  causes 

White-tongue  in  negroes. . 

Whitlow,  axillar}'   abscess 

from  . . 

-  due  to  biiMlliis  co\i 

-  diphtlieritio 

-  cow-pox  cau<«ini,r 

-  epitrm'hiear    gland 

lartrcil  from    . . 

-  fingers  afTpcto^l  by 

-  leucocytosis  with 

-  limping  from 

-  j)aln  in  foot  from 

-  w'ptiommia  from 

-  in  syringomyelia 

-  thrombosi>t  of   innomin- 

ate vein  from . 


336 

326 
553 
594 

771 

624 

31 


347 
771 

771 
771 
756 
771 
771 
732 


136 


741 

146 

646 
646 

lis 

646 
146 
149 


360 
413 
418 
420 
513 
646 


en- 


no. 


401 
164 
165 
723 


411 

5 

99 

006 
240 
240 
240 

381 

239 
300 
362 
362 
037 
257 


761 


Widal  test,  in  diagnosinj; 
cause     of     prolonged 

Syrexia  . .  563 

iediterrar.ean  fever. .  666 

negative  in  ulcerative 

colitis         ..         ..76 

-  paratyphoid  fever  and  tS7 
in  ty]>hoid  fever,  64, 

76,    254,    335,    459, 

664.  573,  636 
Willis,  paracusis  of  . .   165 

Wilson,  Dr.  S.  A.  K..  on 
cervical  rib  paresis  . .  508 

illustrations  lent  by 

(Figs.  234-7)  491.  492 
Wind,  frtMQ  gall-stones  . .  316 
Wind,  ganiral  account  af . .  24S 

-  per  re»num  . .  241,  246 
Wine,  polyuria  from     634,  535 

-  priaplvn  from  . .  . .  538 
Winged  scapula  . .  . .  5U6 
Winking,      defetTtive.      in 

Qraves's  disease       . .  236 

paralysis  agitans      . .  236 

Wisdom  tooth,  impacted, 

tetanus  simulated  by  730 

trismus  simulated  by  729 

Wolf     bite,     hydrophobia 

frcHa  . .  73*') 

Women,  borborygmi  in  . .     H:* 

-  dyachesia  in  . .   129 

-  fibrous  stricture  of  rectum 

in        129 

-  gall-stones  in     . .         . .  13<) 

-  secret  drinking  in        . .   7(»4 

-  tetany  in  . .   151 
Woodcock's  tuberculin  re- 
action (Platr  J XX  VI)  7€H 

Wool,  anthrax  from     669,  674 
Wtri-MlndntSB. 
account  of 

hemianopsia  with     . .  625 

lesion  causing  . .  625 

-  centres  in  brain  (Fig.  266)  624 

-  deafness,  lesion  causing   625 

Wori-tfoafnoso. 
account  of    . 

Worit,  hard,  heart  changes  16 
luge  from  . .         . .     64 

-  manual,   anearysm   and 

196.  291 
Wonns,  appetite  increased    43 

-  convulsions  from         . .  144 

-  enuresis  from  . .  218 

-  frequent  micturition  from  394 

-  grinding  of  teeth  from. .  265 

-  haoocytosis  from         . .  672 

-  insomnia  from  . .         . .  321 

-  intestinal  cast  simulating  398 

-  nightmare  from  . .  4(^ 

-  night  terrors  from       . .  321 

-  priapism  from  . .         . .  638 

-  under  skin,  sense  as  of, 

from  cocaine  . .         . .  611 

-  tape    (see   Ta|»e-wonns) 

-  tenesmus  from  . .         . .  718 

-  vomiting  from  . .      765,  767 

-  (and  see  Parasites) 
Worry,  brachial  neuralgia 

lncrease<l  by  . .         . .  442 

-  constipation  from        ..  124 

-  dyspepsia  from  . .         . .  319 

-  insomnia  from   . .         . .  321 

-  malarial  attack  from  . .     32 

-  neurasthenia  from        . .  466 

-  effect  on  neurasthenia..  716 

-  ptyalorrhiiN-i  from        . .  643 

-  specks  before  eyes  from     71 

-  tio  douloureux  and  ..447 
Wound,  diphtheria  of  . .  737 
"  gangrene  of   lung   from 

259,  260 

-  pyiemia  after    . .      335,  596 

-  scptic»miu  from  . .  637 

-  tetanus  from  138,  417,  599 
Wrigpling,  in  chorea  . .  135 
Wrinkling  of  forche*d.  in 

tabes  (Fig.  115)  236 

Writt-tfrop  from  tflplithoria 

(Fig.  22)    15 

-  hysterirnl  . .  . .  350 

-  from  plumbisra    34,  65,  505 

-  musculospiral    paralvsis    65 
Wrist-A^p.   plumMc  dis- 
tinction from  musculo- 
spiral  paralysis       ..    SB 

-  Saturday  night  pa^y  ..     66 


WRIST    —    ZYGOMATIC    PROCESS 


911 


Wrist,  gout  of 
W  rust- jerks,    increased,    in 
brachial    monoplegia 

liemiplegiu 

WriHts,  athetosis  of 

-  burrows  of  acanu  on  . . 

-  i;onoco(val  arthritis  of. . 

-  iaii^e,  in  rickets  (Fig.  85) 

-  llciien  planus  affecting. . 

-  multiple  benign  saruoid 

afTecting 

-  osteo-arthritis  of 

-  pamljsis  of  (see   Para- 

lysis, and  Wrist-drop) 

-  position  in  tetany 

-  pulmonaiy    arthropathy 

OI  •  •  •  •  •  • 

-  scabies  affecting       401, 

-  tubeivulous  disease  of.. 
writer's  cramp   simu- 
lated by 

Writer'!  cramp    . . 
Writing,  ataxy  exhibited  on 

-  defective,      in      general 

paralysis 

-  difficulty  in,  from  supra- 

scapular nerve  palsy 

-  loss  of  power  of 

W  ry-neck  (see  Torticollis) 


345 

602 
SOS 
131 
540 
S40 
186 
COS 

405 
S47 


2 

352 

755 
347 

151 

151 

56 

120 

506 
626 


XANTHELASMA    piM- 
brtnim  ..384 

-  planum   . .         . .  . .  324 

-  tuberosum  . .  . .  324 
Xanthin  taitt,  IM  off     . .  74S 

uric  acid  from  . .   742 

Xanthin,  Feliling's  solution 

reduced  by     . .  . .  261 

Xanthoma  diabeticorum. .  732 

-  macules  in         . .         . .  383 

-  multiplex  . .  . .  732 

-  papule  of  . .  . .  487 

Xanthoma  planum,  goneral 
account  of  ..  7St 

-  skin  tumours  -from  . .  732 
Xanthoproteic  reaction   in 

cerebrospinal  fluid    . .  304 
Xanthopsia 762 

-  from  jaundice  . .  . .  324 
Xorotfermla  pHpmontosum  313 
Xorodormla,  gonoral  account 

-  nutmeg-grater  skin  in  . .  488 

-  of  conjunctiva  . .         . .  734 

nyctalopia  from       . .   763 

X-rayt  in  asthma  oases  . .  535 
--  atrophy  of  testis  from  66,  67 

-  and  barium,  in  diagnos- 

ing constipation       . .  122 
spastic  constipation  345 

-  stomach    examination 

with  . .  244 
technique  of  . .         . .   122 

-  and  bismuth,  in  diagnoe- 

irik'  c«ecal  distention. .  457 

carcinoma   coli    77, 

(Fig.      53)     125, 
(Fig.  54}  126,  330,  354 

of  ap8ophagus]96, 

(Fig.  97)  197,  461 

of   stomach    271, 

630,  767 

cause  of  gastric  suc- 

cussioi^   . .    •     . .  653 
intestinal  obstruc- 
tion     ..     241,  316 

dilatation  of  colon     654 

of   stomach    IIB, 

317,  522,  678 
gaiitric  tumour     . .  C60 


X-ray »  and  bitmuth^  contd. 

in  diagnosing  gastric 

ulcer        . .  . .  269 

gostroptosis 

(Fig.  144)  318 

hernia  of  stomach     652 

Hirsclisprung's   dis- 
ease 390 

hour-glass   stomach 

318,  766 

idiopathic  dilatation 

of  oesophagus    . .  198 

ileocflBcal  kink       . .  457 

intestinal     obstruc- 
tion        . .  . .   459 

GDsophagus  obstruc- 
tion (Fig.  95)  195,  763 

pyloric    obstruction 

174,  241,  663 

subdiaphragmatic 

abscess    . .  . .  532 

visceroptosis         ..  426 

duodenal  ulcer  and  . .  272 

in  outlining  stomach    C63 

-  bum  from         . .  . .   233 

-  in  case  of  pain  in  the 

back 428 

-  chest  lesions      . .         . .     33 

-  cicatrix,         epithelioma 

starting  from  . .   731 

-  congenital  heart  disease 

and      . .  . .  . .     91 

-  in  deciding  whetlier  pus 

is  above  or  below  dia- 
phragm . .  . .   103 

-  dermatitis  from . .  . .  323 

-  in  determining  position 

of  heart         . .         . .   299 
size  of  stomach        . .  344 

-  diagnosing  acromegaly. .  537 

aerophagy      . .  . .  345 

aneurysm  63,  92,  93, 

150,  159,  195,  308, 
209,  310,  290,  391, 
411,  419,  429,  435, 
437,  461,  476,  681, 

708,  711.  720 
atony  of  bowel        . .   123 

-  bone  disease  . .         . .  341 

growth       (Fig.  63)  152 

tubercle      ..         ..  669 

calculus  . .  . .  577 

in  ureter     . .         . .     41 

caries  of  bone  . .  243 

caseous  bronchial 

glands  85,  (Fig.  61)  149 

glands         . .  . .  308 

mediastinal  gland     704 

cause    of    intercostal 

pain . .         . .         . .  707 

laryngeal    paralysis  495 

limping       . .         . .  363 

oedema  of  one  arm    411 

pain  in  arm  . .  442 

heel         . .         . .  671 

shoulder  . .  476 

paralysis  of  one  leg  499 

radicular  arm   pain  444 

cervical    rib   03,   110, 

163,(/'ii;j.  18(5, 187> 

443,  4tf,  508 
congenital  dislocation 

of  hip         . .  . .   156 

<*onstipation  from  kink  126 

(lywhezia       . .  . .   128 

-  enlarged     mediastinal 

(?lands         . .  . .   381 

-  enlarged  thymus  (Fig. 

180),  419 

exostosis         . .      204,  671 

foreign  body  in  opso- 

phacas        . .  . .   267 


X-rays  in  diagmtsing^  contd. 

-  -  fncture      . .  152,  707 

of  jaw         . .  . .   683 

spine  . .         . .  715 

fusiform  anmiry^m  . .  210 

-  -  gall-stone    116,    (Fig. 

146)  327 

-  gas  in  stomach        . .  245 
gastric  ulcer  from  car- 
cinoma      ..         ..174 

gout    . .         . .         . .  345 

growth  of  bone        . .   243 

lung  . .      105,  159 

spine  . .      154,  484 

liour-glass  stomach  . .   1 74 

-  -  hydatid  cvst  ..      291,  476 

-  hydronephrosis    (Fig. 

166)  356 

injury  to  joint         . .  476 

intercostal  neuralgia     436 

internal  glands         . .  570 

intrathoracic     growth 

52,  (Fig.  42)  105 

ivory  exostosis         . .  230 

laiige  bronchial  gland    376 

liver  absce»  . .         . .  370 

mediastinal  fibrosis  . .   159 

lesions         . .  . .   708 

new  growth  63,  102, 

411,  419  *435,  461,  476 

tiecrosis  of  jaw         . .  683 

new  growth  in  chest. .   150 

of  ppine  . .         . .  477 

odontoma       . .  . .   684 

-  -  orbital  periostitis     . .  230 
periostitis      . .         . .  668 

-  -  phthisis  103,  104,  150, 

287,  288,  458,  476, 

677,  768 

pneumothorax     432, 

(Fig.  226)  531 

pyloric    obstruction 

124,  245 

-  -  renal  calculus  117, 279, 

357,  451,  536 
rheumatoid  arthritis     343 

-  salivary  calculus      . .  006 

-  -  sarcoma        668,  684,  693 
of  bone      . .         . .  672 

-  -  sciatica  . .      438,  439 

-  -  short  tibia      ..  ..114 

si)astic  constipation       134 

spinal  arthritis         . .  461 

caries  116,  154,  364, 

429,  461,  477 

new  growth  154,461,484 

spine  of  os  calcis      . .  439 

spondylitis  deformans 

461,  714 

stenosis  of  bowel      . .   125 

subacromial  buniitis     476 

subdiaphagmatic    ab- 
scess 451,  532,  652, 

658,  659 

from  empyema. .  658 

tuberculous  iliac  glands  459 

kidney        279,  280,  577 

unerupted  molar      . .  462 

ureteral  calculus  281, 

(Fig.  192)  465,  472,  578 

vertebral  lesions       . .   461 

: vosical  calculus     282,  580 

-  ei'ididymitia  from        . .     66 

-  e[»ithelioma  from         . .   223 
.  -  erj'theraa  from..       222,223 

-  in  excluding  aneurysm    551 

-  -  functional  disease    . .  432 

-  effect  in  leukemia       . .     25 

-  finger  affected  by        . .  240 

-  onrliitis  from     . .  . .     66 

-  patent    ductus    arterio- 

sus and  . .  . .     91 


X-rays^  contd. 

-  photophobia  from  . .  524 

-  pigmentation  from  . .  223 

-  in  pyelography  . .  . .  354 

-  in  seeing  immobility  of 

diaphragm  . .  432 

-  spleen  reduced  by  . .  25 

-  sterility  from     . .  . .  67 

-  in  tachycardia  . .  . .  704 

-  vesiculation  from  . .  223 
Xylol,  clearing  with  . .  S91 


\7  AWNING,    movement 
1      of  paralyzed  arm  in    50S 
Taws,  bony  swellings  from  403 

-  framboesial  excrescences 

in        403 

Yawt,  oonoral  account  off  400 
Yawt,  ranborry  aranula- 

tlont  in  . .  001 

Yeasts,     fermentation     in 

bladder  from  . .  530 

-  in  gastric  contents  211, 

318,  320,  766 

-  sugar  testing  . .  . .  262 
Yellow  atrophy,  acute  (see 

Acute  Yellow  Atrophy) 

-  fever,  acute  yellow  atro- 

phy simulating         . .  336 

albuminuria  in       13,  273 

anuria  in       . .         . .     42 

black  vomit  in         . .  273 

bleeding  gums  in      . .  273 

blood  inspissated  in..  161 

-  -  chill  in  . .         . .  273 

coma  in         , .         . .   117 

cyanosis  in     . .         . .   161 

dengue  simulating    . .  336 

flushed  face  in         . .  273 

gangrene  from  . .  255 

Yellow  ffovor,  gonoral  ac- 
count off        . .    27S,  330 

geographical  distribu- 
tion  273 

hsBmatemesis  in       . .  265 

hnmaturia  in  . .  275 

hamogiobinuria  from    284 

headache  in  . .         . .  273 

hyperpyrexia  in       . .  309 

-  -  jaundice  in    . .      273,  325 

-  loss  of  weight  after  . .  770 

malaria  simulated  by  273 

pain  in  back  in        . .  273 

limbs  in     . .      273,  463 

-  pernicious        anaEunia 

simulating  . .         . .  386 

petechiffi  in    . .  . .  273 

j>ulse-rate  slow  in    . .  273 

purpura  in     . .  . .  553 

pyrexia  in      . .         . .  278 

rigor  in  . .  594 

Yellow  spot,  cones  in      . .  758 

choroiditis  affectirg..  759 

nystagmus  from  lesion 

of     . .         . .         . .  759 

retinitis  affecting     .,  759 

-  role  ifj  vision . .  . .  758 
Yollow  vision       . .     324,  700 


ZIEHL-NEELSEN  flala, 
tochni«uo  off  . .  041 

i  Zinc   acetate,    in    urobilin 

i  test 325 

.  -  sulphate,  vomiting  from  765 
Zinimeriin,  myopathy  of     135 
Zona  (see  Herpes) 
Zygomatic  muscles,  weak, 

in   myasthenia  gravis  235 
-  process,     enlarged,     in 

acromegaly    . .  . .   2.17 
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PROPER    NAMES    ASSOCIATED    WITH    DISEASES, 


ADDISON'S     aiuomift     (see 
Pemiflous  Anaimia) 

Addison's  disease  18,  33, 

3-1,      64,      82,    117, 

172,    219,    296,    311, 

626,    527,    628,    722, 

762,  7«4,  765,  770 

Aran-Duchenne  tyt»e  of 
amyotrophic  lateral 
sclerosis        . .         . .     608 

Argyll    Robertson    pupil 
lie,    236,   802,    315, 
420,    444,    466,    614, 
55L    650,    719,    726, 

760,  761,  702,  768 

Aitley  Cooper,  Irritable 
breast  of  . .    431 


Babinski*s  sign   . . 

Maker's  cyst 
Bang's  method   of 
mating  sugar 

Banti's  disease 


Bial's  test. 


Hiot's  breathing  . . 

Boeck,  benign  sarcoid  of 

llordct-Gengou  bacillus  . . 

Bottger's  test 

Braun's  sign  of  pregnancy 

Briglit's  disease  9,  46,  47, 

60,  54,   55,   97.   KKi, 

107,    162,    158,    166, 

191,    212,    266,    283, 

412,    413,    414,    420, 

663,  666 

Brocq,  pseudo-pelade  of  71.  710 
Brown-Sequard's   paraly- 
sis     . .  68,  490,  497 


EJison's  reartion 
Pibcrtli's     hjuilliis     C^ee 

Hiuillus  Typliosus) 
Krb's  niyoy)rtthy  .  . 

Erb's  palsy  .^ 

Erb's  Bijfii  . .  3. 


28:> 


13r> 
507 


Fehling's 

178, 


..       68 
..     692 

esti- 
..    263 

37,  111 


Bariow's  disease  38,  72,  99,  666 
Bazin's disease  ..  ..404 
Bell's  palsy  . .    494 

Bence-Jones's    albumo- 
suria . .  4,  6,  16 


261 

107 
406 
645 
262 


r«7S 

too,  117 


oo 


Oalroettc's  t<»9t    . . 
CammMjoe's  test . .       IM 
Charcot^  disease  of  lohts 

{Jig.  162)  257,  349.  515, 

616,  697 
Charcot,   lateral  scleroeis 

of       . .         • .         •  •     135 
Charcot-L^den  crystals  _     _^ 

102,  153 
Clieyne-Stokes    brenthinq 
84  (Fig.  43),  107,  108, 

147,  213 
Chvostek's  sipn   . .  3,  152 

Claric,    Andrew,    arthritic 

hjetnoptrsis  . .         . .     287 
Curschmann's  spirals     . .     153 


Dalrymple's  sign . .         ..     <*_' 
Deierine,  myopathy  of  . .     135 
-  olivo-pontine  atrophy  of  727 

Dercum's  disease 

408,  410.  431,  733 

DIeti's  crises 

115.  117,  280,  665,  765 
Douelns's  powoh  . .     587 

Duchenne's  palsy  ■ .    507 

Duhring's  disease  90,  2lu 

Dupuvtron'ft  contnictiirn 

142,  317 
Dupuytrnn's  fracture  ..  114 
Durozifz's  si>.'ii    . .  . .       93 


solution 
261,   263. 


157, 
304, 
743. 


Fehling's  test 
Fervusson's  speculum     . . 
Flint's  murmur  . .        95, 
Fordyce's  disease       365, 
Fox,  Colcott,  vaccinifomi 

erythema  of 
Friedreich's  ataxy  67,  co, 

68,     113,     138,  139, 

140,    154,    261,  407, 

610,   512,    613,  727, 
Frohllch's  syndrome 


746 
261 
185 
207 
366 

401 


728 
190 


Oaertner's  bacillus        384,  654 

Oalton's  whistle  iFig.  75)    165 

Gaudier's  disease  631,  6^  634 

Qell6'8  test 

Giemsa's  stain     . . 

Oiraldds,  organ  of 

Gl^nard's  disease 

Gmelin's  test 

Gowers,  cpilei)sia  media  of 

Graves's  disease  13,  18, 

82,  87,  91,  99,  136, 
172,  206,  215, 

236,  264, 

388,  406, 

527,  643, 

703,  721, 


165 
701 
481 
669 
743 
146 


229, 
323, 
486, 
702, 


220, 
309, 
484, 
694, 
722, 


luBmo- 


21 
481 
372 


Haldane-Gowers 
globinometer 
Haller,  vas  aberrans  of 
Hanot's  cirrhosis 
Harrison's  sulcus 

145,  167,  187,  635 
Heberden's  nodes  316 

Hebra,  prarigo  ferox  of  . .  489 
Ilegar's  sign  of  pregnancy  393 
Heller's  test  . .  . .  6 
Henoch's  chorea  eloctrica 

134,  137,  144 

Henoch's  purpura  76,  284, 
343,    362,    363,   556, 
705, 

Hirschsprung's  disease 

126.    127,    130,    389, 
His,  bundle  of 
Hodgen's  splint  . . 

Hodgkin's  disease  i.%  18, 

23.  25,  37,  46,  55, 
61,  64,  72,  106,  266, 
274,  292,  329,  376. 
{Fig.  168)  3n,  378, 
379,  380,  413,  416, 
527,  563,  669.  670, 
632,  636, 

Hofmelstcr's  test 

Holmgren's  test  . . 

Huntingdon's  cliorea     . . 

Huppert's  test     . . 

Hutchinson's  teeth 


655 
16 
762 
134 
743 
236 


724,  726,  734,  770 


767 

654 

83 

113 


Jacksonian  epilepsr 

137,  144,  147 
Jacquet's  erythema       . .    400 

Jaffd's  test  ..         ..314 

Jenner's  stain      . .         . .       21 

Knhlcr's  disease  . .          . .  17 
Kaposi's  disease  ..       628,  731 

Kernig's  sign        . .          . .  315 

Kirkland's  disease        615,  616 
Klebs-Loeffler's  bacillus 

154,  196,  689 

Ktumpke's  palsy            . .  507 

Koplik's  spots     . .        178,  228 

Korsakow's  syndrome    20,  465 


Laennee,      metallic     tiii- 

kliiig  of         . .         . .  108 

Landry's  paralysis          . .  518 

Legal's  test  3 

Leishman-Donovan  bodii^  033 
Leishman's  stnin  21,28,31,508 

1  cvaditi's  stain   ..          ..  701 

I  evden,  myopathy  of    ..  135 

Little's  disease  132.  mn,  729 
Ludovic's  angina  198,  4i:i, 

415,    542,    651,    69U,  720 

McBumey's  spot  451,  454 
McCall    Anderson,    ]>sori- 

asis  rupioides  of     . .  001 

Madura  foot         . .          . .  730 

INagnan's  sign  ..  611 
Marie,   spondylose   rhi7A>- 

m^liquc  of   ..         714,  715 

Marsh's  test         . .          . .  78 

Meckel's  diverticulum     . .  130 

Melge's  disease  ..  226,  414 
Meniere's  disease 

160,  723,  752.  765,  708 
Miculicz's  syndrome  i^Fig. 

3)  25.  095 
Milroy's  disease  iFig.  179) 
Montgomery's  gla?id 


5^ohot  t  's     N  uuheim 

mont. . 
Sherriii^rtori,     d 

riiridit.v  of    . 
Shiga's  dysentery 
ShnipiieH's  mcmbnM 
.SietrleV    spt-^nilum 
Skene's  tubes 
Skut.soh's  iielvimeter 
Snellen's  type 
Spreiigel's  stioulder 
Stellwa^^'.s  sign      21*1 
Stetison'ri  duct     .. 
Still's  disease  35.  S€:. 
Stokes- Adams's 

83.  118,  141,  I4(i 


Moore's  test 
Mooren  ulcer 

Morgagui,  hydatid  of     .. 
Morgan's   bacillus         384, 
Moro's  test 

Morton's  disease 
Morvan's  disease    02,  97. 


414 
430 
262 
734 

481 
717 
770 
439 
257 


Xeisser's  stain 
N3'lan«ler's  reagent 
Nylander's  test    .  • 


157.  014 
..  740 
..     262 


28 


Obermeyer,  spiroi'hscte  of 
Oppler-Boiis'    bacilli 

310,  320,  700,  707 


Paget's  disease   ..       201, 

Parkinson's    discjise    (sec 

Paralysis  Agituns) 
Parrot's  nodes     . .        385, 
Pavy's  disease     . . 
Pavy's  solution   . . 

Pavy's  test 

Pawlik's  grip 
Peri's  test 
I'eyer's  patches  . . 
Pfeiffer's  bacillus 
Politzer's  acoumeter  (Fig. 

73) 
Pott's  curvature      89,  304, 
Pott's  fracture     . . 
Pozzi,  cochleate  uterus  of 
Pozzi,  syndrome  of 


730 


382, 
405, 


Quincke's  disease 


009 

15 
2«!3 
281 

200 

•J  I 

030 

.'>04 

lot 
5i(; 
111 
oi:» 

3S7 
411 


Raynaud's  disease  13,  81, 

90,  97,  117,  162,  163, 
203,  223,  240,  255, 
256,  257,  2.'>9,  284, 
413,    414,    415,    441. 

444,  584,  098,  69;» 

Reinsch's  test      . .          . .  78 

Riedel's  lobe  252.  353,  366.  003 
Rigg's  disease                 73,  74 

Rinn<!''s  test         ..        101,  lo.'» 

Romanowsky's  stain      .  •  50S 

llomberg's  siirn       ..        57,  Oo'j 

Rose  Bradford  kMneys    I  i,  2.'^ 

Rothera's  test     . .         . .  •" 


Sahli's  capsules   . . 

Schonieln's  disease 


snw# 


Ti>Uinj;'s  iliseaf^c 
Tlioma-Leitz     luftii 

meter  . .      if\ 

Thomson's  diseass      4l| 
Tooth's  peroneal  tnkl 

IS.  IP 


00,  01,  rtS,  lis. 


MC 


Traube's  s[>n«'e    . . 

Trommer's  test   .•       «>. 

Trousseau's   siun     3.  ll 


s   sign 
Uffeimann's  test 


VafjiH-zV  (li?>rttse  (>ee  I'l^. 

lytluemia,  Splenom 
Vater,    unmulH    of    Kv, 

325.  r 

Vincent's  angina  ^7, «]  ^ 

( ' 

VolkniaimV     i.*oiitra*'tij 

lU.  1 

\"oM      na<iedow*s     di>ct 

fsee  (Imves's  diMCf, 

Von  Graefe's  sign  210, 

Von  .Iaks*'li's  Uise;use(/' 
13)      .  . 

Von  Moebius's  sign     \ 
Von  Pirquet's  reaction  t 

385,    45y,    479,    "H 

573.    031,     OOy,  f» 

090,    738.    74h,  il 

Von     Recklinghausen'^ 
disease         . .      I 


\ 


Wassermann's    test 

03,    71.    73,  93, 

12i»,  179,     ISl, 

199,  210.    •J3r,, 

•jr»3,  2Sr>,     2S.S, 

301,  30:.,     3oi». 

331,  3tM,    372, 

37J»,  3S1,   :»s:i, 

401.  107.    13'», 

477,  JSu, 

r.io.  511. 

.',«;u,  .'ics, 

r.l.'),  r.is, 

.«•)■>  A*    •)      I 


I'.'l, 
r.i-j. 

.-•ss, 
lii'.i, 

I  ".3.'!. 


071,    079,    »1'.M-.,      I 


Weirs   disease    i:>. 
3  ■-•♦;.  336. 

Weir  Mit4-licll  tr.:iiiii 
\Vfriliii;:-lIoiTin.iiiii    j 

lysi>;   .  . 
\Verlli<»f.     iiii>tKu~     11 

1()<HS     (if 

Wi.lal's   t<-t    •■'!.    7r,, 
33.).     I.'>'.«.     ■">''3. 
.'Hifi.    ,")7L 
\Villi>,   |i.ir;iriisis  of 

\\  IMxlcOt  k'-    1  «'~t     .  . 
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11»1       /.iclil-Ni(N«>irs  -.tain 
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THREE   COMPANION   VOLUMES   IN   ONE   SET   FOR   £4  :  10  :  0. 


Third  Edition ,  with  Thirty-nine  New  and  Original  Coloured  Plates,  and  other  Illustrations, 
le  First  Edition  ivas  exhausted  in  six  months,  and  has  beeft  Twice  Reprinted.     The  Second  Edition 

was  exhausted  icithin  nine  months.     Large  Hvo.     42/-  net, 

AN    INDEX    OF 

DIFFERENTIAL   DIAGNOSIS 

OF    MAIN    SYMPTOMS. 

Edited  by  HERBERT    FRENCH,    M.A.,  M.D.  Oxon,  F.R.C.P.  Lond,, 

Physician,  Pathol' >'ji*t^  and  lA'Cturer,  Gui/\<t  Ilogpital,  etc. 

With  tiik  Collaboration  of  22  Special  Contributors. 

This  work  aims  at  beinw  of  pnictical  utility  whenever  difficulty  arises  in  deciding  the  precise 
ise  of  any  j)articuUir  symptom.  It  covers  the  whole  ground  of  Medicine  and  Surgery,  and  deals 
th  Diagnosis  from  a  unique  standpoint.  It  is  an  Index  in  tliat  its  articles  are  arranged  in 
>habetical  order.  Whilst  the  body  of  the  book  deals  with  Symptoms,  the  General  Index,  con- 
ining  some  45.000  refert^nces,  gathers  these  together  under  the  various  Diseases  in  which  they 
cur. 

"  Uavini;  read  most  of  Uie  articles  in  the  book,  wc  liave  no  hesitation  in  ftayinj;  it  should  l)e  in  the  hands  of  all  pnu'titioncrs 
I  senior  students.  .  .  .  Tiie  publisher  is  to  be  font?r4itulrtte<I,"  —liril.  Med.  Jour. 

"  Tlie  first  edition  of  this  stately  volume  lias  been  exhAasted  within  three  years.  .  .  .  Tlio  alitor  has  a<lded  new  articles, 
i.sed  old  ones,  and  nearly  doublet!  the  number  of  illustmtions.  These  are  not  only  excellently  reproduced,  but  deal  with  real 
ficultlcs  in  diji^nohis.*'- -/^;irr/. 

"  Beyond  questioti  a  four  de  fnrcc,  and  reflects  the  hiiarhest  credit  u|>on  all  concerned  in  its  production.  The  most  remarkable 
ture  in  the  book  i**  its  full  index.  ...  an  essential  part  of  the  scheme."   -Pract. 

"  A  notable  contribution  to  motJern  medicine  .  .  .  an  immense  amount  of' valuable  information.  .  .  .  The  illiL<tration<  are 
lurkubly  troo<l,  «>specially  tlie  coloured  ones,  which  in  other  books  often  are  remarkably  hiu\."-  -Thtrap.  (/aztite. 

7th  Edition,  22nd  Thousand,  over  1,100  pp.     Fully  revised,  and  ivith  additional  Articles  and 

Illustrations.     80  -  net. 

^N  INDEX  OF  TREATMENT 

Edit2d  by  ROBERT   HUTCHISON,   M.D.,   F.R.C.P.,  Physician  to  the  London  Hospital; 
and  JAMES  SHERREN,   F.R.C.S.,  Surgeon  to  the  iMndon  Hospital, 

TO(JETIIKR    WITH    87   SPECIAL   CONTItlBrTORS. 

COMPLETE    GUIDE    TO    TREATMENT    IN    A    FORM    CONVENIENT    FOR    REFERENCE. 

•*  We  cannot  <lo  more  than  retrommend  it  in  terms  of  hiijh  laudation  ;  it  is  a  volume  that  should  ?>e  in  the  hamls  of  every 
ictitioner  of  meilicine." — Brit.  Mrd.  Jour. 

"  Since  we  first  reviewed  thL<5  l)Ook  on  its  appeamnce  in  19<)8,  six  further  editions  have  been  issued  -a  ji^atifyin>,'  evidence  of 
x^ess  which  ♦>st.d»lislies  it  beyontl  the  reach  of  criticism.  Its  general  plan  and  hitrh  stan<Jard  of  excellence  arc  doulitless^well 
)wn  to  our  i ciders,*"    -l.anret. 


Sou"  Preparing.     Second  Edition,  fully  revised.     Demij  Hvo,  Cloth.     30  -  vet. 

AN  INDEX  OF  PROGNOSIS 

AND  END-RESULTS  OF  TREATMENT. 

Edited  by  A.    RENDLE   SHORT,   M.D.,  B.S.,  B.Sc.  Lond.,  F.R.C.S.  Eng.. 

Senior  Assistant  Surgeon,  Bristi^l  Royal  Infinnartf :     J^cturtr  on  Surffcri/,    t'nivcrsilij  of  liriMol. 

In  coN'ji'xcTioN  WITH  23  Special  Conthibitors. 

The  principal  aims  of  this  Volume  arc  :  (1)  To  set  forth  the  Kesults,  and  particniarly  the 
1-rcsiiIts,  of  various  methods  of  Treatment,  in  such  a  form  as  will  enable  the  Practitioner  to 
.  ain  a  fair,  unbiased,  reasoned  opinion  as  to  the  pro8|)ects  of  .securing  for  his  patient  permanent 
sf,  and  the  risks  of  such  treatment  ;  (2)  To  furnish  data  by  means  of  which,  apart  from  the 
stion  of  Treatment,  one  may  .seek  to  arrive  at  an  accurate  forecast  of  what  will  probably  hapiien 
:he  individual  patient. 

"  We  have  forme<l  a  hifjh  opinion  of  the  value  of  tlie  Indfr  of  Prngnoxis  .  .  .  and  desire  to  commend  the  work  to  our  readers 
.  »e  which  they  would  do  well  to  place  upon  their  bookshelves." — lirit.  Med.  Jour. 

'  The  eilitor  and  his  21  contributors  are  to  be  warmly  coni;nitulat<>d  upon  the  result.  Tlie  articles  V'e  short  and  comp:u>t, 
.  Iv  written,  and  as  comprehensive  as  it  has  been  practicable  to  make  them."     lAtncet. 

*  Truly  an  orij^nnal  and  unir|uc  work  whi«'li  should  prove  of  considerable  value  to  the  practitioner."    -iV^ir  York  Med.  Jour. 

*  Its  ainLs  cannot  fail  to  api>eal  to  practitioners,  for  the  art  of  prof;nosis  is  vitally  important.  .  .  .  The  usefulness  of  this 
rk  will  be  unchallenged;    as  a  reference  book  it  is  uni«iuc." — llospital. 


WRIGHT    d   SONS   LTD.,   PUBLISHERS,    BRISTOL. 


Third  English   Impression,      With  more  than   1000  Illustrations  and  Plates, 
fal  Svo.     Cloth  Gilt  J  bevelled  boards.     63/-  ftei ;  or  81/6  net  each  Volume. 

ARS'   URGENT   SURGERY. 

lANSI^TKI)    FROM    THK    SEVENTH    AND    LaTEST    FrENCH   EDITION 

By   W.   S.     DICKIE,   F.R.CS.  Eng., 

rtfooi,  Sorth  Hidiitg  Infirnmry,  Middlesbrough;    CvnsuUimi  Surgeon,  Eston  Hospital, 

And   ERNEST   WARD,   M.A.,   M.D.,    F.R.CS. 

:ioN  I.— Introductory.  II.— The  Head.  III.— The  Neck.  IV.— The 
Chest.     V. — The  Spine.     VI. — The  Abdomen.     Index. 

TIOnVII. — The  Genito-Urinary  Organs.     VIII. — The    Rectum  and 
IX.— Strangulated  Herniae.     X. — The  Extremities.     Index. 

fork  is  not  intended  solely  or  even  perhaps  ehiefly  for  the  Surgeon ;  but  will  be 
to  the  conscientious  General  Practitioner,  who  is  at  any  time  liable  to  be  eon- 
ncies  demanding  surgical  interference. 

o  i^ejitfst  possible  help  to  any  raeilical  miui  not  specially  verseil  in  surjjcry  who  is  railed  upon  to  perform 
oven  vjKiialist  surueonn  will  derive  many  useful  hiiit!<  from  its  perusal.  .  .  .  The  author  .  .  .  has  based 
«  own  fAporiento,  »*o  that  the  reader  .  .  .  finds  the  delinite  guidance  which  he  seeks.  ...  A  safe  guide, 
!r<ide  of  foiiservatlsni." — Brit.  Jotw  of  Surg. 

-*pe;iks  pr(Hi<oly  and  definitely  hut  not  didactically,  tlrawinj;  upon  a  vast  experlonco.  .  .  .  The  chapt^v 
»iy  l»e  remi  witli  all  the  absor])tion  of  the  *  Arabian  Xiphts'  Entertainments.'     It  is  due  to  the  translator 
'  MMi  ('.xtrfcuiely  well  done:    the  text  reiids  as  if  c-om|H)sed  in  sound  Knv^lish.*' — Lancet. 
K.  >till  remains  by  far  the  best  work  of  its  kiiitl."- -HrU.  Med.  Jour. 

i'i<iil  works  pro(luce<l  in  this  country  durinjr  tiie  la<t  ten  years.     We  say  this  deliberate!}'." — Hospital. 
.vfllcnt  an«J  the  illustrations  beyond  all  praise." — Med.  Press  and  Circ. 
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^.dition  {lie printed).     Revised  and  largely  rewritten.     Crown  Hvo.     7/6  net. 

NEWER   PHYSIOLOGY 

ICAL  AND  GENERAL  PRACTICE. 

RENDLE   SHORT,   M.D.,  B.S.,  B.Sc.  Lend.,  F.R.CS. 

t  book  will  help  f^-eatly  to  revive  the  practitioner's  interest  in  the  physiological  foundations  of  his  every- 
t  lie  jtrofcssion  a  real  service  in  presenting  it  with  this  little  volume.  It  is  written  with  delightiul  freedom 
» lid  we  ^t^on•;Iy  recommen<l  its  i>ossession  to  even  the  ba«»ic»t,  with  tlic  suggestion  that  it  be  penise<l  as 
ot  iis  a  tnsy.."--Hrir.  Med.  Jour. 

iilue  of  the  book  at  its  first  issue,  it  is  now  indispensable  to  the  practitioner  who  wislics  to  keep  himself 
.^incntini?  area  of  i)hysioIo£ncal  knowled|;e  ready  to  be  applied  in  medicine." — iMncet. 
ivi*  no  apprehension  concerning  the  success  of  this  preatly  revised  edition.  ...  It  may  indeed  be  doubted 
irjiilar  calibre  whicli  appeals  so  thorouj^hly  to  the  «?cneral  practitioner  ...  of  the  nmltitude  of  books  he 
^    nifty  at  leiist  regard  this  volume  as  a  safe  investment." — Hospital. 

<   very  fascinating  about  this  iKwk,  and  especially  in  connection  with  the  prej-ent  revised  edition.  .  .  . 
Hi  more  coiwientioiisly  recommend  to  the  student  and  practitioner." — Dublin  Med.  Jour. 
■  *iat  if  there  Ikt  anyone  who  has  escaped  reading  this  little  book  he  will  get  it  without  delay :   it  cannot 
^  and  instnjctive  to  him." — Bristol  Med.-Chir.  Jour. 


'rge    Svo.     642    pages.     26/-    net.     Postage    Hd.     With    262    Illustrations, 

including  Four  Plates. 

•OK  OF  NERVOUS  DISEASES. 

t    USE    OF    STUDENTS    AND  ;  PRACTITIONERS    OF    MEDICINE. 

By    CHARLES    L.    DANA,    A.M.,   M.D.,    LL.D., 

Ifi.ieases  in  Cornell  U niter sity  Medical  College ;    Consulting  Physician  to  Bellevue  Hospital ^  and  to  the 

Manhattan  State  Tlospital,  etc. 

as  been  (•omi)letely  remodelled  and  brought  up  to  date.     Many  illustrations 
and  manv  new  ones  added. 

irolotrist  and  psychologLst  of  great  practical  experieiu^e,  and  the  book  may  be  consulted  with  advantage." 

sed  with  Dr.  Daria's  work." — Dublin  Med.  Jour.    , 

fcctive  form  Dr.  Dana's  text-book  is  aflsured  still  wider  recognition  and  appreciation.     To  those  in  search 

)t  too  sui>erticial  treatise  .  .  .  written  mairdy  from  the  clinical  view-point,  it  can  be  confidently  recom- 

tion  in  re<'om mending  this  book  as  one  of  the  best  te\t-l)ooks  of  nervous  dise;ises  wliich  have  speared 
urology. 
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DISEASES    OF    THE 

THROAT,    NOSE,    AND    EAR. 

By  W.  G.  PORTER,  M.B.,  B.Sc,  F.R.C.S.  Bd.  (Major  R.A.), 

/Mtr  Sun/tint  In  ffi'   Kfit,  Ear.  ami  T/inntt  /n/innart/,  Edinbtinjh,  etc. 

Fully  revised  for  the  Author  while  absent  in  the  Service  of  his  Country 
By  P.  McBRIDE,  M.D.  Ed..  F.R.C.P.  Ed.,  F.R.S.E., 

V'atsiiltifiii  Sunjt^tn   Har  ami   Thnmi  Jhiiorttmnf.  llnya!  Infirmary,  Eilinbunjh^  ttc. 


PUBLISHERS'   NOTE. 

The  vulunie  has  l>eeii  broujzht  level  with  the  hitest  teaching  by  the  kindness  of  Dr.  P.  MeBritle, 
who  generously  undertook  the  revision  for  his  friend  during  his  absence.  The  publishers  are 
confident  that  the  great  service  thus  rendered  will  be  fully  appreciatetl,  and  tliat  Major  Porter's 
untimely  death  in  action  in  Fraiu*e.  sincT  the  revision  was  made,  will  give  an  added  interest  to 
the  volume. 

"  Thf!  book  ri'inuins  a  sutin.'o  of  xhukI  tc:i<'liiti^  uf  nuxicnitv  ilinictisi(Mi>  for  tliv  senior  sTutlciit  ami  tlx-  iri-iifntl  ] tract itioiicr." 
— lAtncH. 

'•  A  very  siaiH»s.sful  uttcmpt  to  t'oiupreiw  :t  sutlirifMioy  of  iulonnation  cm  tin*  throat,  noso,  and  wir  info  th**  I'unipii.-^'i  of  ju>t 
over  25<>  pii^res  of  text.  .  .  .  Wo  know  of  no  manuiil  of  its  size  l»ottiT  Miit«Ml  lo  thi-  ni-etlh  of  thi-  iroriprnl  pr.iftitioner."  -Hn(.  Mr%l. 
Jour. 

"  Thp  Mi'ond  edition  sust«in<  writ  tlie  hiu'li  opinion  which  we  oxpre^s*"*!  in  15)13.  ItH  author,  ahsmi  iihroiiil  in  the  sorvi»*<« 
of  his  country  (and  ^im-c  kill(>«|  in  action).  Iia»<  hci*n  fortunate  in  ><^'iirin;.'  the  >crvic<>s  of  rto  eminent  a  pliysician  as  l>r.  McHriile 
to  revi!!H.>  Iii.>«  set'ond  t.>«lition.  .  .  .  One  of  the  nur>\  (*onipk>te  and  aix-urate  hamlhooks  on  tlie  i<uhjr>ct  tliat  wc  po.-^N.^.*'  -Larpn- 
gniof/tf. 

"  The  late  Major  I^orter  wiu  to  he  i-onuTatulated  ni>on  haviiiL'  tlie  iH-neiii  of  a  leaxter  liand  for  the  rc\isiun  of  )u<  Umk.  It 
is  a  n.aniial  wliicli  holds  its  particular  position  lunonjMt  thos4>  treatiiii;  of  tlic  triple  .-|>ei'iality,  thn>in.'h  c'l^  iu:'  iiLst  \\liat  the  i.'eneral 
prau'titioncr  rerjuires  in  the  attainment,  n)Ui:hly  s|K*akint;.  of  two  ohjis-t-. :  lir-«f ,  the  niediitU  care  t»f  the  >!;_'it^r  c|a>s  •»f  ca>es  thai 
eonie  under  his  view.  an«l,  s^x-oiidjy,  a  capahility  of  a  full  apprei'iation  of  what  tlie  expert  can  do  whcri  •»  time  f«ir  hi'j  inter- 
vention arrive-,  and  the  ditiLiiostic  knowle<i;.'e  which  is  esn-ntial  for  such  appre*'latlon.'* — I'mr,  Itinj.  Si'. 

"  Such  a  >e«'und  tMition  i.-»  wry  weU-ome.  and  ju>tines  the  opinion  we  entertainiMl  of  the  l»iwk  when  it  .  ed."     I'ntriitiintir. 

Jh'niff  Hvo.     Copiously  Illiistrateti  in   liltick  tifia    White,  and  Colours.     17  6  tivt.     I'ostafir  6//. 

THE 

FiECES  OF  CHILDREN  &  ADULTS: 

THEIR   EXAMINATION  AND   DIAGNOSTIC  SIGNIFICANCE, 

WITH  INDICATIONS  FOR  TREATMENT. 

By  P.  J.  CAMMIDGE,  M.D.  Lond. 

Diseases  of  the  gastro-iiitestiiud  tract  and  disturbances  of  <ligestioii  arc  anionost  the  ccnunonest 
ailments  that  medical  men  arc  called  upon  to  diagnos<>  and  treat  :  but  with  rare  exceptions  a<l van- 
tage is  not  taken  of  the  help  which  an  examination  of  the  fa'ces  might  give,  and  this  to  the  great 
detriment  (»f  the  patient. 

•*  Wf  i-tiniinnid  tlie  IwKik  to  all  who  -ire  intiTi-sii-d  in  the  "M-ientiru'  >itlc  nf  our  profi— sioii,  a>  a  >tinml:it im'  iicitiil'Wtinn  i«»  a 
coniparatJM'l^  little-known  prtivincv  oi  physif>|oL'\  and  uiinUriuv."--/Miirtt. 

"A  \olnme  on  ihib  sulijeci  w.i-  hatljy  want«'<l  in  Kni.'li>^h.  and  Knirli^h  physician-  nia.\  i"onL'r.iiiil.it«-  tlnni-><'hc-  th-it 
Dr.  ( '.unrniil;.'*-  Iia-  Ihh'M  |>eiMiadeil  Ti»  .-"iipply  tin-  tr.ip.  .  .  .  'I'lic  i-hapter  in  «^|KH'ial  in  whicii  the  aurhur  di-cn^-r>  ili(> 
dia-_'ii(w||i'  \aluc  oi  examinations,  i-  mh»^!  >timul-itin:.'  and  mi  al-o  i-  rh.it  foljowint:.  iti  uhiih  lie  ili-.  n-.-«.-  tI.«-  irnh-- iridii-  for 
tn-at  nn-iir.'"      I'ntrti/ntntr. 


A    i.{mV\sKTK   TKXT-HOOK.     Drmif   Hvo.     FnNi/    lUustrahil.     12  6    //r/.     l*nsta}iv   ^il. 

MEDICAL  DISEASES  OF  CHILDREN. 

FOR     GENERAL     PRACTITIONERS    AND     SENIOR     STUDENTS. 

By    REGINALD    MILLER,     M.D.  Lend.,  F.R.C.P., 

I'Jt'/Sifitu    f.f    fi,if./',,n,„fi^     /'<iifihn-/f'iti    (ir,,u    ( '/til. ill  I.' >    lli-\i'i''ll,    illiil   Si.    .\liirii's    J,'r>.\/'i'il''. 

"  A  l-»Mik  «>t  ii-achiri.'  saluc.  aini  iii.iL'»-ii  li\-  il.i.^  "(.itnlard  the  work  i-  an  undoiiht«i|  -iii'i^-;.  .  .  .  The  chapter  on  intVftive 
di.M-i^ii-  i-  a  iTeitioti.  .  .  .  .-im-e  I »? .  W  .  I:,  riii-nlli-'^  orii'i'ial  lis'twre-  oil  till-  rheum. ifii'  «iate  in  r!.iMh<Kn|,  we  iU»  n«»t  know  :i 
hettiT  a<ionni  oi  thi'  tnany  and  \ar\iri_'  ni  ii.ili-iar io>-^  of  rheinn  itinni."      I.ninil. 

"  Well  worthy  of  raiikni;:  with  ihe  he--.   .    .    .    the  nnit  oi  ide  n;. titer  in  a  few  .-ini i-.    .    .    ,    We  rlii-ik  \erv  highly  of 

l»r.  Miller-  Imhi;..  "      .\/nl.   /V/-*.v  'in,/  t •,',-. 
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